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Physicians'  Classified  “ ■ 

! CLINIC  AVAILABLE  — General  practice 
in  furnished  clinic.  County  seat  town,  SW 
Nebraska.  3 nursing  homes  in  town,  good 
territory.  Write  Box  8,  Beaver  City,  Nebraska 
68926. 

PROFESSIONAL  OFFICE  SUITE  AVAIL- 
ABLE — Medical  Village  Building,  48th 
and  “A”  Sts.  in  Lincoln.  Contact  Mrs.  Robert 
Grant,  3725  Pace  Boulevard,  Lincoln,  Nb. 
68502.  Telephone:  (402)  423-4355. 

SKI  BRECKENRIDGE  and  other  adjacent 
ski  areas  in  Colorado.  Brand  new  condominium 
for  rental.  For  reservations,  etc.,  write  or  call 
Dr.  Wallace  J.  Vnuk,  P.O.  Box  131,  Kearney, 
Nebraska  68847. 

GENERAL  PRACTICE:  Two  GP’s  seek  3rd 
doctor  to  join  group  in  northeast  Nebraska 
city  of  4,000.  Available  in  summer  of  1973. 
New  facility  under  construction.  Earnings 
will  be  tax  sheltered  through  incorporation. 
For  further  information  contact  our  Business 
Manager,  P.O.  Box  34240,  Omaha,  Nb  68164. 

IMMEDIATE  OPENING  — For  OB-Gyn, 
Internal  Medicine,  and  Orthopedic  specialties 
to  establish  successful  practice  with  14-man 
multi-specialty  group.  Excellent  group  bene- 
< fits;  pension  plan;  modern  clinic  facilities; 
progressive  community  with  excellent  educa- 
tional system  including  two  colleges;  city 
population  35,000;  good  recreational  facilities; 
each  specialty  must  be  board  eligible  or  cer- 
tified; young  man  with  military  obligation  com- 
peted. Contact:  Business  Manager.  The 

Manitowoc  Clinic,  601  Reed  Avenue,  Manito- 
woc, Wisconsin  54220. 


PART-TIME  PHYSICIAN:  To  work  12:00 

p.m.  to  5:00  p.m.,  Monday  through  Friday. 
To  perform  objective  physicals  on  prospective 
blood  donors.  Adequate  salary,  with  excel- 
lent facilities  in  a private  office.  Contact  Dr. 
Willson  Moody  or  Michael  Lindsey,  Blood 
Plasma  Donor  Center,  1916  Harney,  Omaha, 
Nebraska  68102.  Telephone:  (402)  345-1477. 


FAMILY  PRACTITIONER:  OFFICE  AND 
EQUIPMENT  AVAILABLE.  To  assume  prac- 
tice, office  and  equipment  of  recently  de- 
ceased 57-year-old  physician  in  family  practice. 
Active  family  practice;  excellent  x-ray  facili- 
ties and  EKG;  fully  equipped  office  and  lab- 
oratory, three  examining  rooms,  modern 
downtown  location  with  parking;  ready  for 
immediate  occupancy.  Space  designed  for 
one  or  two  physicians.  Excellent  hospital  fa- 
cilities; in  Lincoln,  Nebraska.  Contact:  Mrs. 
John  A.  Brown  III,  2701  Bradfield  Drive,  Lin- 
coln, Nebraska  68502.  Call:  (402)  423-8583 
or  (402)  432-2871. 


DIRECTOR  OF  MEDICAL  SERVICES  — 
Urgent  need  — Beatrice  State  Home  For  Re- 
tarded, Beatrice,  Nebraska.  General  practi- 
tioner for  new  260-bed  hospital  included  with 
institution  of  1500  residents.  Full-time  posi- 
tion with  assistance  from  local  physicians 
utilized  on  part-time  basis.  Must  qualify  for 
Nebraska  license.  Highly  competitive  salary 
open  to  negotiation  dependent  on  training  and 
experience.  Address  inquiries:  Jack  R.  Ander- 
son, M.D.,  Dept,  of  Public  Institutions,  Box 
94728,  Lincoln,  Ne.  68509  Phone:  (402)  471- 
2231  or  Mr.  M.  E.  Wyant,  Supt.,  Beatrice  State 
Home,  Box  359,  Beatrice,  Ne.  68310  Phone 
(402)  223-2302. 
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The  Law  . . . 


AMA  testifies  on  national  health 
insurance 

Max  H.  Parrott,  M.D.,  Chairman  of  the 
AMA  Board  of  Trustees,  and  Russell  B. 
Roth,  M.D.,  Speaker  of  the  House  of  Dele- 
gates, appeared  before  the  House  Committee 
on  Ways  and  Means  and  testified  in  support 
of  H.R.  4960,  the  Health  Care  Insurance 
Act  of  1971  (Medicredit).  After  outlining 
the  health  needs  of  the  nation  and  the  basic 
elements  of  the  AMA-supported  bill,  Dr. 
Parrott  pointed  to  the  many  achievements  in 
American  medicine,  saying:  “Those  who 

criticize  our  system  of  medicine  imply  that  it 
is  static  and  must  be  replaced.  Let  me  call 
your  attention  to  some  of  the  salient  accom- 
plishments of  our  pluralistic  medical  system, 
accomplishments  that  are  obscured  in  the 
radical  chic  by  a disaster  lobby  which  strid- 
ently proclaims  a need  for  revolutionary 
change.  Probably  our  highest  achievement 
is  in  the  quality  of  medical  care  in  this  coun- 
try. The  world  standard  of  medicine  is  here 
in  this  country.  American  medical  schools 
produce  men  and  women  with  the  best  medi- 
cal education  there  is.  Our  technology  is 
unsurpassed.  The  ranks  of  allied  health 
manpower  continue  to  grow  in  terms  of  both 
size  and  sophisticated  training.” 


Sickle  cell  anemia 

The  Senate  Health  Subcommittee  has  be- 
gun hearings  on  S.  2676,  the  National  Sickle 
Cell  Anemia  Prevention  Act.  The  bill  would 
authorize  the  Secretary  of  HEW  to  provide 
grants  to  public  and  private  nonprofit  or- 
ganizations for  sickle  cell  screening  and 
counseling  programs.  It  would  also  provide 
for  demonstration  grants  to  create  centers 
for  research  in  the  diagnosis,  treatment,  and 
prevention  of  the  disease.  The  bill  would 
also  direct  the  Public  Health  Service,  the 
armed  services  and  the  Veterans  Administra- 
tion to  provide  sickle  cell  anemia  screening, 
counselling  and  treatment.  Services  would 
be  entirely  voluntary  on  the  part  of  the  re- 
cipient, and  medical  information  acquired 
through  the  programs  would  be  treated  with 
confidentiality. 
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ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

Manuscripts  to  be  presented  for  publication  in  the 
JOURNAL  should  be  typewritten,  double  - spaced,  on  one 
side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
letter  sized  (8%  by  11  in.)  white  paper.  Wide  margins 
(at  least  1%  in.  on  left)  should  be  left  free  of  typing. 
On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 
consecutively,  the  page  number  being  shown  in  the  right 
upper  comer  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations 
shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  the  author’s  name,  its  number  and  an  indi- 
cation of  its  “top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent 
directly  to  the  Editor  at  the  Journal’s  address. 

Letters  to  the  Editor  submitted  for  publication  should  be 
prepared  as  above,  and  must  carry  the  notation : To  be 

Published. 

Reprints  should  be  ordered  from  the  printer,  NEWS 
Printing  Company,  Norfolk,  Nebr.  68701. 
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The  Law  . . . 

Drug  abuse  bill  reported 

The  Senate  Committee  on  Labor  and  Pub- 
lic Welfare  has  reported  S.  2097,  the  Drug 
Abuse  Office  and  Treatment  Act  of  1971. 
This  bill,  originally  introduced  as  the  Spe- 
cial Action  Office  for  Drug  Abuse  Preven- 
tion, had  earlier  been  reported  by  the  Com- 
mittee on  Government  Operations.  The  bill 
establishes  a Special  Action  Office  for  Drug 
Abuse  Prevention  in  the  Executive  Office 
of  the  President,  under  a Director  appointed 
by  the  President,  with  the  advice  and  con- 
sent of  the  Senate.  He  would  have  authority 
to  provide  overall  planning  and  policy,  to 
establish  objectives  and  priorities  for  all 
federal  drug  abuse  programs,  to  review  and 
modify  budget  requests  of  all  federal  depart- 
ments and  agencies,  and  to  allocate  appro- 
priated funds  among  them.  A Strategy 
Council  to  establish  national  drug  abuse 
strategy  would  be  created  which  would  de- 


velop a comprehensive  coordinated,  long- 
term, federal  strategy  for  all  drug  abuse  pro- 
grams and  activities  conducted  or  supported 
by  the  federal  government.  The  bill  would 
also  establish  a National  Institute  on  Drug 
Abuse  within  the  National  Institute  of  Men- 
tal Health. 


Manpower  appropriations  hearings 

The  Senate  Appropriations  Subcommittee 
for  Labor  and  HEW  held  hearings  to  pro- 
vide funds  under  P.L.  92-157,  the  Compre- 
hensive Health  Manpower  Training  Act  of 
1971,  and  P.L.  92-158,  the  Nurse  Training 
Act.  The  Administration  had  requested 
$350  million  to  carry  out  these  programs 
during  the  present  fiscal  year.  The  Sub- 
committee has  now  completed  executive  ses- 
sions and  is  expected  to  issue  its  report 
shortly. 


8-A 


Medicinews  . . . 

ACS  elects 

Three  new  officers  and  26  new  members 
of  the  Board  of  Governors  of  the  American 
College  of  Surgeons  were  elected  at  the  re- 
cent annual  Clinical  Congress  of  the  College 
held  in  Atlantic  City,  N.J.,  bringing  the  total 
number  of  Governors  to  189. 

Attendance  at  this  world’s  largest  meet- 
ing of  surgeons  was  15,420,  with  physi- 
cians’ registration  9,840.  Doctors  came  from 
more  than  50  countries. 

Dr.  Bentley  P.  Colcock,  Boston,  is  new 
chairman;  Dr.  Robert  C.  Hickey,  Houston, 
is  vice  chairman;  and  Dr.  Harrison  R.  Wes- 
son, Montclair,  N.J.,  is  secretary. 

Also  elected  to  the  executive  committee 
was  Dr.  Luis  F.  Sala,  Ponce,  Puerto  Rico. 
Dr.  Howard  Ulfelder,  Boston,  was  re-elected 
and  Dr.  David  Sabiston,  Jr.,  Durham,  re- 
mains, a member. 

Governors  act  as  communication  links  be- 
tween the  32,000  Fellows  (members)  of  the 
College,  79  local  Chapters,  specialty  societies, 
Regents  (the  19-member  policy  making  body 
of  the  College)  and  headquarters  staff. 
They  represent  each  State  in  the  United 
States,  each  Province  of  Canada,  any  coun- 
try with  more  than  15  Fellows,  a number 
of  related  surgical  associations  and  societies, 
and  the  federal  medical  services.  Governors 
serve  a three-year  term,  and  may  not  serve 
more  than  three  terms  in  succession. 

Governor  from  Nebraska : Leon  S.  Mc- 
Googan. 


Medical  therapeutics 

A two  day  postgraduate  course  in  medical 
therapeutics  will  be  held  at  the  University 
of  Oklahoma  Medical  Center  March  31-April 
1,  1972.  Several  national  authorities  will 
participate  in  this  general  review  of  the  use 
and  abuse  of  several  major  drug  categories 
as  well  as  important  recent  advances  in  medi- 
cal therapy.  More  detailed  information  is 
available  through  the  Office  of  Continuing 
Medical  Education  for  Physicians,  University 
of  Oklahoma  Medical  Center,  800  N.  E.  13th 
Street,  Oklahoma  City,  Oklahoma  73104. 
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Family  practitioners 

A four-day  refresher  conference  for  the 
family  practitioner  of  medicine  will  be  held 
at  The  University  of  Iowa  Health  Center 
Tuesday  through  Friday,  February  15-18. 

The  conference  will  continue  the  innova- 
tions which  have  made  the  meeting  one  of 
the  most  popular  among  family  practitioners 
in  the  Midwest. 

Content  of  the  program  has  been  deter- 
mined mainly  by  suggestions  from  physicians 
and  the  Iowa  Academy  of  Family  Practice. 

Brief  lectures,  small  group  discussions, 
question  and  answer  periods,  lunch  with  the 
experts,  self  - instructional  demonstrations, 
printed  course  syllabus,  clinical  films,  pre- 
conference self-assessment  quiz  — are  all 
designed  to  provide  a fast-moving  and  use- 
ful educational  experience. 

Write:  Director,  Office  of  Medical  Edu- 
cation, Office  of  the  Dean,  The  University 
of  Iowa,  Iowa  City,  Iowa  52240. 
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PFIZERPEN  ®VK 

(POTASSIUM  PHINOXYMETHYL  PENICILLIN) 

ACTIONS:  Microbiology:  Phenoxymethyl  penicillin 

exerts  high  in  vitro  activity  against  staphylococci  (ex- 
cept penicillinase-producing  strains),  streptococci 
(groups  A,  C,  G,  H,  L,  and  M)  and  pneumococci.  Other 
organisms  sensitive  to  phenoxymethyl  penicillin  are 
Corynebacterium  diphtheriae,  Bacillus  anthracis,  Clos- 
tridia, Actinomyces  bovis,  Streptobacillus  moniliformis. 
Listeria  monocytogenes,  Leptospira,  and  Neisseria  go n- 
orrhoeae.  Treponema  pallidum  is  extremely  sensitive. 
Pharmacology:  Phenoxymethyl  penicillin  is  more  re- 
sistant to  inactivation  by  gastric  acid  than  penicillin  G. 
It  may  be  given  with  meals  and  average  blood  levels 
are  two  to  five  times  higher  than  the  levels  following 
the  same  dose  of  oral  penicillin  G.  Once  absorbed, 
phenoxymethyl  penicillin  is  about  80%  bound  to  serum 
protein.  Tissue  levels  are  highest  in  the  kidneys,  with 
lesser  amounts  in  the  liver,  skin,  and  intestines  and 
small  amounts  in  all  other  body  tissues  and  cerebro- 
spinal fluid.  Only  about  25%  of  the  dose  given  is 
absorbed.  In  neonates,  young  infants,  and  individuals 
with  impaired  kidney  function,  excretion  is  considerably 
delayed. 

INDICATIONS:  Phenoxymethyl  penicillin  is  indicated  in 
the  treatment  of  mild  to  moderately  severe  infections 
caused  by  penicillin  G-sensitive  microorganisms  that 
are  sensitive  to  the  low  serum  levels  common  to  this 
particular  dosage  form.  Therapy  should  be  guided  by 
bacteriological  studies  (including  sensitivity  tests)  and 
by  clinical  response.  Culture  and  sensitivity  testing  are 
especially  important  in  suspected  staphylococcal  infec- 
tions because  increased  resistance  has  been  reported. 
Phenoxymethyl  penicillin  is  not  active  against  penicil- 
linase-producing bacteria. 

Note:  Severe  pneumonia,  empyema,  bacteremia,  peri- 
carditis, meningitis,  and  arthritis  should  not  be  treated 
with  phenoxymethyl  penicillin  during  the  acute  stage. 

Indicated  surgical  procedures  should  be  performed. 

Medical  conditions  in  which  oral  penicillin  therapy  is 
indicated  as  prophylaxis:  For  the  prevention  of  recur- 
rence following  rheumatic  fever  and/or  chorea.  To  pre- 
vent bacterial  endocarditis  in  patients  with  congenital 
and/or  rheumatic  heart  lesions  who  are  to  undergo 
dental  procedures  or  minor  upper  respiratory  tract  sur- 
gery or  instrumentation. 

Note:  Oral  penicillin  should  not  be  used  as  adjunctive 
prophylaxis  for  genitourinary  instrumentation  or  sur- 
gery, lower  intestinal  tract  surgery,  sigmoidoscopy  and 
childbirth. 

CONTRAINDICATION:  A previous  hypersensitivity  reac- 
tion to  any  penicillin. 

WARNINGS:  Serious  and  occasionally  fatal  hypersen- 
sitivity (anaphylactoid)  reactions  have  been  reported  in 
patients  on  penicillin  therapy.  While  more  frequent  fol- 
lowing parenteral  therapy,  anaphylaxis  has  occurred  in 
patients  on  oral  penicillins.  These  reactions  are  more  apt 
to  occur  in  individuals  with  a history  of  sensitivity  to 
multiple  allergens. 

Some  individuals  with  a history  of  penicillin  hyper- 
sensitivity reactions  have  experienced  severe  hypersen- 
sitivity reactions  from  a cephalosporin.  Before  therapy 
with  a penicillin,  careful  inquiry  should  be  made  con- 
cerning previous  hypersensitivity  reactions  to  penicillins, 
cephalosporins,  and  other  allergens.  If  an  allergic  reac- 
tion occurs,  the  drug  should  be  discontinued  and  the 
patient  treated  with  the  usual  agents,  e.g.,  pressor 
omines,  antihistamines  and  corticosteroids. 
PRECAUTIONS:  Penicillin  should  be  used  with  caution 
in  individuals  with  histories  of  significant  allergies 
and/or  asthma. 

The  oral  route  of  administration  should  not  be  relied 
on  in  patients  with  severe  illness,  or  with  nausea,  vomiting, 
gastric  dilatation,  cardiospasm,  or  intestinal  hypermotility. 

Occasional  patients  will  not  absorb  therapeutic 
amounts  of  orally  administered  penicillin. 

In  streptococcal  infections,  therapy  must  be  sufficient 
to  eliminate  the  organism  (10  days  minimum);  other- 
wise the  sequelae  of  streptococcal  disease  may  occur. 
Cultures  should  be  taken  following  completion  of  treat- 
ment to  determine  whether  streptococci  have  been 
eradicated. 

Prolonged  use  of  antibiotics  may  promote  the  over- 
growth of  nonsusceptible  organisms,  including  fungi. 
Should  superinfection  occur,  appropriate  measures 
should  be  taken. 

ADVERSE  REACTIONS:  While  the  incidence  of  reactions 
to  oral  penicillins  is  much  less  than  with  parenteral 
therapy,  it  should  be  remembered  that  all  degrees  of 
hypersensitivity,  including  fatal  anaphylaxis,  have  been 
reported  with  oral  penicillin. 

The  most  common  reactions  to  oral  penicillin  are 
nausea,  vomiting,  epigastric  distress,  diarrhea,  and 
black  hairy  tongue.  The  hypersensitivity  reactions  re- 
ported are  skin  eruptions  (maculopapular  to  exfoliative 
dermatitis),  urticaria  and  other  serum  sickness  reactions, 
laryngeal  edema,  and  anaphylaxis.  Fever  and  eosino- 
philio  may  frequently  be  tne  only  reaction  observed. 
Hemolytic  anemia,  leucopenia,  thrombocytopenia,  neu- 
ropathy, and  nephropathy  are  infrequent  reactions  and 
are  usually  associated  with  high  doses  of  parenteral 
penicillin. 

HOW  SUPPLIED:  Pfizerpen  VK  (potassium  phenoxy- 
methyl penicillin)  for  Oral  Solution.  Each  5 ml.  of  recon- 
stituted solution  contains  potassium  phenoxymethyl 
penicillin  equivalent  to  125  mg.  (200,000  units)  or  250 
mg.  (400,000  units)  of  phenoxymethyl  penicillin. 

1 25  mg.  bottles  of  1 00  ml.  and  150  ml. 

250  mg.  bottles  of  1 00  ml.  and  1 50  ml. 

Pfizerpen  VK  (potassium  phenoxymethyl  penicillin) 
Tablets.  Each  tablet  contains  potassium  phenoxymethyl 
penicillin  equivalent  to  250  mg.  (400,000  units)  or  500 
mg.  (800,000  units)  of  phenoxymethyl  penicillin. 

250  mg.  bottles  of  100. 

500  mg.  bottles  of  1 00. 

More  detailed  professional  information  available  on 
request. 
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Health  sciences  communications 

The  Fourteenth  Annual  Meeting  of  the 
Health  Sciences  Communications  Association 
(Council  on  Medical  Television)  will  be  held 
on  May  8 through  May  10,  1972,  at  the  Inn- 
On-The-Park,  Toronto,  Ontario. 

The  meeting  will  be  devoted  to  communi- 
cations relating  to  the  general  area  of  health 
sciences  communications  with  emphasis  on 
evaluation  of  learning  media.  In  addition, 
there  will  be  a large  area  available  for 
exhibition  of  media  equipment  and  systems. 

Further  information  may  be  obtained  from 
Bruce  P.  Squires,  Department  of  Physiology, 
The  University  of  Western  Ontario,  London 
72,  Canada.  Exhibitors  may  contact  Charles 
E.  Irwin,  Medical  College  of  Georgia,  Au- 
gusta, Georgia  30902. 

Postgraduate  seminar 

The  Medical  Staff  of  Childrens  Memorial 
Hospital,  Omaha,  Nebraska,  announces  its 
Twelfth  Annual  Postgraduate  Seminar  to  be 
held  June  8,  9 and  10,  1972.  The  topic  is 
“Pediatrics.”  The  speakers  will  be  Benja- 
min H.  Landing,  M.D.,  Pathologist-in-Chief 
and  Director  of  Laboratories,  Childrens  Hos- 
pital of  Los  Angeles,  Los  Angeles,  California ; 
J.  Alex  Haller,  Jr.,  M.D.,  Professor  of  Pedi- 
atric Surgery,  the  Johns  Hopkins  University, 
Baltimore,  Maryland;  John  L.  Gwinn,  M.D., 
Pediatric  Radiologist,  Childrens  Hospital  of 
Los  Angeles,  Los  Angeles,  California.  Res- 
ervations may  be  made  with  and  further  in- 
formation obtained  from:  Donald  T.  Glow, 
M.D.,  Childrens  Memorial  Hospital,  44th  and 
Dewey  Avenue,  Omaha,  Nebraska  68105. 

Rutgers  appoints 

Dr.  James  W.  Mackenzie  has  been  named 
as  Dean  of  the  Rutgers  Medical  School  of 
the  College  of  Medicine  and  Dentistry  of 
New  Jersey. 

It  is  expected  that  the  present  two  year 
medical  program  at  the  Rutgers  center  will 
become  a four  year  medical  school  when  a 
planned  $4.7  million  addition  and  altera- 
tion program  is  completed  in  September  1 972 
at  the  College’s  Raritan  Valley  Hospital  at 
Green  Brook. 


“I  found  your  lucky  rabbit’s  foot  right  under 
the  car  that  hit  you.” 
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“Would  you  believe  that  just  as  the  ambulance  pulled  away,  the  cat  climbed  down  from  the 
tree  all  by  herself?” 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal,  Exec.  Dir. 

Volker  at  Brookside,  Kansas  City,  Missouri  64112 

American  Academy  of  Pediatrics 

E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 

American  College  of  Legal  Medicine 

Miss  Betty  Hanna,  Exec.  Sec. 

60  East  Scott  St.,  Suite  402,  Chicago,  Illinois  60610 

American  College  of  Obstetricians  & Gynecologists 

Michael  Newton,  M.D.,  Dir. 

79  West  Monroe  Street,  Chicago,  Illinois  60603 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Exec.  Dir. 
4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 

American  College  of  Radiology 

William  C.  Stronach,  L.L.B.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60076 

American  College  of  Surgeons 
Dr.  C.  Rollins  Hanlon,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 

American  Diabetes  Association 

Mr.  J.  Richard  Connelly,  Exec.  Dir. 

18  East  48th  St.,  New  York,  New  York  10017 

American  Heart  Association 
James  M.  Hundley,  M.D.,  Exec.  Dir. 

44  East  23rd  St.,  New  York,  New  York  10010 

National  Hemophilia  Foundation 

25  West  39th  Street,  New  York,  New  York  10018 


American  Hospital  Association 

Edwin  L.  Crosby,  M.D.,  Exec.  Vice-Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 

American  Society  of  Anesthesiologists 

Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hy.,  Park  Ridge,  Illinois  60068 

American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

Hearst  Building,  Third  at  Market,  San  Francisco, 
California  94103 

American  Society  of  Clinical  Pathologists 

Albert  G.  Boeck,  Jr.,  Exec.  Dir. 

710  South  Wolcott  Ave.,  Chicago,  Illinois  60612 

American  Medical  Association 

Ernest  B.  Howard,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 

American  Urological  Association 

Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  North  Carles  St.,  Baltimore,  Maryland  21201 

The  Arthritis  Foundation 

Mr.  Daniel  E.  Button,  Executive  Director 
1212  Ave.  of  the  Americas,  New  York,  N.Y.  10036 

International  College  of  Surgeons 
Aldo  Parentela,  M.D.,  Int.  Exec.  Sec. 

1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 

National  Multiple  Sclerosis  Society 
257  Park  Avenue  South 
New  York,  New  York  10010 

Radiological  Society  of  North  America 

Maurice  D.  Frazer,  M.D.,  Sec. 

713  East  Genesee  St.,  Syracuse,  New  York  13210 

Vocational  Rehabilitation  Administration 

Mary  E.  Switzer,  Commissioner 
Washington,  D.C. 
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ORGANIZATIONS,  STATE  — 

Alcoholics  Anonymous 

Lincoln  Center  Bldg.,  Lincoln  68508 
American  Red  Cross 

1701  “E”  St.,  Lincoln  68508 
The  Arthritis  Foundation,  Nebraska  Chapter 
Vernon  G.  Ward,  M.D.,  President 
302  Doctors  Building,  Omaha  68131 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha  68132 
Creighton  University  School  of  Medicine 
Joseph  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68131 
International  College  of  Surgeons 

Joseph  J.  Borghoff,  M.D.,  Regent  for  Nebraska 
7906  Dodge  Street,  Omaha  68114 
Multiple  Sclerosis  Society 

Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln  68522 
Muscular  Dystrophy  Assn,  of  America 
Robert  Fitzgerald,  District  Director 
6054  Ames  Ave.,  Omaha  68104 

National  Cystic  Fibrosis  Research  Foundation, 
Nebraska  Chapter 

Mrs.  Mona  Boyd,  Executive  Secretary 
636  Medical  Arts  Bldg.,  Omaha  68102 

National  Foundation,  Inc. 

Dick  Rumbolz,  1620  “M”  St.,  Lincoln  68508 

Nebraska  Association  of  Medical  Assistants 
Mrs.  Barbara  Powell,  President 
4115  North  55th,  Omaha  68104 

Nebraska  Association  of  Pathologists 
Milton  N.  Stastny,  M.D.,  Sec’y-Treas. 

8303  Dodge,  Omaha  68114 

Nebraska  Blue  Cross  - Blue  Shield 

Wm.  H.  Heavey,  Executive  Director 
72nd  and  Mercy  Road,  Omaha  68124 

Nebraska  Chapter 

American  Academy  of  General  Practice 
William  De  Roin,  M.D.,  Secy. 

8258  Hascall  St.,  Omaha  68124 

Nebraska  Chapter 

American  Academy  of  Pediatrics 

H.  E.  Wallace,  M.D.,  State  Chairman 
5145  “O”  St.,  Lincoln  68510 
James  Wax,  M.D.,  Sec’y-Treas. 

118  So.  88th,  Omaha  68114 

Nebraska  Chapter 

American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  M.D.,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha  68131 

Nebraska  Chapter 
American  College  of  Surgeons 
Dr.  Carl  W.  Sasse,  Jr. 

8300  Dodge  Street,  Omaha  68114 

Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 

Nebraska  Diabetes  Association,  Inc. 

Mrs.  E.  H.  Reitan,  Executive  Secy. 

2305  South  10th  St.,  Omaha  68108 

Nebraska  Dietetic  Association 

Marie  Knickrehm,  Ph.D.,  President 
Univ.  of  Nebr.,  East  Campus,  Lincoln  68503 

Nebraska  Division  American  Cancer  Society 
Peter  Zwier 

4201  Dodge,  Omaha  68131 

Nebraska  Epilepsy  League,  Inc. 

Box  6412,  Elmwood  Station,  Omaha  68106 

Nebraska  Heart  Association 

Mrs.  Martha  Robertson,  Exec.  Director 
3624  Farnam  Street,  Omaha  68131 


Nebraska  Hospital  Association 

Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln  68508 
Nebraska  Nursing  Home  Association 

Eugene  J.  Thompson,  Executive  Secretary 
3100  “O”  Street,  Lincoln  68510 
Nebr.  Academy  of  Opthalmology  & Otolaryngology 
William  Carter,  M.D.,  Secretary 
234  Doctors  Building,  Omaha  68131 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

602  South  44th  Avenue,  Omaha  68105 
Nebraska  Public  Health  Association 
H.  E.  McConnell,  Dr.  P.H.,  President 
State  Health  Dept.,  Lincoln  68509 
Nebraska  Rheumatism  Association 
Dr.  Arthur  Weaver,  President 
Lincoln,  Nebraska 

Nebraska  Society  for  Crippled  Children 
4016  Farnam,  Omaha  68131 
Nebraska  Society  for  Internal  Medicine 
John  G.  Brazer,  M.D.,  President 
5804  N.W.  Radial,  Omaha  68104 
Nebraska  Society  of  Anesthesiologists 
Dean  Watland,  M.D.,  President 
8601  W.  Dodge  Road,  Omaha  68114 
Nebraska  Society  of  Medical  Technologists 
Marilyn  Crane,  President 
4019  Nicholas,  Omaha  68131 
Nebraska  State  Department  of  Health 
Henry  Smith,  M.D.,  Director 
State  Capitol  Bldg.,  Lincoln  68509 

Nebraska  Medical  Association 
Ken  Neff,  Executive  Secretary 
1902  First  National  Bank  Bldg.,  Lincoln  68508 

Nebraska  State  Nurses  Association 
Darlene  Cording,  Executive  Director 
307  Baird  Bldg.,  Omaha  68102 

Nebraska  State  Obstetric  and  Gynecology  Society 
Willis  H.  Taylor,  Jr.,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  68131 

Nebraska  State  Orthopedic  Society 

Harold  Horn,  M.D.,  Secretary 
3145  “O”  Street,  Lincoln  68510 

Nebraska  State  Radiological  Society 

James  P.  Schlichtemier,  M.D.,  Sec’y-Treasurer 
8303  Dodge  St.,  Omaha  68114 

Nebraska,  South  Dakota,  North  Dakota  District 
Branch  of  the  American  Psychiatric  Association 

Harry  C.  Henderson,  M.D.,  President 
105  South  49th  St.,  Omaha  68132 

Nebraska  Tuberculosis  & Respiratory  Disease  Assn. 
Delmer  Serafy,  Executive  Secretary 
406  W.O.W.  Building,  Omaha  68102 

Nebraska  Urological  Association 

Louis  W.  Gilbert,  M.D.,  Sec’y-Treasurer 
903  Sharp  Building,  Lincoln  68508 

Nebraska  Veterinary  Medical  Association 

Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings  68901 

Omaha  Mid-West  Clinical  Society 

Mary  E.  Pilloud,  Executive  Secretary 
1040  Medical  Arts  Building,  Omaha  68102 

POISON  CONTROL  CENTER 

Children’s  Memorial  Hospital 
502  South  44th,  Omaha  68105 

Rehabilitation  Service  Division 

Fred  A.  Novak,  Assistant  Commissioner 
1701  So.  17th  St.,  Lincoln  68502 

University  of  Nebraska  College  of  Medicine 
Cecil  L.  Wittson,  M.D.,  President 
42nd  and  Dewey,  Omaha  68105 


Notify  The  Journal  of  Any  Changes  Concerning  Your  Organization. 
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The  physical  therapist:  film 

Geriatric  Pharmaceutical  Corporation  has 
made  available  prints  of  a 16  minute,  16 
millimeter,  color  and  sound  film  entitled  “De- 
cision.” The  film  was  prepared  in  coopera- 
tion with  the  Self  Employment  Group  of 
APTA  and  selected  pharmaceutical  manufac- 
turers, and  was  filmed  at  the  University  of 
California  Department  of  Physical  Medicine 
and  Rehabilitation. 

The  film  is  tailored  to  students  at  the 
high  school  or  early  college  level,  and  por- 
trays the  background  and  activities  of  the 
physical  therapist.  It  follows  the  activity 
of  the  therapist  through  his  professional 
training  and  practice,  in  the  classroom,  in 
the  hospital,  in  the  office  and  in  the  home. 
The  film  is  strictly  noncommercial,  no  prod- 


ucts or  devices  are  advertised  or  recom- 
mended. 

“Decision”  is  of  invaluable  assistance  to 
R.P.T.s  who  are  called  upon  by  civic  and 
other  groups  to  talk  about  their  work,  since 
its  comprehensive  explanations  cover  virtu- 
ally every  facet  of  the  profession.  It  can 
simplify  and  shorten  the  oral  explanation 
by  the  R.P.T.  and  has  been  found  to  generate 
a lively  “question  and  answer”  period  after 
its  viewing. 

The  film  is  especially  valuable  for  admin- 
istrators and  educators,  for  viewing  by  stu- 
dents who  might  be  interested  in  pursuing 
a career  in  Physical  Therapy. 

Arrangements  for  booking  on  loan  can  be 
made  by  writing  to  Mr.  Gustave  Bardfeld, 
Director  of  Clinical  Research,  Geriatric  Phar- 
maceutical Corporation,  397  Jericho  Turn- 
pike, Floral  Park,  N.Y.  11001. 


Councilor  Districts  and  Counties 

First  District:  Councilor:  Thomas 

J.  Gurnett,  Omaha.  Counties : 
Douglas,  Sarpy. 

Second  District:  Councilor:  Louis 

J.  Gogela,  Lincoln.  Counties : 
Lancaster,  Otoe,  Cass. 

Third  District:  Councilor:  H.  C. 

Stewart,  Pawnee  City.  Counties  : 
Gage,  Johnson,  Nemaha,  Pawnee, 
Richardson. 

Fourth  District:  Councilor:  Rob- 

ert B.  Benthack,  Wayne.  Coun- 
ties : Knox,  Cedar,  Dixon,  Dakota, 
Antelope,  Pierce,  Thurston,  Madi- 
son, Stanton,  Cuming,  Wayne. 

Fifth  District:  Councilor:  Robert 

Sorenson,  Fremont.  Counties: 
Burt,  Washington,  Dodge,  Platte, 
Colfax,  Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  Houtz 

Steenburg,  Aurora.  Counties : 
Saunders,  Butler,  Polk,  Seward, 
York,  Hamilton. 

Seventh  District:  Councilor:  Lyle 

Nelson.  Crete.  Counties : Saline, 
Clay,  Fillmore,  Nuckolls,  Thayer, 
Jefferson. 

Eighth  District : Councilor  : Robert 
Waters,  O’Neill.  Counties : Cher- 
ry, Keyapaha,  Brown,  Rock,  Holt, 
Sheridan,  Boyd. 

Ninth  District:  Councilor:  Hiram 

Walker,  Kearney.  Counties:  Hall, 
Custer,  Valley,  Greeley,  Sher- 
man, Howard,  Dawson,  Buffalo, 
Grant,  Hooker,  Thomas,  Blaine, 
Wheeler,  Loup,  Garfield. 

Tenth  District:  Councilor:  Charles 

W.  Landgraf,  Jr.,  Hastings. 
Counties : Gosper,  Phelps,  Adams, 
Furnas,  Harlan,  Webster,  Kear- 
ney, Red  Willow,  Chase,  Frontier, 
Dundy,  Hitchcock. 

Eleventh  District:  Councilor:  Bruce 
F.  Claussen,  North  Platte.  Coun- 
ties : Lincoln,  Perkins.  Keith,  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  A.  J. 
Alderman,  C hadron.  Counties: 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyenne,  Sioux, 
Dawes. 
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COMPONENT  COUNTY  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY 


Adams 

Antelope-Pierce 

Boone 

Box  Butte 

Buffalo 

Burt 

Cass 

Cheyenne-Kimball-Deuel 

Cuming 

Custer 

Dawson 

Dodge 

Five  County 

Four  County 

Gage 

Garden-Keith-Perkins 

Hall 

Hamilton 

Holt  & Northwest 

Howard 

Jefferson 

Knox 

Lancaster 

Lincoln 

Madison 

N.W.  Nebraska 

Omaha-Douglas 

Otoe 

Phelps 

Platte-Loup  Valley 

Saline 

Saunders 

Scotts  Bluff 

Seward 

S.E.  Nebraska 

S.W.  Nebraska 

South  Central  Nebraska. 

Stanton 

Washington 

York-Polk 


D.  W.  Kingsley,  Jr.,  Hastings — D.  B.  Foote,  Jr.,  Hastings 

R.  E.  Kopp,  Plainview D.  F.  Johnson,  Jr.,  Osmond 

Roy  Smith,  Albion Wm.  Reardon,  St.  Edward 

J.  J.  Ruffing,  Hemingford F.  P.  Sucgang,  Alliance 

J.  H.  Bancroft,  Kearney David  Bacon,  Kearney 

Clifford  Hadley,  Lyons Isaiah  Lukens,  Tekamah 

R.  J.  Dietz,  Plattsmouth G.  D.  Knosp,  Elmwood 

C.  U.  Bitner,  Sidney John  Byrd,  Kimball 

L.  L.  Ericson,  West  Point Eugene  Sucha,  West  Point 

Thomas  Lucas,  Broken  Bow 

W.  K.  Weston,  Lexington W.  B.  Elfeldt,  Lexington 

W.  H.  Hill,  Fremont W.  B.  Eaton,  Fremont 

R.  B.  Benthack,  Wayne G.  L.  John,  Wayne 

James  Maly,  Fullerton Otis  Miller,  Ord 

John  Porter,  Beatrice K.  E.  Gustafson,  Beatrice 

W.  G.  Seng,  Oshkosh H.  W.  Rounsborg,  Oshkosh 

B.  B.  Woodruff,  Grand  Island B.  J.  Moor,  Grand  Island 

J.  M.  Woodard,  Aurora E.  A.  Steenburg,  Aurora 

A.  D.  Gilg,  Bassett William  Becker,  Lynch 

R.  W.  Hanisch.  St.  Paul E.  C.  Hanisch,  St.  Paul 

Gordon  Johnson,  Fairbury Frank  Falloon,  Fairbury 

R.  H.  Kohtz,  Bloomfield D.  J.  Nagengast,  Bloomfield 

John  Clyne,  Lincoln J.  E.  Stitcher,  Lincoln 

J.  E.  Nickel,  North  Platte Miles  Foster,  North  Platte 

R.  E.  Klaas,  Norfolk F.  Martin,  Norfolk 

L.  M.  Magruder,  Chadron Lewis  McCormick,  Crawford 

C.  E.  Wilson,  Omaha D.  J.  Pavelka,  Omaha 

G.  E.  Burbridge,  Nebraska  City_.C.  J.  Formanack,  Syracuse 

F.  W.  Brewster.  Holdrege Mr.  Rex  Kelly,  Holdrege 

T.  Lemke,  Jr.,  Columbus A.  H.  Liebentritt,  Columbus 

Robert  Quick,  Crete Jerry  Adler,  Crete 

S.  E.  Wallace,  Wahoo J.  E.  Hansen,  Jr.,  Wahoo 

F.  J.  Hatch,  Scottsbluff 

Roger  Meyer,  Utica Paul  Plessman,  Seward 

Keith  Shuey,  Tecumseh John  Krickbaum,  Auburn 

R.  A.  Cottingham,  McCook J.  S.  Carson,  McCook 

J.  A.  Mountford,  Davenport L.  G.  Bunting,  Hebron 

H.  S.  Tennant,  Stanton 

K.  C.  Bagby,  Blair 

J.  D.  Bell,  York B.  N.  Greenberg,  York 
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WEASEL  WORDS 

“Weasel  words”  are  what  I call  words 
whose  only  purpose  or  function  is  to  confuse 
you.  When  you  read  a three  or  four  page 
report,  and  all  you  want  to  know  is  if  the 
patient  can  walk  or  if  he  has  an  offending 
disk  or  if  he  is  competent,  the  weasel  words 
are  the  ones  that  are  studded  throughout 
the  report  but  appear  in  greater  frequency 
in  the  final  paragraph,  and  make  it  possible 
for  the  reporter  to  write  to  you  and  never 
answer  your  question. 

Here  is  my  own  list  of  weasel-words : mini- 
mal, however,  consistent  with,  on  the 
other  hand,  apparently,  possible,  slight, 
suggested,  rule  out,  and  questionable.  There 
are  others,  many  others.  Your  list  may  be 
better  and  longer  than  mine.  Send  it  in. 

We  might  hang  a list  of  forbidden  words, 
from  apparently  to  suggested,  over  exam- 
iners’ desks.  You  can  call  them  Words 
We  Can  Do  Without,  or  in  this  case,  Weasel 
Words. 

— F.C. 


THE  PASSING  OF  THE  CAPE 

I dressed  his  wounds,  said  Pare,  and  God 
healed  him.  If  you  think  you  heal  when 
you  prescribe  pills  or  order  injections,  re- 
member that  it  is  the  nurse  who  really  treats 
the  patient,  not  you.  The  nurse  is  someone 
you  may  address  arrogantly  in  the  hospital, 
if  you  must,  but  with  overwhelming  cour- 
tesy everywhere  else.  Her  profession  is  the 
noblest  I know,  and  it  is  steeped  in  tradition, 
and  the  badges  of  her  profession  were  rich. 
She  wore  the  hat  that  identified  her  school, 
and  her  pin,  and  white  shoes  and  stockings, 
and  there  was  her  wonderful  cape.  But 
white  is  optional  now,  the  uniform  is  often 
a pantsuit,  and  I do  not  see  the  cape  any- 
more. 

It  is  not  that  I resist  change,  I do  not  like 
it.  The  pantsuit  uniform  leaves  me  cold. 
But  there  are  other  signs  of  the  nurse’s  pres- 
ence that  warm  your  heart  when  she  is 
there : her  voice,  her  hands,  the  lamp,  and 
the  little  white  hat.  I admire  male  nurses, 


but  right  now  I want  to  write  about  the 
ladies.  I miss  their  capes. 

I prescribed  some  capsules,  and  the  nurse 
administered  them,  and  God  healed  him. 
We’ve  gone  from  capes  to  capsules  and  back 
again,  but  no  matter.  God  bless  the  nurses. 
Where  would  we  ever  be  without  them? 

—F.C. 

WHERE  ARE  THE  DOCTORS? 

The  number  of  doctors  in  Nebraska  has 
not  changed  in  half  a century. 

More  physicians  move  from  Nebraska  to 
Kansas  than  from  Kansas  to  Nebraska. 

You  may  find  something  unpleasant  about 
the  thousand-odd  physicians  whose  total  does 
not  increase,  or  about  the  brain-drain  that 
keeps  the  number  from  growing.  Before  our 
hackles  rise,  we  should  consider  that  this 
migration  and  constancy  of  numbers  may 
be  logical  or  even  natural.  For  we  may  have 
more  schools  than  our  neighbors,  other 
states  may  have  more  people  and  fewer 
graduates,  so  that  it  is  our  function,  like 
it  or  not,  to  serve  Kansas.  And  we  must 
remember  that  if  doctors  of  medicine  leave 
Nebraska,  doctors  of  philosophy  do,  too. 

How  many  doctors  does  Nebraska  need? 
The  United  States  has  a little  more  than 
200  million  people  and  some  330,000  doctors. 
That  makes  for  one  doctor  for  every  600  or 
650  people.  Incidentally,  some  of  those  600 
are  doctors,  too,  and  it  is  time  we  worried 
about  the  one  doctor  in  a small  town  that 
needed  a doctor  badly;  he  has  no  doctor  to 
take  care  of  him.  Nebraska,  then,  has 
1,449,000  people,  and  1,705  physicians  live 
here.  That  amounts  to  one  doctor  for  every 
850  people.  Of  course,  this  comparison  may 
not  be  fair.  Perhaps  the  population  of  Ne- 
braska does  not  increase  as  fast  as  it  does 
elsewhere.  It  is  not  easy  to  get  doctors  to 
move  from  New  York  to  our  small  towns 
or  even  to  Lincoln  or  Omaha.  And  maybe 
one  doctor  for  every  850  people  is  all  right 
for  a midwestern  state.  Nebraska  has  0.7 
percent  of  the  nation’s  people,  0.50  percent 
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of  its  physicians,  and  0.51  percent  of  its 
MDs. 

As  near  as  I can  calculate,  the  patient-per- 
doctor  ratio  is  848  for  Kansas,  which  is 
about  the  same  as  ours.  In  1969,  14,679,000 
people  lived  in  Nebraska  and  its  surrounding 
states;  there  were  19,602  physicians,  or 
about  one  for  every  750  individuals.  The 
reciprocals  of  these  numbers  tell  you  how 
many  physicians  there  were  per  100,000 
people.  It’s  1.68  for  the  U.S.,  1.18  for  Kan- 
sas, and  1.33  for  Nebraska  and  its  contigu- 
ous states. 

But  it  may  not  be  wrong,  either,  to  view 
the  situation  with  alarm,  and  to  take  steps 
to  remedy  it.  Some  of  this  may  not  be  dif- 
ficult. For  instance,  when  a full  half  of 
our  graduates  chose  general  practice,  not 
one  student  in  the  Boston  area  did  so.  And 
while  we  may  need  neonatologists,  it  is  sure- 
ly family  practitioners  that  we  want  first, 
particularly  in  Nebraska,  and  probably  in 
the  other  49  states,  too,  from  Alabama  to 
Wyoming,  or  from  Maine  to  Alaska.  I wish 
we  had  an  index  for  quality. 

We’re  Number  One. 

— F.C. 


BETWEEN  CASES 

On  Saving. 

People,  other  people  that  is,  save  all  sorts 
of  things.  They  collect  string,  rubber  bands, 
National  Geographic,  and  paper  clips.  One 
fellow  found  the  six  of  clubs  on  the  side- 
walk one  day  and  put  it  in  his  pocket,  and 
a week  later,  he  picked  up  the  deuce  of 
spades.  It  took  him  20  years,  but  by  walk- 
ing with  his  head  down,  he  finally  collected 
a whole  deck  of  cards  he  never  used.  Some 
accumulate  perfect  attendance  records  and 
crawl  to  school  when  they  are  sick,  to  pre- 
serve the  title  no  one  cares  about. 

Saving  is  compulsive,  and  collectors  are 
driven  to  save  something,  anything,  like 
pencils,  old  automobiles,  glass  insulators, 
coins,  bottles,  and  stamps.  Bottles? 

The  Chart. 

“He  has  some  loss  of  soft  tissues  in  the 
left  anterior  thigh  of  the  right  leg.” 


“The  heart  was  not  enlarged.  Diagnosis: 
cardiomegaly.” 

“Counter-malacia.” 

“Vomiting  and  sick  in  his  stomach.” 

The  One-Yard  Dash. 

My  number  one  spectator  sport  has  always 
been  track.  It  is  not  a game,  of  course,  it 
is  a three-ring  circus.  But  it  is  also  an  ana- 
chronistic hodgepodge.  Leaping  into  the  air 
will  never  go  out  of  style,  unless  one  day 
we  set  records  never  to  be  broken.  The  pole 
vault  goes  on  all  day  and  leaves  me  cold;  I 
do  not  understand  how  it  ever  got  started. 
Weight  lifting  belongs  here,  I should  think. 
But  spear  throwing  makes  no  sense  in  the 
twentieth  century,  and  we’re  almost  in  the 
twenty-first. 

Rarer  Gifts  Than  Gold. 

I remember  the  story  of  the  women  who 
offered  to  sell  some  very  old  books  to  the 
Romans.  The  price  was  high,  and  the  buy- 
ers hesitated.  So  the  ladies  burned  one  of 
the  books,  and  the  Italians  wavered.  But 
when  another  book  was  destroyed,  they 
promptly  bought  what  was  left. 

From  time  to  time,  I read  of  someone  mak- 
ing a rare  TV  appearance,  but  this  has  long 
since  failed  to  stir  me.  Most  of  the  rare 
appearances  I’ve  seen  aren’t  rare  enough. 
But  if  the  stars  came  out  once  a year,  we’d 
stay  up  all  night. 

Self-destruct. 

Violence  was,  if  anything,  commoner  cen- 
turies ago,  and  people  did  not  often  die  of 
natural  causes,  whatever  natural  causes  may 
be.  Suicide  seems  to  have  been  popular,  and 
venesection  was  a favorite  method.  I have 
read  of  some  who  recited  poetry  as  their 
blood  ran  out,  but  one  instance  that  im- 
presses me  is  that  of  Lucan,  who  quoted  his 
own  lines,  and  whose  veins  were  apparent- 
ly cut  open  by  his  doctor.  I’ve  heard  of  the 
specialty  of  suicidology,  but  I don’t  think 
that’s  what  they  mean. 

Quote  Unquote. 

“Visitors  are  no  proper  companions  in  the 
chamber  of  sickness.” 

Samuel  Johnson. 
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“One  night  with  Venus  means  three  years 
with  Mercury.” 

Anon. 

“In  science  the  credit  goes  to  the  man  who 
convinces  the  world,  not  to  the  man  to  whom 
the  idea  first  occurs.” 

Francis  Darwin. 

Words  We  Can  Do  Without. 

Maleffect 

Subdepression 

Pluralistic 

Objectivity 

What  To  Do  Until  The  Lawyer  Comes. 

Stories  of  waiting  in  the  doctor’s  office 
are  old  wives’  tales.  A few  weeks  ago,  I 
showed  up  at  3 :29  for  a 3 :30  appointment 
with  a lawyer  whom  I got  to  see  at  4:10, 
and  later  I waited  40  minutes  to  see  another 
nondoctor.  Nondoctors  cannot  plead  emer- 
gencies, and  being  kept  waiting  by  non- 
doctors is  commonplace,  but  who  cares? 
This  doctor. 

— F.C. 


ON  MODESTY 

There’s  so  little  of  it  around  these  days. 
We  rush  into  print,  we  set  out  to  prove 
things  instead  of  testing  to  see  what  hap- 
pens; and  we  insist  that  eight  authors  have 
written  a two  page  article,  so  that  each 
writer  is  able  to  compile  a longer  list  of  pub- 
lications. 

But  one  famous  physician  said  that  if  he 
had  known  that  a friend  was  about  to  re- 
port, then  he  himself  would  not  have  antici- 
pated him. 

The  English  divided  airway  was  devised 
by  someone  who  preferred  anonymity,  which 
is  not  easy  to  understand. 

And  Student’s  test  was  not  invented  by 
Doctor  Student.  The  inventor  simply  signed 
his  contribution  “A  Student.” 

Inventors  and  discoverers  have  now  and 
then  been  all  too  silent.  But  we  might  like 
to  know  who  came  up  with  new  ideas  and 


things.  That  cirrhosis  fellow  invented  the 
stethoscope,  I know,  but  who  invented  the 
telephone  Bell? 

—F.C. 


Recurrent  Peptic  Ulcer  Following  Primary 
Operations  With  Vagotomy  for  Duodenal 
Ulcer:  Results  of  Surgical  Treatment  in 
42  Patients  — M.  Stuart  (2020  E 93rd  St, 
Cleveland  44106)  and  S.  O.  Hoerr.  Arch 
Surg  103:129-132  (Aug)  1971. 

The  late  results  of  reoperation  in  42  pep- 
tic ulcer  patients  with  vagotomy  failure 
were  assessed.  At  the  primary  operation 
the  vagotomy  was  combined  with  gastro- 
enterostomy (16),  partial  gastrectomy  (10) 
and  pyloroplasty  (16).  The  reoperation  was 
gastric  resection  in  every  case.  Satisfactory 
results  were  achieved  in  25  of  40  patients 
followed  for  six  months  to  20  years.  Further 
ulceration  occurred  in  seven  patients  and  in 
eight  there  were  poor  results  from  nutrition- 
al or  functional  causes.  In  13  patients  of  the 
gastroenterostomy  group  satisfactory  re- 
sults were  obtained  after  gastric  resection; 
in  only  half  of  the  other  two  groups  were 
results  satisfactory.  The  recurrence  rate 
after  additional  gastrectomy  was  so  high 
that  it  seemed  best  to  proceed  directly  to 
total  gastrectomy  in  these  patients.  The 
poor  results  in  the  pyloroplasty  group  may 
have  reflected  a faulty  selection  of  patients 
for  surgery  initially. 

To  Brush  or  Not  to  Brush:  Is  There 
Really  a Question?  — M.  Moskowitz,  Y.  I. 
Kim,  and  A.  Freihoffer  (Cincinnati  Gen- 
eral Hosp,  Cincinnati  45229).  Chest  59: 
648-650  (June)  1971. 

Seventy-two  patients  have  been  examined 
by  transcricoid  brush  biopsy;  30  of  these 
were  subsequently  proved  to  have  neoplasm. 
Twenty-four  of  the  30  were  diagnosed  cor- 
rectly by  brush  biopsy.  Using  the  simple 
tissue  preparation  technique  described  here- 
in, specific  tissue  diagnosis  was  often  pos- 
sible. No  significant  complications  ensued. 
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ORIGINAL  ARTICLES 


Arterial  Hypertension  and  the  Brain 


ARTERIAL  hypertension  is  of 
interest  to  the  neurologist  for 
a number  of  reasons.  It  ag- 
gravates and  hastens  atherosclerotic  and 
arteriolosclerotic  changes  in  arteries  to  the 
brain,  myocardium,  and  kidneys;  and  in  the 
aorta.  Advanced  disease  a t one  site  is 
commonly  accompanied  by  disease  at  other 
sites.  In  addition,  consequent  coronary 
heart  disease  and  myocardial  infarction 
may  result  in  acute  hypotension,  embo- 
lism, arrhythmias,  conduction  defects, 
or  asystole,  each  of  which  may  demonstrate 
cerebral  effects.  Likewise,  hypertensive 
states  may  lead  to  renal  failure  which  re- 
sults in  uremia  and  even  aggravation  of  hy- 
pertension. The  atherosclerotic  aorta  is 
affected  by  stenosis  of  arterial  orifices,  aneu- 
rysm (and  especially  dissecting  aneurysm). 
Neck  arteries  become  stenotic  or  occluded, 
or  provide  an  atherosclerotic  nidus  from 
which  emboli  may  arise. 

Rupture  of  diseased  arteries  and  aneu- 
rysms is  hastened  by  hypertension.  This  in- 
cludes not  only  intracranial  sites  but  also  dis- 
secting aneurysm  of  the  aorta.  Malignant 
or  accelerated  hypertensive  crises  often  pre- 
sent neurologic  phenomena,  and  uncommon- 
ly even  acute  hypertensive  encephalopathy. 
Too  vigorous  or  poorly  attended  antihyper- 
tensive chemotherapy  incurs  the  risks  of 
hypotension  and  electrolyte  deficiencies. 
And  finally,  hypertension  may  provide  a clue 
to  a primary  disorder  (as  renal  disease,  pheo- 
chromocytoma,  or  coarctation  of  the  aorta) 
manifesting  with  distracting  neurologic 
symptoms. 

Etiology 

Etiologic  factors  in  arterial  hypertension 
are  being  continually  discovered.  The  at 
least  initial  effectiveness  of  present-day  anti- 
hypertensive chemotherapies  may  result  in 
postponed  or  belated  search  for  treatable 
etiologic  factors  (Schwid).  The  neurolo- 
gist’s concern  for  early,  adequate  and,  where 
possible,  specific  treatment  of  hypertension 
rests  mainly  in  preventing  cerebrovascular 
disease.  As  of  this  time,  the  following  etio- 
logic categories  are  known: 
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Essential  (unknown  etiology) 

Renal  disease 
Endocrine  disease 
Aortic  disease 

Medication,  exogenous  toxins 
Collagen  disease  (likely  through 
renal  involvement) 

Polycythemia  vera 
Acute  increased  intracranial 
pressure 

Acute  brain  stem  ischemia 
Spinal  cord  transections  above  D-6 
Extensive  acute  lower  motor 
neurone  disease 
Cutaneovisceral  diseases 
Familial  autonomic  dysautonomia 
Uncommon  biochemical  diseases 
Carotid  sinus  denervation 
Acute  biochemical  disturbances 

More  than  one  cause  rarely  occurs  in  the 
same  patient  (Biglieri,  Immergut,  Rosen- 
heim). 

Hypertension  requires  a careful  search  for 
renal  diseases,  primary  or  secondary.  This 
includes  not  only  the  usual  glomerular  and 
tubular  nephritides  but  also  pyelonephritis, 
atrophic  kidney,  renal  tumor,  malformations, 
obstructive  uropathies,  renal  artery  stenosis ; 
and  the  secondary  involvements  from  col- 
lagen diseases,  exogenous  toxins  or  hemo- 
lytic-uremic syndrome  (Foster,  J.H.,  Hoyer, 
Hermann,  G.,  Linton,  Mozziconacci,  Sack, 
Schwartz,  W.  B.,  Still). 

Endocrine  disease  search  concerns  chiefly 
pheochromocytoma,  aldosteronism  and  Cush- 
ing’s disease.  Less  commonly  other  endocrine 
disorders  contribute  to  cause  hypertension: 
acromegaly,  hyperparathyroidism  (usually 
considered  due  to  renal  damage  by  calciuria) ; 
some  forms  of  adrenogenital  syndrome  (11- 
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hydroxylase  or  17-hydroxylase  deficiency 
which  may  be  occult  and  manifest  only  in 
second  decade  of  life),  inappropriate  aldos- 
terone stimulation;  DOC-producing  adrenal 
tumors,  thyrotoxicosis,  eclampsia  and  pre- 
eclampsia. Patients  with  diabetes  mellitus 
have  a higher  incidence  of  hypertension 
(likely  due  to  renal  microangiopathy).  Oral 
contraception  in  susceptible  individuals  caus- 
es hypertension.  (Biglieri,  Bricaire,  Christ- 
lieb,  Earll,  Fentz,  Hunter,  R.  B.,  John,  Mad- 
haven,  Martensson,  Miura,  Mills,  New,  M.  I., 
Pell,  Pill,  Robertson,  W.  B.,  Solomon,  Souad- 
jian,  Sutherland,  Veyrot). 

Aortic  diseases  associated  with  hyperten- 
sion include  coarctation,  aneurysm,  and  dis- 
secting aneurysm  each  of  which  may  be  as- 
sociated with  occlusion  of  major  neck  ar- 
teries at  the  aortic  arch.  (Sellors,  Spitell) 

Medication  and  exogenous  toxins  comprise 
an  ever-growing  list  of  significant  causes  of 
hypertension.  Poisons  affecting  renal  paren- 
chyma would  be  included  here,  including 
metals  (Rubin,  M.  I.).  Recent  years  have 
seen  development  of  new  sympathomimetic 
compounds  some  of  which  (especially  in  inad- 
vertant  combinations)  may  produce  even 
acute  hypertensive  crises  and  intracranial 
bleeding.  The  MAO  inhibitor  antidepres- 
sants, Parnate  and  Nardil  (tranylcypr amine, 
phenelzine),  or  tricyclic  antidepressives  (as 
desipramine,  imipramine  or  protryptyline) 
when  combined  with  sympathomimetic  drugs, 
upper  respiratory  decongestants  as  phenyl- 
propanolamine, or  foods  rich  in  tyramine 
(liver,  cheese)  present  serious  risks  (Black- 
well,  B.,  Boulton,  Cooper,  A.  J.,  Crosson, 
Council  on  Drugs,  Dally,  DeVilliers,  Dorrell, 
Duvernay,  Hedberg,  Humberstone,  Lees, 
Mason,  A.,  McClure,  Misage,  Ostern,  Plass, 
Taylor,  D.  C.,  Womack,  Zeck).  Acute  am- 
phetamine or  ergotamine  intoxicants  have 
appeared  to  effect  hypertensive  states  (Bail- 
lie,  Goodman).  Chronic  hypercalcemia 
(Earll),  excessive  amounts  of  licorice  (Cham- 
berlain, T.  J.,  Conn,  J.  W.  1968,  Froment, 
Foster,  Lefebvre,  R.  E.,  McNicholl,  Pelner, 
Potton),  corticosteroids,  DOC  (Marks,  Mon- 
teleone)  or  fluorohydrocortisone  (Loggie, 
Seager)  may  precipitate  critical  hyperten- 
sive conditions.  Methyldopa  given  intra- 
venously (Feldman,  W.,  Levine,  R.  J.)  and 
oral  contraception  may  result  in  hypertension 


in  susceptible  individuals  (Carmichael,  Clesy, 
Harris,  P.  W.  R.,  Heyman,  A.,  Rosenberg, 
M.,  Weinberger,  Woods,  J.  W.). 

A rather  frequent  involvement  in  collagen 
disease  is  renal,  then  with  secondary  hyper- 
tension noted  outstandingly  in  periarteritis 
nodosa;  less  often  with  systemic  lupus  ery- 
thematosus, scleroderma,  Wegner’s  granulo- 
matosis and  purpura  of  Henoch-Schoenlein. 
Takayasu’s  aortitis  may  occlude  ostia  of 
renal  arteries. 

Polycythemia  vera  often  requires  increased 
blood  pressure  to  manage  the  hypervolemia, 
hyperviscosity  and  burden  of  additional  ery- 
throcytes. Acute  increase  of  intracranial 
pressure  compresses  intracranial  arteries  re- 
quiring additional  arterial  tension  to  main- 
tain cerebral  flood  flow.  A rise  in  blood 
pressure  is  sought  in  repeated  examinations 
(as  “postcraniotomy  check”)  when  an  acute 
rise  in  intracranial  pressure  is  anticipated 
and  monitored  (Sack). 

Acute  ischemia  of  brainstem  (commonly 
due  to  arterial  insufficiency  or  thrombosis 
of  vertebral-basilar  artery  system)  causes 
an  acute  rise  in  blood  pressure  (Ziegler). 

Spinal  cord  transections  above  D-4  or  D-6 
level  leave  a state  of  sympathetic  hyper- 
ref  lexia,  very  sensitive  to  noxious  (espe- 
cially visceral)  stimuli  which  may  result  in 
precipitous  and  dangerous  rises  in  blood 
pressure.  A distended  viscus  or  cystitis  are 
commonly  at  fault.  Blood  pressure  rise  is 
often  accompanied  by  headache,  flushing, 
perspiration  and  piloerection  above  the  cord 
lesion,  as  well  as  brachycardia  and  hyper- 
ventilation. (Eade,  Murthy,  Rosenberg,  R. 
S.,  Roussan,  Szasz,  Sizemore) 

Extensive  acute  loiver-motor  neurone  dis- 
ease (poliomyelitis,  Guillain-Barre  polyra- 
diculitis) is  often  accompanied  by  hyperten- 
sion, seemingly  in  relation  to  the  amount  of 
paralysis  and  respiratory  insufficiency. 
(Benevolo,  Loggie,  Mitchell,  P.  L.,  Murphy, 
K.  J.,  Neubauer,  Ostfeld,  Sennett,  Updike, 
Weiner). 

Pseudoxanthoma  elasticum  and  angiokera- 
tosis  corporis  diffusum  of  Fabry  are  cutane- 
ous diseases  with  considerable  visceral  in- 
volvement including  an  increased  incidence 
of  hypertension.  Familial  dysautonomia  of 
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Riley-Day  manifests  in  childhood  with  multi- 
ple autonomic  defects  including  marked  la- 
bility of  blood  pressure  (Fellner). 

Several  uncommon  biochemical  diseases 
feature  an  increased  incidence  of  hyperten- 
sion : Acute  intermittent  porphyria ; familial 
chloride  diarrhea  (due  to  increased  angioten- 
sion  activity)  ; Liddle’s  syndrome  of  hypo- 
kalemic alkalosis  with  inability  of  kidney 
to  concentrate  urine  and  conserve  potassium ; 
idiopathic  hyperkalemia  with  decreased  renin 
activity ; hypertension  with  inappropriate 
(insufficient)  aldosterone  stimulation  (Aar- 
skog,  Christlieb,  A.  R.,  Pasternack,  Stokes, 
G.  S.). 

Surgical  removal  or  denervation  of  one  or 
both  carotid  sinuses  destroys  one  of  the  ho- 
meostatic mechanisms  maintaining  blood 
pressure.  Hypertension  is  not  an  unusual 
consequence  (Smiley). 

Hypertension  may  appear  (or  re-appear) 
following  carotid  endarterectomy,  especial- 
ly in  patients  with  preoperative  neurologic 
deficits.  Whether  this  is  due  to  edema  (or 
even  small  hemorrhage)  at  the  site  of  infarc- 
tion now  opened  to  circulation  or  carotid 
sinus  alterations  is  not  known  at  this  time 
(Lehv). 

Acute  biochemical  disturbances  may  result 
in  transient  hypertension  as  seen  in  severe 
burns  (children),  respiratory  insufficiency, 
overhydration  or  too  rapid  blood  transfusion 
(Baldini,  Lowry,  G.  H.). 

Hypertension  and  Cerebrovascular 
Disease 

Countless  reports,  clinical  and  pathologic, 
attest  to  the  relationship  between  hyperten- 
sion and  cerebrovascular  disease.  Hyperten- 
sion is  one  of  the  most  significant,  tangible 
factors  relating  to  the  cause  of  stroke.  Ad- 
vances in  chemotherapy  of  hypertension 
have  reduced  remarkably  the  mortality  from 
hypertension,  the  incidence  and  recurrence 
of  acute  cerebrovascular  disease  in  age 
groups  under  sixty-five  to  seventy  years,  as 
well  as  the  incidence  and  mortality  of  accel- 
erated or  “malignant”  crises.  (Aurell,  Bak- 
er, A.  B.,  Bauer,  G.  E.,  Brewer,  Douglas, 
Farmer,  Fisher,  C.  M.,  Freis,  Giertsen, 
Haley,  Hamilton,  M.,  Heyden,  Hodge,  Hood, 
Kane,  Kinsey,  Klawans,  Leishman,  Man- 


call,  Margolis,  Marshall,  J.,  Meyer,  J.  S. 
1968,  Pickering,  Robertson,  W.  B.,  Ross-Rus- 
sell,  Smirk,  Tellem,  Veterans’  Administra- 
tion, Wendland,  Wolf,  P.  A.) 

Particularly  under  65,  once  a patient  sur- 
vives an  acute  cerebrovascular  accident,  if 
his  hypertension  then  is  adequately  treated, 
his  longevity  is  lengthened  and  chances  for 
a second  episode  postponed.  Statistical 
studies  reveal  also  that  with  newer  chemo- 
therapies the  three  year  mortality  rate  is  de- 
creased 50  percent  among  hypertensives. 
Longer  studies  disclose  that  this  risk  of 
cerebral  thrombosis  is  four  times  greater 
and  the  mortality  rate  three  times  greater 
among  untreated  hypertensive  patients. 
(Bauer,  G.  E.,  Carter,  A.  B.,  Kannel,  Mar- 
shall, Mathison,  Mihailescu) 

Hypertension  is  noted  in  38  to  80  per- 
cent of  patients  with  acute  nonembolic  cere- 
brovascular disease  (median  58  percent).  In 
patients  with  intracerebral  hemorrhage 
(nontraumatic),  57  to  64  percent  have  been 
hypertensive.  Sustained  hypertension  ac- 
celerates developing  cerebral  atherosclerosis 
by  as  much  as  two  decades.  Mortality  from 
acute  cerebrovascular  disease  is  three  times 
greater  in  patients  with  hypertension  (Ar- 
seni, Bajusz,  Bebin,  Fields,  W.  S.  1968, 
Flora,  Locksley,  Loeb,  Meyer,  J.  S.  1964, 
Milhailescu,  Paffenbarger,  Mutlu,  R e s c h, 
Russell,  D.,  Silverstein,  A.,  Singh,  H.). 

Among  adults  under  50  years  revealing 
acute  nonembolic  cerebrovascular  disease,  the 
incidence  of  hypertension  is  50  to  60  per- 
cent (Cosnett,  Haerer,  Louis,  S.,  McDowell, 
Toole). 

Before  modern  treatment  of  hypertension, 
the  average  patient  lived  20  years  after  diag- 
nosis, dying  commonly  around  age  52  years 
(much  depending  on  his  diastolic  blood  pres- 
sure) of  cardiac,  renal,  cerebrovascular,  or 
aortic  complications.  While  cerebral  throm- 
bosis, arterial  stenosis  (insufficiency),  and 
even  embolism  are  not  unusual  in  this  group, 
intracranial  hemorrhage  and  ruptured  con- 
genital aneurysm  (of  the  circle  of  Willis) 
are  more  common  among  hypertensives 
(Breckenridge,  B r e s 1 i n,  Editorial  Lancet 
1967,  Grollman,  Hodge,  Perera,  Perry,  Wie- 
dersberg) . 
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Neuropathology 

Cerebral  arteriolar  hyaline  sclerosis,  lu- 
minal narrowing  and  accelerated  atheros- 
clerosis have  long  been  known  as  pathogno- 
nomic  of  hypertension  in  the  nervous  sys- 
tem (Adachi,  Margolis,  Prineas,  Tellem). 
Intracerebral  microaneurysms  also  develop 
(especially  in  basal  ganaglia  and  deep  in 
subcortical  white  matter)  increasingly  with 
age;  one  report  cites  their  presence  in  70 
percent  of  hypertensive  patients  over  65 
years  coming  to  autopsy  (Cole,  F.  M.).  These 
aneurysms  are  the  source  of  intracerebral 
hemorrhage  that  is  a well-known  feature  of 
hypertension  (Russell,  R.  W.  R.). 

It  appears  likely,  too,  that  hypertension 
reduces  cerebral  collateral  circulation  in  pa- 
tients with  acute  cerebrovascular  insults  by 
excessive  spasm.  Increased  cerebral  blood 
flow  develops  in  relation  to  reduction  of  hy- 
pertension by  chemotherapy  (Meyer,  J.  S. 
1967). 

Accelerated  or  Malignant  Crisis 
of  Hypertension 

One  of  the  phenomena  of  hypertension  is 
an  acute  aggravation  marked  by  unusually 
elevated  arterial  pressures  and  vascular  fail- 
ure of  one  or  more  systems  (as  kidney,  myo- 
cardium, brain,  retina,  aorta).  Such  acute 
hypertensive  crises  occur  in  two  to  seven 
percent  of  hypertensives,  some  of  whom  were 
not  even  known  to  be  hypertensive.  Pa- 
tients with  chronic  nephritis  are  common 
candidates  but  practically  every  etiology  has 
demonstrated  these  accelerated  features  in 
some  patients. 

Severe  headache,  prostration  and  one  or 
more  of  the  following  occur : 

Renal  failure 

Myocardial  failure  or  infarction 
Acute  pulmonary  edema 
Papilledema,  retinopathy 
Convulsions 

Intracerebral  or  subarchnoid  hem- 
orrhage, cerebral  thrombosis  or 
arterial  insufficiency 
Dissecting  aneurysm  of  aorta 
Acute  hypertensive  encephalopathy 

Systolic  blood  pressure  is  commonly  be- 
yond what  the  sphygmomanometer  is  de- 


signed to  record,  and  diastolic  pressures  are 
usually  over  130  mm  Hg,  even  200  mm  Hg 
having  been  recorded. 

Neurologic  features  occur  in  at  least  35 
to  40  percent  of  these  patients,  with  acute 
cerebrovascular  insults  outstanding.  Or- 
ganic mental  changes,  coma,  or  stupor  are 
not  unusual.  Convulsions,  generalized  or 
focal,  occur  more  often  in  children  or  with 
renal  failure.  Acute  hypertensive  crisis  fea- 
tures not  only  an  immense  intra-arterial  and 
intracardiac  pressure,  but  also  arteriolar 
spasm  with  fibrinoid  necrosis  and  damaged 
capillaries  (necrotizing  arteriolitis,  prolifer- 
ative endarteritis). 

(Blackwell,  Boulton,  Breslin,  Clarke,  Coo- 
per, A.  J.,  Crosson,  DeVilliers,  Dollery,  Dor- 
rell,  Fentz,  Finnerty,  Foster,  J.  H.,  Good- 
man, Grollman,  Harington,  Harris,  P.  W.  R.r 
Hedberg,  Hoyer,  Linton,  Mason,  A.,  Mc- 
Clure, McNicholl,  Monteleone,  Moser,  M., 
Mozziconacci,  Perera,  Sack,  Schwartz,  W. 
B.,  Scott,  E.  P.,  Seager,  Sizemore,  Smiley, 
Sokolow,  Spitell,  Still,  Zeck,  Ziegler). 

Acute  hypertensive  encephalopathy  (AHE) 
is  a rare  clinicopathologic  entity  in  which 
the  brain  appears  to  bear  the  brunt  of  the 
accelerated  hypertensive  state.  It  is  most 
classically  exemplified  in  eclampsia.  AHE 
may  appear  in  acute  hypertensive  crisis  of 
any  cause  however,  and  is  a manifestation  of 
such  crisis.  The  cerebral  phenomena  are  due 
to  arteriolar  spasm,  cerebral  edema  and  is- 
chemia. The  diagnosis  of  AHE  must  often 
be  made  by  exclusion,  since  otherwise  cere- 
bral manifestations  are  due  simply  to  uremia, 
hypoxia  of  acute  heart  failure,  intracerebral 
vascular  insult  or  dissecting  aneurysm.  AHE 
may  occur  as  a phase  of  acute  hypertensive 
crisis  which  culminates  then  in  other  system 
vascular  failure,  cerebral  hemorrhage,  or 
thrombosis.  Clinically,  AHE  is  manifest- 
ed largely  by  increased  intracranial  pressure 
and  diffuse  ischemic  encephalopathy;  con- 
fusional,  delirious  or  obtunded  mental  state, 
convulsions,  headache,  nausea,  and  vomit- 
ing. Papilledema,  hypertensive  retinopathy 
and  elevated  spinal  fluid  pressure  are  also 
found.  Transient  focal  (ischemic)  cere- 
bral deficits  and  amaurosis  are  not  uncom- 
mon. EEG  recordings  disclose  diffuse  slow- 
ing, suppression  of  alpha  waves  and  focal 
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disturbances  depending  on  sites  of  cerebral 
ischemia  (Freis,  Jellinek,  Ziegler). 

Treatment  of  acute  hypertensive  crisis 
must  be  instituted  at  once  and  consists  of 
chemotherapy  to  reduce  blood  pressure,  and 
symptomatic  and  supportive  measures  for 
any  special  system  failure.  After  the  im- 
mediate emergency,  etiologic  factors  should 
be  sought. 

Other  Symptoms  With  Hypertension 

Headache  of  troublesome  severity  appears 
in  approximately  50  percent  of  patients  with 
untreated  hypertension  and  especially  with 
diastolic  pressures  over  120  mm  Hg.  In 
approximately  ten  percent  of  patients  head- 
ache will  resemble  migraine.  (Badran, 
Clarke,  E.,  Douglas,  R.  M.,  Still) 

Facial  paralysis  (peripheral)  has  been 
reported  in  three  to  20  percent  of  patients 
with  hypertension.  Hypertension  is  noted  in 
5 to  30  percent  of  patients  with  facial  paraly- 
sis. It  is  more  likely  to  be  found  among 


children  and  among  patients  with  marked 
elevations  of  pressure.  Edema,  vasospasm, 
or  hemorrhage  in  the  facial  canal  are  pos- 
tulated (Clarke,  E.,  Editorial  Brit  Med  J 
1966,  Gellis,  Lloyd,  Still). 

Hypotensive  shock  is  an  uncommon  occur- 
rence in  the  hypertensive  patient,  best  known 
with  pheochromocytoma  where  the  patient 
may  overreact  to  hypotensive  medications, 
surgery  or  removal  of  the  offending  ade- 
noma. Less  often  overtreatment  or  inadver- 
tant  additive  medications  produce  critical 
lowering  of  blood  pressure.  An  occasional 
patient  with  hypertension  is  very  sensitive 
to  hypotension-producing  factors  or  accumu- 
lation of  these  (as  hypovolemia,  blood  loss, 
tranquilizers,  warm  shower  or  hot  packs, 
cardiac  arrhythmia)  and  responds  in  a brit- 
tle manner  with  acute  hypotension  (Carter, 
A.  B.,  Cohn,  J.  N.,  Moser,  M.). 

Supported  by  USPHS  (NLM-EM)  Grant  number 
3 ROl  LM00636-02S1. 

(References  available  from  author). 


Myelopathy  Treated  by  Anterior 
Cervical  Fusion 


ALTHOUGH  cervical  myelopathy 
can  result  from  a number  of 
pathological  processes  which 
are  not  amenable  to  any  type  of  operation, 
abnormal  mobility  of  one  vertebra  upon  an- 
other and  cervical  spondylosis  can  be  treat- 
ed in  this  manner. 

The  abnormality  to  which  we  apply  the 
term,  “cervical  spondylosis/’  was  first  de- 
lineated by  Brain  et  al1.  They  indicated 
that  abnormalities  of  the  cervical  inter- 
vertebral disc  region  had  been  described  in 
previous  reports  under  such  terms  as  spon- 
dylitis, ecchondrosis,  and  acute  or  chronic 
disc  herniation,  and  that  there  were  some 
cases  contained  among  these  reports  which 
would  have  fallen  within  their  definition. 
However,  they  made  the  specific  point  that 
cervical  spondylosis  is  not  a nuclear  hernia- 
tion. In  spondylosis  “.  . . the  intervertebral 
disc  is  the  site  of  a degeneration  which 
evokes  an  osteophytic  reaction  in  the  bodies 
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of  adjacent  vertebrae.  Such  degenerated 
discs  may  or  may  not  protrude.”  Briefly 
put,  cervical  spondylosis  is  an  osteoarthritic 
condition  which  results  in  a spur  or  trans- 
verse ridge  of  bone  at  the  intervertebral  disc 
region.  There  may  or  may  not  be  an  as- 
sociated protrusion,  not  herniation,  of  de- 
generated disc  material  in  addition  to  the 
bony  protuberance.  It  may  be  entirely 
asymptomatic  as  it  appears  to  be  in  many 
individuals  or  it  may  result  in  radicular 
symptoms  and/or  symptoms  of  impaired 
function  of  the  spinal  cord  secondary  to  im- 
pingement. 

Subluxation  of  one  cervical  vertebra  up- 

*Professor  and  Chairman,  Section  of  Neurosurgery,  Univer- 
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on  another  can  result  from  such  conditions 
as  congenital  structural  abnormalities,  non- 
healed  fracture  - dislocations  or  rheumatoid 
arthritis.  Brain  et  al  reported  that  flexion 
and  extension  films  frequently  revealed 
some  abnormal  mobility  at  sites  of  cervical 
spondylosis.1  It  seems  unlikely  that  this 
could  result  in  any  significant  dislocation 
unless  there  were  associated  structural  ab- 
normalities of  the  articular  facets  and/or 
supporting  ligamentous  structures. 

In  the  last  three  years,  seven  patients 
were  admitted  to  the  University  of  Nebraska 
Neurosurgical  Service  with  myelopathy  ap- 
parently secondary  to  non-traumatic  ab- 
normalities of  the  cervical  spine.  Five  of 
these  individuals  had  cervical  spondylosis 
and  two  had  abnormal  mobility  resulting  in 
subluxation  of  the  spine. 

Case  Reports 

#76465  was  a 66-year-old  white  wom- 
an who  gave  a history  of  onset  of  numb- 
ness in  the  hands  and  fingers  eight 


months  prior  to  admission.  This  prog- 
ressed to  the  point  where  she  was  un- 
able to  crochet  or  manipulate  small  ob- 
jects in  her  hands.  Five  months  prior 
to  admission,  unsuccessful  operations 
were  performed  to  alleviate  presumed 
bilateral  carpal  tunnel  syndromes.  Dur- 
ing the  same  period,  she  developed  dif- 
ficulty in  walking  which  she  ascribed 
to  a feeling  of  tightness  in  her  legs. 
Physical  examination  revealed  bilateral 
hyperactive  triceps  and  biceps  jerks 
and  Hoffmann  responses,  hypalgesia  and 
hypesthesia  of  both  hands  and  the  dis- 
tal one  third  of  the  forearms,  a spastic 
scissors-type  gait  and  bilateral  hyper- 
active knee  jerks  ankle  jerks  and  Ba- 
binski  responses. 

Cervical  roentgenograms  revealed 
subluxation  of  C4  on  C5  (Fig.  1)  and 
a cervical  myelogram  demonstrated  a 
transverse  defect  at  the  same  level 
(Fig.  2).  The  patient  gave  no  history 
of  previous  injury  and  there  was  no 


Figure  1.  Cervical  spine  roentgenograms  taken  with  patient’s  (R.C.l  head  in  flexion  (A)  and  extension  (B)  show- 
ing subluxotion  of  C4  on  C5. 


January,  1972 


9 


evidence  of  bony  structural  abnormali- 
ties in  the  cervical  roentgenograms.  It 
is  possible  that  she  represents  an  in- 
stance of  severe  abnormal  mobility  as- 
sociated with  cervical  spondylosis  as 
postulated  by  Brain  et  al  secondary 
to  chronic  stretching  or  disruption  of 
supporting  ligamentous  structures.1 

Because  of  the  subluxation  the  patient 
was  placed  in  skeletal  traction  via 
Crutchfield  tongs  at  the  time  of  an 
anterior  fusion  of  C4-5.  The  tongs  were 
removed  ten  days  after  operation  and 
she  was  placed  in  a Thomas  collar.  The 
patient  m a d e a remarkable  recovery. 
She  was  able  to  crochet  four  weeks  after 
surgery  for  the  first  time  in  over  six 
months.  By  eight  months  after  opera- 
tion her  gait  was  normal,  there  were  no 
sensory  deficits  and  the  Babinski  re- 
sponses had  disappeared.  Roentgeno- 
grams taken  three  months  after  opera- 
tion (Fig.  3)  showed  a solid  fusion  al- 
though there  was  still  a deformity  of 
the  spinal  canal. 


#75498  was  a 49-year-old  white  man 
who  gave  a history  of  weakness  and 
paresthesias  of  the  left  foot  and  left 
leg  for  one  year.  Five  months  prior  to 
admission  he  first  noticed  weakness  in 
the  right  leg  which  was  followed  short- 
ly by  paresthesias.  Physical  examina- 
tion revealed  his  gait  to  be  wide-based 
and  slightly  dystaxic,  and  he  had  in- 
creased deep  tendon  reflexes,  bilateral 
Babinski  responses  and  a spastic  weak- 
ness of  both  lower  extremities  without 
sensory  deficits.  Triceps  and  biceps 
jerks  were  hyperactive  but  there  were 
no  demonstrable  muscle  weaknesses  or 
sensory  deficits  in  the  upper  extremi- 
ties. 

Cervical  roentgenograms  revealed 
subluxation  of  C5  forward  between  the 
C4  and  C6  vertebral  bodies  with  poor 
development  of  the  lateral  masses  and 
spina  bifida  occulta  of  C3,  C4,  and  C5. 
A myelogram  demonstrated  a trans- 
verse defect  at  the  area  of  C5.  The 
patient  was  placed  in  skeletal  traction 


Figure  2.  PA  and  lateral  views  of  cervical  myelogram  on  R.C  showing  transverse  defect  at  C4-5. 
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for  two  weeks  prior  to  surgery  with 
only  minimal  realignment  of  the  C5 
body.  Anterior  fusions  were  carried 
out  at  C4-5  and  C5-6.  Five  days  after 
operation  the  tongs  were  removed  and 
the  patient  was  placed  in  a cast.  He 
had  minimal  improvement  during  the 
first  three  postoperative  months,  and 
unfortunately  was  lost  to  follow-up 
thereafter. 

#91811,  a 48-year-old  white  woman, 
had  progressive  difficulty  in  walking 
manifested  by  a staggering  gait  for 
two  years  prior  to  admission.  In  addi- 
tion, she  complained  of  numbness  of 
the  fingertips  and  awkwardness  of  the 
left  hand  for  eight  months  prior  to 
admission.  Examination  revealed  that 
her  staggering  was  due  to  a spastic  rath- 
er than  a dystaxic  gait.  She  had  Ba- 
binski  responses,  hyperactive  reflexes, 
and  ankle  clonus  in  both  lower  extrem- 
ities. There  was  some  awkwardness  of 
alternating  rapid  movement  of  the  left 


Figure  3.  Postoperative  cervical  roentgenogram  show- 
ing fusion  of  C4-5  in  patient  R.C. 


arm  without  any  clearly  demonstrable 
sensory  deficit  despite  the  complaint  of 
numbness. 

Roentgenograms  of  the  cervical  spine 
demonstrated  a spondylotic  bar  at  C5-6 
which  was  confirmed  at  myelography, 
and  an  anterior  cervical  fusion  and  dis- 
cectomy was  performed  at  this  level. 
Postoperatively  the  patient  felt  better 
subjectively.  Neurological  examination 
nine  months  after  surgery  showed  little 
objective  improvement;  however,  the 
progression  of  the  disease  appeared  to 
have  been  arrested. 

#87382  was  a 59-year-old  white  wom- 
an with  a history  of  onset  of  a stagger- 
ing gait  three  years  prior  to  admission. 
Shortly  thereafter  a diagnosis  of  labryn- 
thitis  was  made  and  treated  symptomat- 
ically without  improvement.  The  stag- 
gering gait  became  considerably  worse 
during  the  year  prior  to  admission  and 
she  developed  some  paresthesias  in  her 
right  arm.  Physical  examination  re- 
vealed a wide-based  shuffling  type  of 
gait  and  she  was  unable  to  tandem 
walk.  Reflexes  in  the  lower  extremities 
were  hyperactive  with  bilateral  Babin- 
ski  responses  and  some  mild  weakness 
of  the  proximal  musculature.  There 
were  slightly  increased  biceps  and  tri- 
ceps jerks  without  any  sensory  deficits 
or  muscle  weaknesses  in  the  arms. 

Cervical  roentgenograms  revealed  spon- 
dylotic bars  at  C4-5,  C5-6,  and  C6-7. 
However,  a myelogram  demonstrated  a 
large  transverse  defect  at  C3-4  even 
though  the  bar  appeared  minimal  on  the 
plain  films.  Because  of  this  an  anterior 
cervical  fusion  was  performed  at  C3-4. 
Six  months  after  operation  the  patient’s 
gait  had  improved  slightly  but  there 
was  no  other  objective  evidence  of  im- 
provement. However,  the  rapid  pro- 
gression which  had  occurred  during  the 
preceding  year  appeared  to  have  been 
arrested. 

#50219,  a 47-year-old  black  woman, 
gave  a history  of  decreasing  strength 
in  the  left  arm  starting  three  years 
prior  to  admission  which  subsequently 
spread  to  involve  the  right  leg.  A di- 
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agnosis  of  multiple  sclerosis  was  made 
two  years  prior  to  admission.  She  re- 
quired crutches  for  ambulation  during 
the  past  year  and  a urinary  catheter 
during  the  past  six  months.  She  be- 
came unable  to  walk  at  all  following  a 
fall  three  months  prior  to  admission. 
Physical  examination  demonstrated  hy- 
peractive deep  tendon  reflexes,  bilateral 
Babinski  responses  and  marked  weak- 
ness of  the  proximal  muscles  of  both 
legs  without  sensory  deficits.  The  re- 
flexes in  the  upper  extremities  were 
hyperactive  with  some  weakness  of  the 
finger  extensors  bilaterally  but  no  sen- 
sory deficits. 

Cervical  roentgenograms  revealed 
spondylotic  bars  at  C3-4  and  C4-5  and  a 
myelogram  demonstrated  defects  at  the 
same  levels.  Anterior  cervical  fusions 
were  performed  at  these  two  levels. 
The  patient  was  eventually  sent  to  the 
rehabilitation  service  where  she  re- 
gained her  ability  to  walk  with  crutches 
and  braces.  She  no  longer  required  the 
urinary  catheter  three  months  after 
operation.  After  a period  of  time  she 
stopped  using  the  crutches  and  re- 
turned to  a wheelchair  existence.  This 
patient  represents  another  instance  of 
apparent  arrested  progression  of  the 
disease  with  minimal  improvement  at 
best. 

#79359  was  a 70-year-old  white  man 
who  noted  sudden  onset  of  weakness  of 
his  legs  four  weeks  prior  to  admission. 
Two  days  later  the  left  leg  became  total- 
ly paralyzed  and  he  was  unable  to  walk. 
There  was  no  loss  of  bladder  control  or 
sensory  deficit  but  he  felt  there  was 
some  weakness  of  both  arms.  Physical 
examination  revealed  no  movement  in 
the  left  leg  except  the  toes.  The  right 
leg  was  diffusely  weak  with  the  proxi- 
mal muscles  more  involved  than  the  dis- 
tal, and  there  was  a left  Babinski  re- 
sponse. Both  arms  demonstrated  gen- 
eralized weakness,  the  left  greater  than 
the  right.  Deep  tendon  reflexes  were 
increased  in  the  lower  extremities  and 
decreased  in  the  upper  extremities. 
There  were  no  demonstrable  sensory 
deficits. 


Roentgenograms  demonstrated  marked 
cervical  spondylosis  from  the  C3-4  level 
down.  A myelogram  revealed  a com- 
plete transverse  block  at  C3-4  with 
lesser  defects  at  lower  levels.  An  an- 
terior cervical  fusion  and  discectomy 
was  carried  out  at  C3-4.  Immediately 
after  operation  strength  in  both  lower 
extremities  increased  and  he  began  to 
move  the  previously  paralyzed  left  leg. 
He  was  transferred  to  the  rehabilitation 
service  where  he  showed  continuing  im- 
provement for  two  months.  He  then  de- 
veloped increasing  weakness  of  a flac- 
cid type  and  a tentative  diagnosis  of 
peripheral  neuropathy  secondary  to  an 
occult  neoplasm  was  considered.  How- 
ever, the  patient  would  not  permit  fur- 
ther studies,  left  the  rehabilitation  serv- 
ice and  was  lost  to  follow-up. 

#34969  was  a 59-year-old  white  man 
who  reported  onset  of  numbness  and 
tingling  of  the  right  hand  two  years 
prior  to  admission  which  spread  to  in- 
volve the  entire  body.  One  year  prior 
to  admission  he  began  to  notice  weak- 
ness of  the  legs  and  an  unsteady  gait 
which  became  progressively  worse  over 
the  ensuing  year.  During  this  time 
a diagnosis  of  cerebellar  atrophy  was 
made.  Examination  revealed  increased 
deep  tendon  reflexes  generally  except 
for  a depressed  right  biceps  reflex,  bi- 
lateral Babinski  responses  and  mild 
weakness  of  the  right  arm  especially  the 
triceps  and  grip.  He  demonstrated  a 
wide-based  ataxic  gait  and  inability  to 
tandem  walk.  There  were  no  sensory 
deficits  despite  his  complaint  of  numb- 
ness. 

Cervical  spine  roentgenograms  re- 
vealed osteoarthritic  spurring  at  most 
of  the  interspaces  which  was  most 
marked  at  C5-6  (Fig.  4).  However,  a 
myelogram  demonstrated  a transverse 
defect  with  an  almost  complete  block 
at  C3-4  (Fig.  5). 

An  anterior  cervical  fusion  and  dis- 
cectomy was  performed  at  C3-4.  The 
patient  had  a remarkable  improvement 
in  gait  during  the  first  few  days  after 
operation.  By  the  fifth  day  he  was 
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able  to  tandem  walk  and  his  pares- 
thesias disappeared  while  he  was  still 
in  the  hospital.  Nine  months  after 
operation  his  gait  appeared  normal  with 
no  staggering.  Hyperactive  reflexes 
were  still  present  but  the  Babinski  re- 
sponses were  not  present  and  muscle 
strength  appeared  good  throughout. 
Cervical  roentgenograms  taken  three 
months  after  surgery  revealed  a solid 
fusion  of  C3-4  (Fig.  6). 

These  seven  patients,  four  women  and 
three  men,  ranged  in  age  from  47  to  70 
years.  Except  for  the  one  man  with  a four- 
week  history,  their  symptoms  were  present 
from  eight  months  to  slightly  over  three 
years.  Four  complained  of  staggering  gait 
and  diagnoses  of  labrynthitis  and  cerebellar 
atrophy  were  made  in  two.  Four  patients 
complained  of  paresthesias  in  the  upper  ex- 
tremities and  one  was  operated  on  for  bi- 
lateral carpal  tunnel  syndromes.  Two  had 
sufficient  weakness  of  their  legs  that  they 
were  unable  to  walk  at  the  time  of  ad- 


Figure  4.  Cervical  spine  roentgenogram  showing  spon- 
dylotic  changes  in  patient  R.W. 


mission  and  one  of  these  had  been  diag- 
nosed as  multiple  sclerosis  previously.  Thus, 
five  of  the  seven  patients  had  had  previous 
incorrect  diagnoses. 

During  the  same  period  in  which  these 
patients  were  treated,  five  patients  were 
seen  with  only  radicular  signs  and  symptoms 
secondary  to  cervical  spondylosis.  All  five 
were  treated  by  discectomy  and  anterior 
cervical  fusion  with  improvement  in  every 
instance.  Among  the  patients  with  cord  in- 
volvement reported  above,  two  were  definite- 
ly improved,  four  had  an  apparent  arrest 
of  progression  and  the  seventh  appeared  to 
be  improving  and  then  regressed  with  a 
peripheral  neuropathy.  The  difference  in 
results  between  the  two  groups  is  consistent 
with  the  experience  of  others  reported  in 
the  literature.  The  devastating  effect  of 
cervical  myelopathy  upon  the  patient  justi- 
fies vigorous  treatment.  Even  though  only 
two  of  the  seven  were  improved,  arrest  of 
the  disease  in  the  other  five  made  the  oper- 
ations worthwhile  in  view  of  their  ultimate 
fate  should  the  disease  continue  to  progress. 
Earlier  recognition  should  lead  to  better 
results. 

The  radicular  symptoms  of  pain  and  pares- 
thesias secondary  to  cervical  spondylosis  is 
recognized  by  most  physicians  as  at  least 
a potential  “cervical  disc  syndrome.”  On 
the  other  hand,  those  symptoms  that  may 
indicate  a more  serious  threat  may  be  en- 
tirely overlooked  by  the  patient.  In  a series 
of  cases  presented  by  Stoops  and  King4, 
weakness  in  the  lower  extremities  and  dis- 
turbance of  gait  were  present  on  examina- 
tion in  23  patients,  yet  these  were  the  pre- 
senting complaint  of  only  four.  Conversely, 
many  individuals  presenting  themselves 
with  symptoms  of  paraparesis,  quadriparesis 
or  disturbance  of  gait  are  misdiagnosed  as 
amytrophic  lateral  sclerosis,  multiple  scle- 
rosis, subacute  combined  system  disease, 
cerebellar  atrophy  or  even  labrynthitis. 
Therefore,  both  groups  of  patients  require 
thorough  neurological  evaluations,  roent- 
genograms and,  in  many  cases,  myelography. 

The  myelopathy  associated  with  mass 
lesions  of  the  spinal  canal  is  usually  assumed 
to  be  secondary  to  pressure  on  the  spinal 
cord  by  the  mass.  Pressure  is  a physical 
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phenomenon  and  as  such  cannot  be  invoked 
as  a pathogenic  entity.  In  the  author’s 
opinion,  the  mass  results  in  an  interference 
with  blood  supply  and  the  resultant  ischemia 
is  the  cause  of  the  myelopathy.  This  is  true 
with  respect  to  cervical  spondylosis  or  sub- 
luxation of  cervical  vertebrae  as  well  as 
intradural  and  extradural  tumors. 

Although  numerous  articles  have  appeared 
in  the  literature  which  support  the  hypothe- 
sis that  myelopathy  associated  with  cervical 
spondylosis  is  secondary  to  vascular  insuf- 
ficiency, no  unequivocal  clinical  or  experi- 
mental proof  exists.  In  a recent  article, 
Wilson  et  al5  reviewed  the  clinical  and  ex- 
perimental literature.  Although  they  were 
unable  to  reach  a definite  conclusion,  they 
raised  the  possibility  that  compression  of  an 
already  ischemic  cord  might  be  an  important 
factor.  The  fact  that  the  syndrome  tends 
to  be  more  prevalent  in  older  individuals 
might  give  some  credence  to  this  idea.  How- 
ever, it  is  by  no  means  limited  to  older 
people. 


If  we  accept  the  above  hypothesis,  the 
purpose  of  rational  treatment  should  be  to 
eliminate  those  conditions  which  impair  the 
blood  supply  of  the  cord.  Since  either  osteo- 
phytic  spurs  or  subluxation  of  vertebral 
bodies  cause  a mass  distortion  of  the  spinal 
canal,  we  can  assume  that  they  interfere 
with  blood  supply. 

Surgical  intervention  to  eliminate  the 
mass  or  free  the  cord  from  compression 
represents  a rational  approach  to  improv- 
ing the  blood  supply.  Posterior  approaches 
of  several  different  types  have  been  widely 
used  for  a number  of  years.  Laminectomy 
with  dural  opening  and  sectioning  of  the 
denticulate  ligaments,  presumably  allows 
the  cord  to  ride  free  over  the  bony  spurs. 
Laminectomy  without  opening  the  dura  but 
with  wide  foraminotomies  to  allow  the  en- 
tire dural  sac  to  ride  free  has  also  been  re- 
ported to  give  good  results.4  Some  surg- 
geons  recommend  only  a laminectomy  and 
opening  of  the  dura  without  section  of  the 
denticulate  ligament.  All  of  these,  obvi- 


on  R.W.  showing  large  transverse  defect  at  C3-4. 


Figure  5.  PA  and  lateral  views  of  cervical  myelogram 
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ously,  aim  at  decompressing-  the  cord  but  do 
not  deal  directly  with  the  protruding  mass. 

In  1955  Smith  and  Robinson3  described  an 
anterior  lateral  approach  directly  through 


Figure  6.  Postoperative  cervical  roentgenograms  show- 
ing fusion  of  C3-4  in  patient  R.W. 


the  disc  space  followed  by  fusion  as  treat- 
ment for  acute  herniated  cervical  discs. 
Subsequently  this  operation  was  employed 
to  treat  cervical  spondylosis.  A somewhat 
similar  operation  first  described  by  Cloward2 
in  1958  was  used  on  the  patients  presented 
in  this  paper.  A direct  anterior  approach  is 
made  by  drilling  a hole  between  the  two 
vertebral  bodies  at  the  interspace  in  order 
to  remove  the  bony  spurs  by  curettage.  Sub- 
sequent fusion  results  in  immobilization  of 
the  two  bodies.  This  type  of  approach  is 
felt  to  have  several  advantages.  The  offend- 
ing mass  of  protruding  bone  is  directly  re- 
moved and  the  fusion  prevents  recurrence 
of  osteoarthritic  changes  at  the  interspace. 
In  addition,  movement  at  the  interspace 
which  is  felt  to  cause  additional  distortion 
of  blood  vessels  and  impairment  of  blood 
supply  is  eliminated  by  the  fusion. 
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Full  Replacement  Therapy 
Of  the  Menopause 


HORMONE  replacement  therapy 
has  been  used  to  treat  meno- 
pausal females  for  many  years. 
This  therapy  has  generally  been  low  dose 
estrogen  used  to  treat  symptoms  as  they 
arise  and  discontinued  as  quickly  as  pos- 
sible.1 There  has  long  been  a fear  of  pro- 
ducing cancer  and  a great  reluctance  to  in- 
terfere with  a natural  process.  But  we 
have  already  interfered  with  nature  to  the 
point  that  women  now  spend  a third  or 
more  of  their  days  in  the  postmenopausal 
state. 

In  the  past  decade  there  has  been  an 
increasing  tendency  to  consider  the  meno- 
pause a disease  process  rather  than  a 
natural  phenomenon.  Estrogen  has  many 
metabolic  effects  and  the  menopause  can 
then  be  considered  an  estrogen  deficiency 
syndrome  due  to  primary  ovarian  failure.2 
The  effects  of  surgical  castration  or  meno- 
pause in  the  female  are  well  known,  and  in- 
clude degenerative  skeletal,  integumental, 
cardiovascular,  and  central  nervous  system 
changes.  Therefore,  it  is  tempting  to  treat 
the  menopause  in  the  same  way  as  other 
endocrine  deficiency  diseases  are  treated,  i.e., 
with  full  replacement  therapy. 

In  addition  to  a fear  of  cancer  and  a re- 
luctance to  interfere  with  nature,  a number 
of  other  arguments  have  been  advanced 
against  routine  use  of  replacement  therapy. 
These  include  lack  of  lay  and  professional 
education,  the  expense  and  inconvenience  of 
continuous  medication,  a paucity  of  convinc- 
ing clinical  studies,  and  undesirable  side  ef- 
fects of  replacement  therapy.  There  is  con- 
siderable evidence  to  refute  some  of  the  fore- 
going arguments.3’ 4 

Estrogen  therapy  has  been  available  since 
1929.  By  1954  it  was  estimated  that  7 mil- 
lion women  were  receiving  such  therapy. 
In  spite  of  this,  the  fear  that  estrogen  treat- 
ment might  cause  breast  cancer,  as  it  does 
in  a special  strain  of  mice,  has  failed  to  be 
confirmed.  There  are  a number  of  studies 
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that  support  the  possibility  that  the  inci- 
dence of  both  breast  and  uterine  cancer  has 
been  significantly  reduced  by  estrogen  re- 
placement therapy.3  However,  these  studies 
all  antedate  the  use  of  sequential  or  continu- 
ous estrogen-progestin  therapy  of  the  types 
now  generally  available. 

The  availability  of  numerous  cheap  oral 
synthetic  hormones  in  convenient  packages 
has  generally  obviated  the  expense  and  in- 
convenience of  replacement  therapy.  Public 
and  professional  apathy  is  less  prevalent. 
Widespread  coverage  in  women’s  magazines, 
and  other  elements  of  the  press,  has  given 
hope  of  remaining  “forever  female”  to  most 
women  and  forced  their  physicians  to  make 
an  effort  to  understand  and  treat  the  meno- 
pause. Numerous  papers  have  been  writ- 
ten urging  replacement  therapy  and  discus- 
sing the  techniques  of  estrogen  administra- 
tion.5-10 

Undesirable  side  effects  of  therapy  re- 
main a problem.  To  the  well  known  side  ef- 
fects of  estrogen,  such  as  nausea,  breast 
soreness,  chloasma,  spiders,  fluid  retention, 
and  increased  libido,  we  must  now  add  the 
problems  associated  with  combined  or  se- 
quential estrogen-progestin  therapy.  These 
include  the  induction  of  migraine,  thrombo- 
embolic phenomena,  disturbances  in  carbo- 
hydrate metabolism,  and  hypertension.11 
Unplanned  uterine  bleeding  induced  by  es- 
trogen therapy  is  now  readily  controllable 
by  the  use  of  estrogen-progestin  therapy. 

Study  Design 

The  present  study  was  undertaken  in 
hopes  that  full  scale  replacement  therapy  of 
the  menopause  might  correct  all  or  some 
of  the  following  metabolic  changes  that  have 
been  observed  commonly  following  natural 
menopause.12 
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(1)  Osteoporosis. 

(2)  A loss  of  normal  female  protection 
against  arteriosclerosis. 

(3)  Withdrawal  of  protein  from  the  skin, 
causing  thinning  and  wrinkling. 

(4)  Increased  irritability  and  vasomotor 
instability  (hot  flashes). 

(5)  Atrophy  and  drying  of  the  mucous 
membranes  of  the  nose,  throat, 
eyes,  tear  ducts,  trigone  of  the  blad- 
der, and  vagina. 

(6)  Increased  tendency  for  the  kidneys 
to  waste  salt  in  the  urine,  leading  to 
decreased  blood  volume  which  may 
cause  weakness  and  dizziness. 

(7)  An  increased  incidence  of  breast  and 
uterine  cancer. 

The  replacement  program  used  was  de- 
vised in  hope  of  obviating  some  of  the  side 
effects  seen  with  currently  available  oral 
contraceptives  by  gradually  increasing  the 
estrogen  through  the  cycle,  then  adding  pro- 
gestin to  effect  an  optional  secretory  endo- 
metrial transformation.  This  regimen  was 
tried  in  hopes  of  mimicking  natural  cycles 
and  at  the  same  time  providing  contracep- 
tion to  those  women  still  occasionally  ovulat- 
ing: 

Ethinyl  estradial  0.025  mg.  — 7 tablets. 

Ethinyl  estradial  0.10  mg.  — 14  tablets. 

Ethinyl  estradial  0.125  mg. 
plus 

Medroxyprogesterone  acetate  10.0  mg.  — 
7 tablets. 


4.  Unwillingness  or  inability  to  partici- 
pate in  the  study. 

No  patients  were  excluded  based  on  the 
first  three  reasons.  Three  patients  lived  too 
far  away  to  present  at  regular  check-up  in- 
tervals and  one  was  excluded  because  of 
unwillingness  to  participate. 

A complete  history  and  physical  examin- 
ation was  carried  out  prior  to  the  start  of 
therapy  and  at  12  and  24  months.  Pelvic 
exams  and  Papanicolaou  smears  were  car- 
ried out  at  6 month  intervals.  Cholesterol, 
WBC  count,  differential,  hemoglobin,  plate- 
let count,  and  urinalysis  were  done  initially 
and  at  3,  6,  12,  18,  and  24  months.  All 
patients  were  interviewed  monthly  for  3 
months,  then  every  3 months,  and  weight 
and  blood  pressure  were  recorded  at  each 
visit. 

At  each  visit,  the  patients  were  ques- 
tioned about  the  list  of  symptoms  noted  in 
Table  1 and  these  were  rated  as  mild,  mod- 
erate, severe,  (medication  continued),  or 
severe  (medication  stopped).  In  addition, 
the  cycle  length,  duration  of  bleeding,  and 
breakthrough  bleeding  were  recorded.  All 
results  were  recorded  on  a standardized 
form  allowing  for  computer  programming 
and  analysis.  In  most  cases  the  hormone 
program  was  the  only  medication  given. 
Tranquilizers  and  other  drugs  that  might 
ameliorate  menopausal  symptoms  or  side 
effects  were  avoided  with  the  exception  of 
diuretics.  Where  fluid  retention  was  a prob- 

Table  1 


These  tablets  were  to  be  taken  continu- 
ously and  in  sequence. 

The  study  extended  over  a 24  month 
period.  Twenty-five  women  were  enrolled. 
These  were  chosen  from  the  first  twenty 
nine  who  presented  to  me  or  were  referred 
by  colleagues  with  symptoms  that  were  felt 
to  be  due  principally  to  the  menopause. 
The  reasons  for  exclusion  were: 

1.  A history  of  genital  or  breast  cancer. 

2.  A history  of  thromboembolic  disease. 

3.  A history  of  hepatocellular  or  renal 
disease. 


SYMPTOMS  POTENTIALLY  RELATED 
TO  MENOPAUSE 


CNS — 

Headache 

Insomnia 

Nervousness 

Poor  memory 

Depression 

Fatigue 

CV— 

Palpitations 
Hot  Flashes 
Sweating 
Dizziness 

MS— 

Arthralgias 

Backache 

Swelling  or  Edema 
of  Extremities 
Leg  Cramps 


GI— 

Nausea 

Vomiting 

Abdominal  Bloating 

Diarrhea 

Constipation 

SKIN— 

Degenerative  Changes 
Changes  in  Pig- 
mentation 

Increased  Facial  Hair 
GYN— 

Changes  in  Libido 
Breast  Problems 
Vaginal  Irritation 
Dyspareunia 
Menorrhagia 
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lem,  small  doses  of  chlorothiazide  were  given 
as  needed. 

Menopausal  Index:  Stubbs  has  construct- 
ed a menopausal  index  with  the  weighing 
factors  satisfactorily  derived.13  The  pres- 
ent study  was  a part  of  an  extensive  clinical 
trial  of  this  drug.  The  data  provided  by 
over  1,200  pretherapy  reports  was  treated 
by  multiple-factor-analysis  and  the  prin- 
ciple component  method  to  generate  a meno- 
pausal index.  This  reduces  the  list  of  symp- 
toms noted  in  Table  1 to  a number.  The 
higher  the  number,  the  more  severe  the 
symptoms.  A declining  index  denotes  im- 
provement in  menopausal  symptoms;  0.00 
denotes  complete  freedom  from  symp- 
toms.14'16 

Results 

Twenty-five  patients  completed  213  cycles 
of  therapy.  The  number  of  cycles  com- 
pleted, the  changes  in  menopausal  index,  and 
drug  related  symptoms  are  outlined  in  Table 
2.  All  but  one  patient  noted  improvement 
in  the  various  symptoms  of  the  menopause 
but  only  three  patients  completed  the  en- 
tire 24  months  of  the  trial.  These  three 
all  showed  dramatic  improvement  in  meno- 


pausal index.  Two  had  drug-related  prob- 
lems rated  severe  but  were  sufficiently  im- 
proved in  other  respects  to  continue  with 
the  study.  In  each  case,  the  possible  drug 
related  symptoms  subsided  as  the  trial 
progressed. 

Nausea  was  the  most  frequent  reason  for 
dropout,  having  been  cited  by  six  patients. 
Five  patients  left  the  study  due  to  breast 
problems  and  another  three  had  breast 
problems  rated  severe.  An  additional  five 
patients  suffered  moderate  breast  engorge- 
ment. This  problem  was  by  far  the  most 
troublesome,  provoking  the  greatest  amount 
of  anxiety  on  the  part  of  patients.  Two  pa- 
tients developed  cystic  breast  lumps  while 
on  treatment.  In  both  cases  the  lumps  dis- 
appeared with  discontinuation  of  therapy 
and  biopsy  was  not  necessary.  The  return 
of  regular  cyclic  menstruation  in  patients 
ranging  up  to  64  years  of  age  provoked 
less  concern  than  was  anticipated  and  was 
never  cited  as  a reason  for  withdrawal  from 
the  study.  Depression  and  abdominal 
bloating  accounted  for  four  and  three  drop- 
outs respectively. 

Of  the  several  physical  and  laboratory 


Table  2 


MENOPAUSAL  INDEX  AND  DRUG  RELATED  PROBLEMS 


Patient 

Cycles 

P re- Therapy 

Post- Therapy 

Reason  for 

No. 

Age 

Completed 

Index 

Index 

Dropout 

1 

57 

3 

6.40 

6.01 

Nonmedical 

2 

48 

24 

6.01 

1.39 

3 

64 

1 

4.63 

3.13 

Depression 

4 

47 

7 

6.60 

2.76 

Diarrhea 

5 

46 

7 

6.26 

4.68 

Abdominal  bloating 

6 

45 

24 

4.66 

0.58 

7 

43 

6 

7.59 

3.41 

Depression 

8 

51 

24 

5.89 

0.61 

9 

50 

1 

2.98 

6.02 

Breast 

10 

53 

21 

4.85 

2.12 

Breast 

11 

52 

6 

5.43 

4.05 

Weight  gain 

12 

59 

3 

4.35 

1.76 

Abdominal  bloating 

13 

46 

17 

7.18 

0.53 

Edema 

14 

48 

2 

5.06 

0.00 

Thrombophlebitis 

15 

51 

1 

6.39 

2.90 

Headache 

16 

51 

1 

7.16 

5.07 

Nausea 

17 

51 

1 

4.02 

4.37 

Headache 

18 

53 

13 

4.18 

0.84 

Breast 

19 

53 

6 

4.40 

3.06 

Menorrhagia 

20 

40 

4 

5.21 

3.50 

Nausea 

21 

53 

13 

2.17 

0.95 

Uterine  enlargement 

22 

48 

4 

3.64 

2.61 

Breast 

23 

51 

11 

4.54 

0.59 

Nonmedical 

24 

44 

4 

3.94 

3.01 

Nonmedical 

25 

52 

9 

6.22 

4.46 

Breast 

18 
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parameters  measured  in  these  patients,  the 
following  are  of  particular  interest: 

Weight:  In  the  21  patients  who  com- 
pleted more  than  one  cycle  of  treatment, 
there  was  a mean  weight  gain  of  1.6 
pounds.  Two  patients  gained  more 
than  ten  pounds  and  one  stopped  treat- 
ment because  of  this.  Two  patients 
lost  more  than  ten  pounds  during  the 
trial.  (Table  4). 

Pap  Smear:  No  abnormal  Pap 

smears  were  found  initially  nor  dur- 
ing the  course  of  the  study. 

Blood  Pressure:  The  mean  pretreat- 
ment blood  pressure  was  129.8/80± 
22.61/14.34  (one  standard  deviation). 


At  the  end  of  six  treatment  cycles,  this 
changed  to  140.9/86.1±  18.76/9.65.  At 
the  end  of  24  cycles,  the  three  patients 
remaining  in  the  study  showed  a 
mean  blood  pressure  of  138. 7/93. 3± 
12.06/5.77.  Two  of  these  patients 
showed  a slight  rise  over  initial  pre- 
treatment pressures  during  the  course 
of  therapy.  (Table  3). 

Seven  other  patients  showed  a mild 
increase  of  systolic  and  diastolic  pres- 
sures, approximating  10  mm  Hg  during 
the  course  of  the  trial.  Two  showed  a 
decrease  of  the  same  magnitude.  In 
the  remainder  there  was  no  or  little 
change  in  pressure.  (Table  4). 


Patient 

No.  0 

2 150/100 

6 100/60 

8 120/80 


Table  3 

BLOOD  PRESSURE 


CYCLE  NO. 

6 

12 

18 

24 

184/108 

140/90 

160/94 

150/90 

112/80 

128/86 

120/90 

126/96 

146/98 

150/90 

130/90 

140/100 

WEIGHT 


Table  4 

WEIGHT  AND  LAB  STUDIES 


HEMOGLOBIN 

GM% 


WBC  COUNT 
THOUSANDS 


CHOLESTEROL 

MG% 


.tient 

I 

E 

I 

E 

I 

E 

I 

E 

1 

151 

149 



14.2 

5.20 

6.45 

291 

267 

2 

146 

126 

15.8 

13.0 

8.70 

9.50 

272 

235 

3 

133 



13.8 

13.5 

6.70 

11.50 

213 

167 

4 

124 

125 

14.5 

14.1 

6.70 

6.15 

326 

275 

5 

138 

144 

14.20 

13.5 

10.35 

11.55 

226 

212 

6 

132 

152 

13.9 

14.7 

9.10 

11.70 

254 

247 

7 

_107 

107 

12.7 

13.8 

7.05 

5.70 

210 

226 

8 

172 

172 

14.5 

13.5 

8.80 

11.95 

238 

284 

9 

__  139 

143 

14.1 



11.25 



241 



10 

151 

139 

16.3 

14.1 

7.00 

9.75 

232 

236 

11 

135 

143 

12.7 

12.8 

6.20 

8.30 

177 

184 

12 

111 

122 

14.5 

14.0 

10.20 

12.70 

169 

171 

13 

114 

116 

13.0 

12.7 

7.80 

13.30 

177 

180 

14 

126 

130 

14.0 



11.10 



171 



15 

113 



13.1 



6.45 



228 



16 

141 



14.5 



7.85 



232 



17 

105 



13.2 



5.80 



210 



18 

147 

150 

14.2 

12.5 

10.25 

6.10 

265 

237 

19 

93 

101 

14.0 

14.2 

7.80 

8.55 

155 

189 

20 

120 

127 

12.4 

12.5 

7.50 

9.10 



205 

21 

159 

152 

12.4 

12.7 

6.65 

13.40 

205 

187 

22 

144 

144 

15.4 

14.6 

9.50 

10.85 

212 

200 

23 

158 

156 

13.8 

13.5 

5.55 

8.65 

162 

184 

24 

175 

177 

13.8 

14.2 

7.00 

7.75 

222 

200 

25 

186 

182 

13.8 

13.7 

10.75 

12.25 

175 

214 

NORMALS 

12-16  GM% 

5-10  THOUSAND 

110-300  MG% 
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Hemoglobin:  No  significant  changes 
in  hemoglobin  were  noted  in  any  of  the 
patients  including  patient  number  19, 
who  gave  menorrhagia  as  a reason 
for  stopping  therapy.  Her  hemoglobin 
values  at  0,  3,  and  6 months  were  14.0, 
13.5,  and  14.2  grams  per  cent  respec- 
tively. (Table  4). 

WBC  Count:  The  total  white  count 

tended  to  vary  slightly  within  the  nor- 
mal range  of  5.0  to  10.0  thousand  per 
cubic  millimeter.  Nine  patients  fin- 
ished the  study  with  leukocyte  count 
above  the  normal  range  (range  10.85  to 
13.40).  No  patient  showed  a fall  in 
total  white  count  to  below  the  normal 
range.  (Table  4). 

Platelet  Count:  Fifteen  patients 

showed  some  increase  in  platelet  count 
and  five  a decrease,  however,  the  vari- 
ations were  within  the  normal  range  of 
platelet  counts. 

Cholesterol:  Ten  patients  showed  an 

increase  in  cholesterol  and  nine  a de- 
crease. Six  patients  showed  a change 
of  over  30  mg%,  three  with  decreases. 
Again  the  variations  were  generally 
within  the  normal  range  of  150  to  300 
mg%.  The  only  patient  with  an  elevat- 
ed initial  level  (No.  4)  showed  a fall 
from  326  to  275  mg%.  (Table  4). 

Discussion 

Providing  full  replacement  therapy  for 
the  menopause  proved  to  be  a difficult  prob- 
lem in  the  majority  of  patients  encountered 
in  one  private  internist’s  office.  The  cross 
section  of  patients  encountered  may  be 
somewhat  different  than  those  consulting 
a gynecologist  or  family  practitioner.  An 
internist  sometimes  is  playing  the  role  of 
primary  physician,  but  not  infrequently  is 
seeing  patients  with  more  than  the  usual 
complaints  who  have  been  referred  by  col- 
leagues. Nevertheless,  menopausal  symp- 
toms are  frequently  the  principal  reason  that 
a woman  in  her  middle  years  seeks  a com- 
plete diagnostic  examination,  and  subse- 
quent therapy  often  becomes  the  concern 
of  her  internist. 

In  spite  of  the  potential  benefits,  the  nu- 
merous side  effects  encountered  with  full 
replacement  therapy  of  the  type  used  in  this 


study  preclude  regular  use  in  the  average 
patient.  These  problems  include  nausea, 
breast  engorgement,  weight  gain,  fluid  re- 
tention, depression  and  abdominal  bloating. 
To  the  problems  encountered  in  this  study, 
we  must  add  the  other  known  difficulties 
associated  with  the  prolonged  administra- 
tion of  potent  doses  of  estrogenic  and  pro- 
gestational substances.  These  include 
thromboembolic  phenomena,  hypertension 
and  deterioration  of  carbohydrate  toler- 
ance.11 All  of  these  problems  may  be  poten- 
tially more  serious  in  the  menopausal  age 
group  and  beyond. 

The  present  preparation  was  designed  to 
provide  both  contraceptive  protection  and 
full  replacement  of  the  menopause.  The 
dose  of  estrogen  necessary  to  inhibit  ovula- 
tion is  obviously  much  greater  than  would 
be  needed  to  provide  replacement  and  this 
large  dose  of  estrogen  probably  accounts 
for  the  majority  of  the  side  effects  encoun- 
tered.11 Twenty  of  the  22  patients  who  left 
the  study  were  subsequently  treated  with 
smaller  doses  of  estrogen.  In  most  cases, 
conjugated  equine  estrogen,  0.3  to  1.25  mg 
per  day,  was  used  for  3 weeks  of  each  month. 
Vaginal  bleeding  was  rarely  a problem. 
These  doses  were  sufficient  to  ameliorate  the 
obvious  symptoms  of  the  menopause  in  these 
cases.  But  will  osteoporosis,  premature  ar- 
teriosclerosis, and  the  other  less  obvious 
metabolic  changes  be  optimally  prevented  by 
these  doses?  Must  vaginal  bleeding  be  pro- 
duced to  obtain  maximum  benefits?  A long 
term  prospective  study  is  needed  to  answer 
these  questions. 

If  full  replacement  proves  to  be  desir- 
able, it  will  probably  be  on  the  basis  of  meta- 
bolic needs  rather  than  symptoms  in  most 
patients.  In  that  case,  a compromise  be- 
tween contraceptive  doses  and  those  that 
suppress  symptoms  without  causing  endo- 
metrial proliferation  will  be  necessary.  Un- 
fortunately, there  seems  to  be  a very  wide 
variability  in  individual  response  to  a given 
dose  of  estrogen,  making  the  formulation  of 
a standard  dose  or  regimen  extremely  dif- 
ficult. 

Summary 

The  cyclic  administration  of  ethinyl  estra- 
diol and  medroxyprogesterone  acetate  in 


20 


Nebraska  M.  J. 


doses  sufficient  to  suppress  ovulation  and 
cause  cyclic  bleeding  was  studied  in  25 
menopausal  females.  Only  three  completed 
the  entire  24  months  of  therapy.  Nausea 
and  breast  complaints  were  the  most  fre- 
quent causes  for  discontinuation  of  the  med- 
ication. Side  effects  outweighed  potential 
benefits  in  the  majority  of  patients. 
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The  Diagnostic  Evaluation  of  Children 
With  Learning  Problems: 

A Developmental  Approach* 


THE  diagnostic  evaluation  of 
learning  problems  in  children 
requires  some  rethinking  of 
the  basic  assumptions  of  the  concepts  of 
brain  function.  This  group  of  children  re- 
quires us  to  take  what  may  be  called  a devel- 
opmental approach.  Such  a process  of  re- 
thinking has  led  to  the  evolution  of  the  ap- 
proaches used  by  us  at  the  Learning  Re- 
search Unit  at  Children’s  Hospital.  Our 
objective  has  been  to  develop  data  about 
children  that  is  helpful  to  those  who  have 
the  ultimate  responsibility  of  raising  them. 

In  my  examination  of  children  with  learn- 
ing problems  I initially  approached  the  di- 
agnostic evaluation  with  the  traditional  neu- 
rological examination.  This  examination 
format,  one  may  recall,  was  developed  over 
the  past  century  to  meet  very  specific  needs. 
The  first  issue  that  a neurologist  faces  is 
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the  decision  as  to  whether  there  is  disease 
present  and  if  so,  whether  it  is  within  the 
structural  confines  of  the  nervous  system. 
One  may  then  assign  the  particular  ana- 
tomical site  of  the  disease  process.  Is  there 
disease  of  the  brain  or  spinal  cord?  What 
side  of  the  brain  and  whether  more  anterior 
or  posterior.  The  next  issue  is  that  of 
etiology.  What  is  the  cause  of  the  disease 
with  the  implication  that  if  one  removed 
the  cause  the  organism  would  then  be  cured. 

♦Address  at  Nebraska  State  Medical  Society,  Omaha,  Ne- 
braska, April  28,  1971. 
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The  issues  of  clinical  neurology  are  thus 
the  presence  of  disease,  its  anatomical  dis- 
tribution and  underlying  etiology.  Such  ap- 
proaches have  been  of  great  value  in  delin- 
eating disease  of  the  nervous  system  for  the 
past  century.  There  are  however  certain 
biases  in  such  clinical  approaches  that  make 
them  less  relevant  to  the  sorts  of  issues 
presented  by  a child  who  has  had  diffi- 
culty in  learning.  The  clinical  neurological 
approaches  are  most  clearly  applied  to  the 
problems  of  progressive  disease  of  the  nerv- 
ous system  such  as  neoplasms  of  various 
sorts.  The  prototype  of  developmental 
problems  may  be  said  to  be  that  of  what 
has  been  called  “cerebral  palsy.”  By  defini- 
tion this  entity  has  been  non-progressive. 
Indeed,  although  the  disease  process  has 
been  non-progressive,  it  has  been  the  child 
who  has  developed  and  changed  in  response 
to  what  injury  may  have  occurred  some 
time  ago.  The  issues  of  anatomical  site  in 
the  nervous  system  are  less  relevant  since 
no  surgery  is  generally  contemplated.  It 
is  also  of  academic  interest  as  to  what  had 
been  the  underlying  etiology.  It  may  be 
useful  to  note  that  the  delivery  was  pro- 
longed and  the  child  had  difficulty  during 
the  neonatal  period.  Although  it  may  help 
us  to  prevent  future  such  occurrences  the 
underlying  etiology  does  not  aid  our  decision 
making  at  the  time  the  child  is  seen.  The 
issues  of  antomical  site  and  underlying  eti- 
ology are  thus  less  relevant  in  developmental 
neurology. 

An  attempt  was  made  to  design  a de- 
velopmental examination  for  use  in  the 
child  with  learning  problems.1  This  exam- 
ination protocol  was  designed  to  help  diag- 
nose children  with  learning  problems  in  a 
standardized  fashion.  Motor  performance 
was  examined  and  scored  so  as  to  rule  out 
focal  dysfunction  but  also  assign  a measure 
of  the  level  of  motor  function.  In  addition, 
other  items  sampled  the  various  sensory  in- 
put modalities  such  as  auditory,  visual,  tac- 
tile. One  also  measured  the  ability  of  the 
child  to  handle  several  stimuli  simultane- 
ously.2 A diagnosis  could  be  made  of  the 
usual  sort  such  as  minimal  brain  dynsfunc- 
tion,  etc.  However,  it  was  also  possible 
to  emphasize  the  variability  that  the  child 
showed  in  relation  to  the  ways  that  he 


preferentially  handle  input.  It  became 
clear  that  the  diagnostic  categorizations 
that  we  are  called  upon  to  make  tended  to  ob- 
scure the  individual  variety. 

This  standardized  developmental  neuro- 
logical examination  provided  us  with  an  op- 
portunity to  view  the  child  more  as  an  in- 
dividual. It  became  clear  that  the  diag- 
nostic categories  were  not  unitary.  For 
every  child  with  learning  problems  who  was 
hyperactive  there  was  perhaps  one  who 
might  be  described  as  hypoactive.  Some 
children  learned  better  by  hearing,  others 
by  seeing,  etc.  An  additional  important 
parameter  in  the  standardized  neurological 
examination  that  we  developed  was  the  op- 
portunity to  modify  the  child’s  level  of 
function  during  the  examination  itself.  For 
example,  cues  could  be  provided,  if  neces- 
sary, to  enable  the  child  to  pick  up  both 
simultaneous  stimuli.  His  score  was  re- 
duced by  the  number  of  cues  required.  One 
was  thus  sampling  the  conditions  under 
which  the  child  may  learn  something 
rather  than  merely  whether  he  did  so  or 
not.  The  concept  of  brain  function  that 
began  to  evolve  was  that  of  changing  rather 
than  fixed  as  well  as  variegated  rather 
than  unitary. 

The  diagnostic  issues  in  relation  to  learn- 
ing problems  became  more  obviously  that  of 
defining  the  strategies  by  which  the  in- 
dividual child  may  learn  rather  than  de- 
ciding on  a diagnostic  category  of  the  usual 
sort.  The  child  who  is  expected  to  learn 
to  read  at  age  6 may  be  aided  in  his  manage- 
ment if  a label  such  as  “dyslexia”  is  applied. 
However,  such  a label  may  merely  confirm 
in  Greek  the  fact  attested  by  his  environ- 
ment that  he  has  difficulty  reading.  The 
confirmation  of  such  by  a diagnostic  label- 
ling process  does  not  necessarily  aid  in  de- 
fining treatment  strategies.  This  is  par- 
ticularly so  when  these  labels  frequently 
encompass  a very  mixed  group  of  children. 

A major  bias  in  our  clinical  neurological 
approach  is  that  of  the  examination  of  the 
patient  as  a description  of  some  fixed  un- 
changing entity.  Our  major  experience  in 
clinical  neurology  is  that  of  relating  the 
spatial  distribution  of  lesions  seen  at  patho- 
logical examination  to  some  pattern  of  dys- 
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function  during  life.  The  basic  require- 
ment in  viewing  the  developing  child  is 
the  context  of  time.  It  is  the  context  of 
change,  of  adaptation  that  is  the  quality 
of  the  developmental  approach  as  opposed 
to  the  classic  clinical  neurologic  one.  It  is 
the  observation  of  the  child  as  an  adaptive 
organism  that  must  be  the  bias  with  which 
we  approach  developmental  difficulties.  The 
objective  of  the  diagnostic  evaluation  is  to 
define  the  strategies  by  which  this  child’s 
adaptation  may  be  maximized.  The  un- 
derlying cause  is  less  relevant.  What  is 
necessary  is  to  define  that  which  we  can 
change  so  that  the  child  may  “make  it.” 
That  strategy  which  we  can  manipulate 
may  then  become  the  cause  of  change  in 
the  child’s  degree  of  adaptation.  The  issue 
then  is  what  strategies  we  may  cause  his 
environment  to  employ  so  as  to  make  it  pos- 
sible for  the  child  with  biologic  variability 
to  adapt  more  effectively.  It  is  thus  clear 
as  well  that  the  treatment  of  the  child 
is  not  encompassed  by  the  health  system. 
Although  medication  may  be  used  to  good 
effect,  its  effect  is  considerably  enhanced 
by  modification  of  the  setting  in  which  this 
child  is  required  to  operate.3 

The  diagnostic  evaluation  of  the  child 
with  learning  problems  must  be  designed 
to  meet  these  objectives.  A new  examina- 
tion protocol  called  the  Neuro  - develop- 
mental Observation  was  designed  to  develop 
such  data  in  an  even  more  direct  way  than 
heretofore.  The  examiner  is  interested  in 
defining  “what  works.”  The  examiner 
varies  his  approach  so  as  to  determine 
the  conditions  under  which  he  can  make 
it  possible  for  the  child  to  succeed.  Em- 
phasis as  well  is  on  the  importance 
of  providing  positive  reinforcement  for  the 
child’s  accomplishment.  As  one  examines 
the  child  in  terms  of  the  conditions  under 
which  he  learns,  one  is  defining  how  the 
child  may  “make  it”  by  what  the  exam- 
iner has  had  to  do  to  make  it  possible 
during  the  examination  itself.  One  might 
even  say  that  the  treatment  process  has 
been  initiated  during  the  examination  it- 
self. The  child  learns  new  behaviors  dur- 
ing the  very  process  and  one  determines 
what  had  been  necessary  to  do  to  make  that 
possible. 


The  treatment  of  this  child  is  a collabora- 
tive one  involving  health  and  education  sys- 
tems. The  diagnostic  evaluation  carried 
out  by  the  physician  or  psychologist  is  in 
consultation  to  the  parent,  teacher  and  child. 
The  treatment  strategies  developed  by  the 
examiner  are  of  value  only  to  the  degree 
that  they  are  communicated  to  the  parent  or 
teacher  working  with  this  child.  It  is  there- 
fore crucial  to  have  what  may  be  called 
the  treatment  agents  as  actual  participants 
in  the  diagnostic  process.  The  diagnostic 
process  is  initiated  even  prior  to  the  exam- 
ination when  the  child’s  parent  and  teach- 
er are  asked  to  observe  “what  works”  with 
the  child  in  the  home  or  classroom.  A rela- 
tively simple  framework  is  used  for  ob- 
servation in  the  home  or  school.  This  same 
framework  will  later  be  used  in  the  exam- 
ination of  the  child.  The  understanding  of 
the  parents  is  considerably  greater  when 
they  have  had  a chance  to  use  these  same 
parameters  before  coming  to  the  examina- 
tion. The  process  of  communicating  strat- 
egies goes  on  during  the  examination  while 
one  is  simultaneously  determining  what 
strategies  seem  to  work. 

The  basic  parameters  that  are  varied  are 
those  of  the  importance  of  providing  posi- 
tive reinforcement  to  the  child  as  he  accom- 
plishes the  task.  In  addition,  one  makes  it 
possible  for  him  to  do  so  by  varying  several 
stimuli  conditions.  One  illustrates  the  im- 
portance of  appropriately  varying  the 
length  of  stimulus,  the  input  channel  or 
modality  of  stimulus  and  the  degree  to 
which  the  competing  stimuli  are  simultane- 
ously provided.  These  parameters  do  not 
exhaust  those  that  the  environment  may 
manipulate.  There  are  merely  an  initial 
set  that  are  communicated.  Additional 
parameters  are  developed  by  other  profes- 
sionals working  with  the  child  as  well  as 
on  subsequent  examinations  as  it  seems 
necessary. 

The  Neuro  - developmental  Observation 
(N.D.O.)  is  an  example  of  the  types  of 
diagnostic  protocols  developed  for  use  with 
children  with  learning  problems.  The 
N.D.O.  has  been  specifically  designed  for 
use  at  low  cost  in  the  office  of  the  primary 
physician.  The  total  examination  takes 
approximately  15  minutes  and  one  usually 
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spends  a total  of  an  additional  15  minutes 
in  discussion  with  the  parents  before  and 
after.  The  N.D.O.  is  an  illustration  of  the 
examination  protocol  which  generates  data 
as  to  how  the  child  might  “make  it”  and 
simultaneously  demonstrates  such  approach- 
es to  the  observing  parent  or  teacher. 

The  N.D.O.  is  a part  of  a more  complex 
system  for  generating  information  about 
children  in  a fashion  relevant  to  treatment. 
It  develops  what  might  be  called  an  “opera- 
tional diagnosis.”  The  use  of  such  ap- 
proaches must  be  of  low  cost  and  within 
the  repertoire  of  the  primary  care  people 
in  the  health  system  as  well  as  in  educa- 
tion. The  physician  is  frequently  the  one 
who  is  asked  to  counsel  parents  as  well  as 
teachers  about  such  children.  An  operation- 
al approach  on  his  part  may  begin  to  do 
something  about  involving  the  parent  and 
teacher  in  a problem  solving  rather  than 
problem  confirming  approach.  Such  is  the 
traditional  role  of  the  primary  care  physi- 
cian in  anticipatory  counselling  of  parents 
in  relation  to  child  development.  It  is  par- 


ticularly crucial  that  it  can  be  done  early 
enough  in  the  child’s  school  career  so  that 
one  does  not  pay  the  enormous  costs  of  emo- 
tional disturbances  and  social  wastage  and 
alienation  that  are  so  frequently  the  alterna- 
tive. 

The  diagnostic  evaluation  of  children  with 
learning  problems  requires  some  rethinking 
of  the  traditional  diagnostic  protocols.  In 
developmental  neurology,  one  is  dealing 
with  a process  across  time  in  which  the 
role  of  the  diagnostician  is  to  define  the 
ways  that  children  with  biological  variabil- 
ity might  find  a learning  environment 
more  tuned  to  their  needs.  The  very  pro- 
cess of  examination  may  help  to  make  that 
more  likely. 
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Carotid  Endarterectomy  — 

For  Cerebrovascular  Insufficiency* 


DURING  the  past  16  years  it 
has  been  clearly  established 
that  in  many  patients  with 
cerebrovascular  insufficiency  the  respon- 
sible atherosclerotic  occlusions  are  in  the 
extracranial  vasculature.  In  fact,  Hass  et  al 
state  that  74%  of  such  patients  have  at 
least  one  significant  lesion  at  a surgically 
accessible  site.2  It  is  therefore  technically 
feasible  to  increase  cerebral  blood  flow  by 
surgical  means.  Carotid  endarterectomy  is 
the  operation  most  frequently  employed.  It 
is  highly  effective  in  the  treatment  of  pa- 
tients with  transient  cerebral  ischemia 
since  the  incidence  of  subsequent  strokes 
is  notably  reduced  and  long-term  survival 
rates  are  significantly  increased.1 

The  clinical  syndromes  of  cerebrovascular 
insufficiency  vary  from  a few  minor  symp- 
toms to  the  catastrophic  stroke  with  paraly- 
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sis  and  coma.  It  is  important  to  classify 
these  patients  into  specific  clinical  cate- 
gories. Only  in  this  way  can  the  proper 
selection  of  patients  for  operation  be  made 
and  the  results  of  different  methods  of 
therapy  within  the  same  category  be  com- 
pared. For  purposes  of  surgical  considera- 
tion we  have  classified  our  patients  into  four 
groups:  (1)  frank  stroke,  (2)  transient 

cerebral  ischemia,  (3)  chronic  cerebral  is- 
chemia, and  (4)  asymptomatic  bruit.3 

Frank  stroke:  This  group  includes  all 

*From  the  Surgical  Service  of  Baylor  University  Medical 
Center,  Dallas,  Texas. 
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patients  with  a neurological  deficit  at  the 
time  of  operation,  whether  improving,  pro- 
gressively worsening,  or  stable.  All  degrees 
of  severity  may  be  present. 

Transient  cerebi^al  ischemia:  This  group, 
which  is  the  ideal  one  for  surgical  therapy, 
includes  patients  with  focal  attacks  of  neu- 
rological dysfunction  and  transient  symp- 
toms of  generalized  cerebral  ischemia  last- 
ing minutes  or  hours  but  without  residual 
neurological  deficit  at  24  hours. 

Chronic  cerebral  ischemia:  Patients  in 

this  category  exhibit  obvious  cerebrovascu- 
lar insufficiency  with  loss  of  memory,  im- 
paired mentation,  or  overt  motor  and  mental 
deterioration.  They  are  not  numerous  but 
logically  cannot  be  placed  in  any  of  the  other 
groups. 

Asymptomatic  bruit:  In  this  group  are 

patients  without  neurological  symptoms 
who  are  found  to  have  carotid  bruits  dur- 
ing routine  auscultation  of  the  neck,  and 
upon  subsequent  arteriography  show  signifi- 
cant occlusive  carotid  plaques. 

Arteriography 

All  patients  to  be  considered  for  surgical 
therapy  should  have  adequate  cerebral  ar- 
teriography performed.  Several  techniques 
have  been  employed  in  our  clinic.  In  the 
early  years  of  study  bilateral  cervical  per- 
cutaneous injections  were  made  and  both 
anteroposterior  and  lateral  films  of  the 
head  and  neck  were  taken  serially  and 
simultaneously  with  the  biplane  Schonan- 
der  x-ray  unit.  When  indicated,  vertebral 
arteriograms  were  also  obtained  utilizing  a 
percutaneous  retrograde  brachial  technique. 
More  recently,  excellent  three-vessel  studies 
of  both  carotids  and  the  right  vertebral 
have  been  obtained  using  a left  percutane- 
ous carotid  and  a right  retrograde  brachial 
puncture.  In  some  instances,  four-vessel 
studies  have  been  done  employing  a retro- 
grade transfemoral  or  axillary  approach,  in- 
jecting selectively  the  vessels  arising  from 
the  aortic  arch.  In  addition  to  the  extra- 
cranial vessels  the  intracranial  vasculature 
must  also  be  visualized.  A lesion  is  consid- 
ered significant  (1)  when  the  diameter  of 
the  internal  carotid  lumen  is  reduced  50% 
or  more,  (2)  when  its  appearance  is  sugges- 
tive of  the  deposition  of  platelet  thrombi  or 


debris  that  by  dislodgement  could  become 
cerebral  emboli,  or  (3)  if  the  plaque  ap- 
pears to  be  an  ulcerated  one. 

Surgical  Technique 

Carotid  endarterectomy  is  the  operation 
most  commonly  employed  in  patients  with 
cerebrovascular  insufficiency  syndromes,  al- 
though at  times  vertebral  reconstructions  or 
bypass  grafts  from  the  great  vessels  may 
be  necessary  for  restoration  of  blood  flow 
in  these  arteries.  Carotid  endarterectomy  is 
done  under  general  anesthesia  using  halo- 
thane.  Technical  considerations  are  im- 
portant and  no  unnecessary  risks  should  be 
taken.  We  routinely  employ  a temporary 
inlying  bypass  shunt  for  all  partially  occlu- 
sive lesions.  An  important  technical  point  to 
emphasize  is  that  utmost  gentleness  must 
be  used  in  manipulation  of  the  artery  lest 
debris  be  dislodged  and  pass  into  the  brain 
as  cerebral  emboli  producing  neurological 
deficits. 

A vertical  arteriotomy  is  made  extending 
beyond  the  plaque  in  the  internal  carotid 
artery.  The  end  of  the  plaque  is  thus  under 
direct  vision  and  can  be  tailored  or  stitched 
down  so  that  distal  intimal  dissection,  that 
will  cause  postoperative  thrombosis,  does 
not  occur.  The  arteriotomy  is  closed  with 
6-0  dacron  sutures.  A patch  graft  is  not 
used  in  reconstruction  except  in  rare  in- 
stances when  the  artery  is  small.  Blood 
pressure  is  maintained  at  normal  levels  for 
the  particular  patient  using  500-1000  ml  of 
lactated  Ringer’s  solution,  or  small  amounts 
of  vasopressors  if  necessary.  Occasionally, 
during  the  immediate  postoperative  period 
these  patients  show  excessively  high  levels 
of  blood  pressure,  which  must  be  treated 
vigorously  to  prevent  hemorrhage  in  the 
wound,  disruption  of  the  arteriotomy,  and 
especially  the  complication  of  intracerebral 
bleeding.  Small  amounts  of  Demerol  or 
Thorazine  or  an  intravenous  drip  of  Ar- 
fonad  may  be  employed  to  reduce  the  pa- 
tient’s blood  pressure  below  200  mm  Hg. 
Other  longer  acting  hypotensive  drugs  may 
then  be  employed  to  prevent  the  recur- 
rence of  hypertensive  episodes. 

Cerebral  Protection 

Although  the  majority  of  patients  requir- 
ing carotid  surgery  can  tolerate  temporary 
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clamping  of  the  artery  without  deleterious 
effects,  the  rest  require  some  form  of  cere- 
bral protection  if  strokes  are  to  be  prevent- 
ed and  aggravation  of  neurological  deficits 
is  to  be  avoided.  That  cerebral  protection 
in  the  latter  group  is  necessary  and  bene- 
ficial has  been  amply  demonstrated.4  Pa- 
tients with  severe  vascular  disease  and 
multiple  large-vessel  occlusions  are  least 
tolerant  of  carotid  clamping. 

A number  of  techniques  have  been  de- 
vised to  render  cerebral  protection  during 
carotid  surgery.  These  include  general  anes- 
thesia, hjqiothermia,  induced  hypertension, 
controlled  hypercarbia,  intraluminal  bypass 
shunts,  and  various  combinations  of  these. 

When  general  anesthesia  is  regularly  used 
two  principal  methods  of  cerebral  protection 
are  currently  used  by  most  surgeons:  (1) 
hypercarbia  with  or  without  induced  hyper- 
tension, and  (2)  a temporary  inlying  bypass 
shunt.  Granted  that  a shunt  may  not  be 
necessary  in  every  case,  but  in  the  absence 
of  precise  knowledge  as  to  which  patient 
needs  it,  we  have  elected  to  use  it  routinely 
in  all  partially  occlusive  lesions.  It  adds 
very  little  to  the  operating  time  but  does 
add  a great  deal  of  security.  Combined  with 
general  anesthesia  and  gentleness  during 
dissection  it  is  the  simplest  and  most  reliable 
method  of  temporary  cerebral  support  for 
keeping  the  complications  of  carotid  sur- 
gery at  a minimal  and  acceptable  level.4 
When  one  becomes  familiar  with  its  use 
complications  are  few  and  it  may  be  em- 
ployed in  any  operating  room  without  the 
necessity  of  other  complicated  apparatus. 
We  advocate  its  routine  use  for  all  partial 
occlusions. 

Indications  for  and  Timing  of  Operation 

Clinical  considerations  in  each  of  the  four 
categories  of  patients  determine  indications 
and  contraindications  for  carotid  endarterec- 
tomy. The  procedure  may  be  carried  out  at 
a time  of  election,  delayed  from  several 
days  to  several  weeks,  or  done  as  an  emer- 
gency. Although  delayed  operation  is  an  im- 
portant principle  in  stroke  surgery,  emer- 
gency operation  is  not  often  necessary. 

Patients  with  transient  cerebral  ischemia 
are  ideal  candidates  for  surgical  therapy. 


A number  of  reports  testify  to  the  beneficial 
effects  of  carotid  endarterectomy  in  reduc- 
ing the  recurrence  of  transient  ischemic  at- 
tacks, lowering  significantly  the  incidence 
of  subsequent  strokes,  and  increasing  long- 
term survival  rates.1* 3* 4 

Certain  selected  patients  with  frank 
strokes  who  have  mild  deficits  may  be  can- 
didates for  carotid  surgery  but  the  patient 
with  an  acute  stroke  should  not  be  operated 
upon  nor  should  the  patient  with  a progress- 
ing stroke.  These  patients  should  be  al- 
lowed to  stabilize  for  at  least  two  to  six 
weeks  and  then  be  considered  for  studies  and 
possible  operation  at  that  time. 

Selected  patients  with  asymptomatic  caro- 
tid bruits  may  be  considered  for  arteriog- 
raphy and  possible  carotid  endarterectomy 
especially  if  they  are  to  undergo  surgery  of 
another  sort,  such  as  abdominal  aortic  aneu- 
rysm resection,  major  gastric  or  colon  sur- 
gery, or  coronary  artery  bypass,  where  a 
hypotensive  episode  might  well  result  in  a 
stroke.  The  carotid  operation  under  these 
circumstances  is  considered  a prophylactic 
one. 

Results 

During  a 13-year  period  we  have  per- 
formed 748  carotid  endarterectomies  on  592 
patients.  Table  1 shows  the  operative  mor- 
tality following  carotid  endarterectomy  in 
each  of  the  four  clinical  categories.4  In  re- 
cent years  we  have  avoided  operation  on 
acute  strokes  and  have  used  a shunt  rou- 
tinely for  all  partially  occlusive  lesions.  By 
these  measures  the  operative  mortality  fol- 
lowing carotid  endarterectomy  has  been  re- 
duced sharply.  Mortality  from  frank  strokes 
has  become  3.7%,  while  that  for  transient 
ischemia  has  been  0.7%,  or  an  overall  pro- 
cedure mortality  of  1.47%. 

The  long-term  functional  results  after 
carotid  endarterectomy  are  difficult  to 
assess.  In  long-term  studies  among  frank 
stroke  survivors  we  have  shown  that  40% 
are  normal  and  58%  improved  when  followed 
up  to  13  years  after  operation.  The  pa- 
tients with  transient  cerebral  ischemia  are 
ideal  candidates  for  surgery;  in  the  long- 
term studies  81%  of  these  patients  are  nor- 
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Table  1 


OPERATIVE  MORTALITY  FOLLOWING  CAROTID 
ENDARTERECTOMY 

TOTAL  EXPERIENCE  — THIRTEEN  YEARS 


Clinical  Category 

No. 

Patients 

No.  of 
Operations 

No. of 
Deaths 

Patient 

Mortality 

Procedure 

Mortality 

Frank  stroke  

217 

262 

16 

7.4% 

6.1% 

Transient  cerebral 
ischemia 

(36.7%) 

293 

378 

4 

1.4% 

1.1% 

Chronic  cerebral 
ischemia 

(49.5%) 

17 

21 

0 

.0% 

.0% 

Asymptomatic  bruit 

(2.9%) 
: 65 

87 

0 

.0% 

.0% 

Total  

(10.9%) 

592 

748 

20 

3.4% 

2.7% 

(100%) 


Table  2 

INDICATIONS  FOR  CAROTID  ENDARTER- 
ECTOMY IN  CEREBROVASCULAR 
INSUFFICIENCY 

A.  Indications 

1.  Transient  cerebral  ischemia 

2.  Stable  strokes  — selected 

3.  Asymptomatic  bruits  — selected 

4.  Chronic  cerebral  ischemia  — selected 

B.  Contraindications 

1.  Acute  profound  strokes 

2.  Progressing  strokes 

3.  Severe  intracranial  disease 

4.  Other  severe  generalized  disorders 
(e.g.,  cancer) 

mal  while  an  additional  16%  are  improved. 
At  the  same  time,  operative  mortality  and 
morbidity  have  become  acceptable  for  this 
group  of  elderly  atherosclerotic  patients. 

Table  2 shows  indications  and  contraindi- 
cations for  surgery.  Operation  is  contra- 
indicated for  cervical  occlusions  in  the  pres- 
ence of  severe  intracranial  disease.  Mild 
intracranial  disease,  however,  is  an  indica- 
tion rather  than  a contraindication  for  oper- 
ation. Age  itself  is  not  necessarily  a contra- 
indication to  surgery  when  the  patient’s 
general  condition  otherwise  does  not  pose 
any  undue  hazard. 


Conclusions 

(1)  Carotid  endarterectomy  is  effective 
surgical  therapy  for  selected  patients  with 
cerebrovascular  insufficiency  syndromes. 

(2)  Operation  is  best  performed  using 
general  anesthesia  with  the  aid  of  a tem- 
porary inlying  shunt  as  a means  of  tem- 
porary cerebral  protection. 

(3)  Endarterectomy  is  most  useful  for 
patients  with  transient  ischemia  and  for  se- 
lected patients  with  mild  frank  strokes  and 
asymptomatic  bruits.  Acute  profound  and 
rapidly  progressing  strokes  should  not  be 
operated  upon  as  an  emergency  but  should 
be  allowed  to  stabilize  for  several  weeks 
before  studies  are  carried  out. 
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President's  Page 


Nebraska  State  Medical  Association  mem- 
bers are  no  longer  required  to  be  members 
of  the  AMA.  In  April  1971,  NSMA  By- 
Laws  were  amended  to  discontinue  unified  or 
“mandatory”  dues.  This  action  did  not  re- 
sult from  a loss  of  confidence  in  the  AMA, 
but  from  a desire  for  free  expression  of 
choice  by  our  members.  I am  sure  this  will 
create  a stronger  state  society,  and  a strong- 
er AMA  also,  if  our  physicians  opt  for  con- 
tinued membership  in  our  primary  national 
organization. 

The  scientific  and  educational  efforts 
alone  of  the  AMA  would  merit  our  support. 
The  population  in  physician  and  patient  edu- 
cation are  diverse,  current,  and  important. 
In  addition,  the  AMA  has  led  the  way  in  pre- 
senting the  physician’s  view  point  on  na- 
tional health  programs.  The  AMA  continues 
to  support  pluralistic  approaches  to  medical 
care  delivery  and  the  physician’s  free  choice 
to  practice  as  he  sees  fit.  These  policies  and 
all  polices  are  not  promulgated  down  from 
the  officers  of  the  AMA  but  are  the  expres- 
sion of  the  members  speaking  through  their 
elected  representatives  in  the  House  of  Dele- 
gates. 

Nebraska  has  two  representatives  in  the 
AMA  House  of  Delegates,  Dr.  E.  F.  Lein- 
inger  and  Dr.  J.  R.  Schenken.  These  two 
men  collectively  have  served  as  representa- 
tives of  Nebraska  physicians  for  a total  of 
34  years.  In  addition,  Nebraska  has  had  the 
benefit  of  the  delegate  from  the  Section  on 
Surgery,  Dr.  R.  R.  Best,  for  15  years.  They 
have  earned  the  respect  of  the  other  AMA 
delegates  and  worked  effectively  to  carry 
our  views  and  opinions  to  the  national  level. 
Our  individual  and  collective  support  is  vital 
to  the  continued  success  of  these  delegates. 

Because  of  its  prestige,  because  of  its  ef- 
fectiveness, and  because  of  its  size,  the  AMA 
has  been  under  attack  from  many  sides. 
These  antagonists  include  both  the  far  left 
and  far  right,  labor  leaders,  elected  officials, 
and  bureaucrats,  social  planners,  etc.  If 


physicians  are  to  be  represented  before 
these  groups,  the  AMA  is  not  only  the  best 
vehicle  but  many  times  the  only  vehicle  for 
those  of  us  in  the  private  practice  of  medi- 
cine. We  must  remember  however  that  ef- 
fective representation  is  dependent  on  mem- 
bership — yours  and  mine. 

Many  issues  of  importance  to  physicians 
will  be  debated  and  decided  during  the  next 
12  months : national  health  insurance,  medi- 
cal education,  and  federal  health  programs 
are  all  scheduled  for  the  limelight  during 
1972.  The  AMA  is  sensitive,  flexible,  and 
diverse  enough  to  represent  all  of  us,  but  if 
it  is  to  continue  to  be  effective  it  must  have 
members.  Join  your  AMA  this  year  volun- 
tarily. 

— Roger  D.  Mason,  M.D. 
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Down  Memory  Lane 


1.  No  disease  in  the  past  quarter  of  a 
century  has  awakened  such  wide  spread  in- 
terest in  neurological  medicine  as  epidemic 
encephalitis. 

2.  The  symptoms  of  fat  embolism  may 
resemble  very  closely  those  of  shock,  in  fact 
differentiation  at  times  is  impossible  clin- 
ically. 

3.  It  is  generally  agreed  that  10%  or 
more  overweight  is  suggestive  of  the  ab- 
normal, and  is  frequently  due  to  too  little 
exercise  and  eating  too  much  especially  of 
fattening  foods,  such  as  milk,  cereals,  po- 
tatoes, bread,  butter  and  sweets. 

4.  From  a purely  psychological  stand- 
point the  study  of  lip-reading  is  worth  while. 

5.  The  mouth,  unlike  a great  many  opera- 
tive fields,  can  by  no  means  known  to  hu- 
man science,  be  rendered  aseptic. 

6.  It  is  useless  to  expect  that  removal  or 
cauterization  of  the  turbinates  or  correction 


of  nasal  deflections  will  materially  affect  the 
condition  of  latent  maxillitis  except  insofar 
as  they  indirectly  improve  the  drainage  of 
the  antrum. 

7.  The  treatment  of  acidosis  by  the  ad- 
ministration of  alkalis  is  often  unsatisfac- 
tory. 

8.  One  can  readily  understand  how  a 
pregnant  woman  with  a preexisting  kidney 
lesion  may  present  toxic  manifestations,  but 
given  a clean,  uncomplicated  obstetrical  his- 
tory in  a multipara,  we  are  naturally  in  the 
dark  as  to  the  exact  cause  or  pathological 
principle  which  ushers  in  this  dreaded  con- 
dition. 

9.  The  interest  in  the  college  of  medicine 
and  its  activities  by  the  wives  of  the  faculty 
members  is  very  commendable. 

10.  A new  wing  added  to  St.  Elizabeth’s 
hospital,  Lincoln,  was  dedicated  Dec.  15. 

Nebraska  State  Medical  Journal 
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Cancer,  doctor  and  nurse  shortage 

The  House  approved  350-5  an  expanded 
$1.6  billion  cancer  research  program  within 
the  National  Institutes  of  Health.  The  bill 
differs  from  a Senate  measure  which  provid- 
ed that  the  head  of  the  National  Cancer  In- 
stitute report  directly  to  the  White  House, 
by-passing  the  NIH  director.  Under  the 
House  bill,  the  Cancer  Institute  head  would 
be  elevated  to  Associate  Director  of  NIH 
and  the  cancer  budget  would  be  handled  sep- 
arately by  the  President’s  Office  of  Budget 
and  Management.  A House-Senate  confer- 
ence must  now  determine  how  to  reconcile 
the  important  organizational  differences  in 
the  measures. 

President  Nixon  called  on  Congress  to  ap- 
propriate $350.2  million  in  additional  funds 


to  pay  for  the  program  for  the  rest  of  the 
fiscal  year  that  runs  through  June  30,  1972. 

The  measure  provides  grants  to  medical 
schools  and  nursing  schools  to  help  finance 
additional  construction  and  to  encourage  the 
enrollment  of  additional  students.  It  also 
provides  loans  and  grants  directly  to  medical 
and  nursing  school  students. 

Dr.  Merlin  K.  DuVal,  assistant  HEW  Sec- 
retary for  Health  and  Scientific  Affairs, 
said  the  nation  faces  a shortage  of  50,000 
physicians  and  as  many  as  200,000  nurses 
by  the  end  of  this  decade  unless  action  is 
taken. 

Medicredit 

The  AMA  urged  adoption  of  its  national 
health  insurance  proposal  — Medicredit  — 
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as  a program  that  “can  be  put  into  operation 
now.” 

The  AMA  proposal,  which  offers  both 
basic  and  catastrophic  coverage  for  all 
Americans  not  covered  by  Medicare,  was  set 
forth  in  testimony  before  the  House  Ways 
and  Means  Committee  by  Dr.  Max  H.  Par- 
rott, Chairman  of  the  AMA  Board  of 
Trustees,  and  Dr.  Russell  B.  Roth,  Speaker  of 
the  AMA  House  of  Delegates. 

The  AMA  Medicredit  proposal,  whose  160 
sponsors  in  Congress  are  the  most  for  any 
national  health  insurance  proposal,  would 
provide  both  basic  and  catastrophic  coverage 
for  all  Americans  under  age  65.  (Medicare 
would  continue  for  all  those  over  65).  It  is 
based  on  a system  of  tax  credits  with  the 
government  paying  the  cost  for  those  who 
have  little  or  no  income.  The  government 
would  also  pay  the  premiums  on  the  catas- 
trophic coverage  for  all  citizens. 

Under  its  basic  coverage,  Medicredit  pro- 
vides comprehensive  benefits  in  respect  to 
hospital  inpatient  and  outpatient  services, 
as  well  as  full  physician  services.  Its  catas- 
trophic coverage  includes  full  hospitalization 
and  additional  extended  care,  with  a continu- 
ation of  outpatient  services  and  full  physi- 
cian services. 


Health  services 

The  American  Hospital  Association  told 
the  House  Ways  and  Means  Committee  hear- 
ings on  national  health  insurance  that  its 
Policy  Statement  on  the  Provision  of  Health 
Services  provides  a direction  for  national 
health  policy  and  serves  as  the  basis  upon 
which  the  Committee  can  frame  goals  and 
programs  for  the  nation’s  health  care. 

Elsewhere  on  Capitol  Hill,  the  AMA  told 
the  Senate  Health  Subcommittee  headed  by 
Senator  Edward  Kennedy  that  is  now  ex- 
ploring the  feasibility  of  Health  Mainten- 
ance Organizations  that  “the  concept  of  the 
HMO  has  not  yet  been  tested.” 


President’s  committee 

President  Nixon  has  appointed  a 21-mem- 
ber  committee  on  the  Health  Services  Indus- 
try to  oversee  inflation  in  health  care  costs 
as  part  of  the  Phase  2 economic  program. 
Chairman  of  the  advisory  group  is  Mrs.  Wil- 
liam C.  Dunn,  Commissioner  of  the  Depart- 
ment of  Consumer  Protection  for  Connecti- 
cut. 

While  the  government  obviously  can  con- 
trol to  some  extent  payments  in  federal  pro- 
grams such  as  Medicare,  especially  for  hos- 
pitals, regulating  physicians’  fees  in  the 
private  sector  is  something  else  again.  Ap- 
parently, a major  thrust  of  the  Phase  2 pro- 
gram as  it  affects  physicians  will  be  to  urge 
voluntary  compliance. 

The  lack  of  a penalty-backed  policing  role 
by  the  government  — at  this  date  anyway — 
might  seem  to  make  the  federal  program 
toothless.  But  Administration  officials  are 
confident  that  public  concern  and  public 
and  peer  pressures  will  make  it  difficult  for 
individual  physicians  to  hike  fees  substan- 
tially. Furthermore,  the  Administration  is 
certain  that  most  physicians  are  willing  to 
cooperate. 

Four  physicians  are  on  the  panel,  which 
also  includes  representatives  of  state  and 
local  government,  consumers,  hospitals,  re- 
lated health  occupations  and  industries  and 
the  health  insurance  companies. 

PHS 

The  decision  of  HEW  to  kill  the  Public 
Health  Service’s  commissioned  corps  is  sure 
to  fan  congressional  interest  in  a separate 
department  of  health. 

Until  recent  years,  the  corps  functioned 
as  a semi-autonomous  unit  at  HEW,  with 
the  PHS  Surgeon  General  reporting  directly 
to  Congress,  thus  to  some  extent  bypassing 
higher  authorities  at  HEW.  A close  liaison 
with  Congress  was  built  up  and  still  lingers 
on,  hence  the  outcry  when  the  Administra- 
tion recently  moved  to  close  down  PHS  hos- 
pitals. 
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WA-AMA  package  programs 

Can  you  think  of  anything  worse  than 
being  subjected  to  a poorly  planned  program 
or  project? 

One  leaves  such  a presentation  in  utter 
frustration,  wondering  why  she  bothered  to 
attend,  or  wishing  that  the  organization  in 
charge  had  had  some  assistance  in  planning 
the  program. 

That  assistance  could  have  come  from  you 
through  the  package  programs  available 
from  the  national  office  in  Chicago. 

There  are  package  programs  in  the  fol- 
lowing subject  areas:  GEMS  (Good  Emer- 
gency Mother  Substitute),  Teenage  VD,  Sex 
Education,  Physical  Fitness,  Alcohol,  Im- 
munization, Smoking,  Health  Careers  - 
Health  Manpower,  and  Bolck  Mother.  You 
may  also  order  kits  for  Blood  Donor  and 
One  Dozen  Days  for  Public  Affairs. 

True,  these  package  programs  will  not  fit 
every  situation  as  is,  but  they  will  give  you 
a firm  foundation  on  which  to  build  a suc- 
cessful program. 

Let’s  touch  upon  two  that  have  been  ex- 
ceptionally well  done  in  towns  of  all  sizes. 

GEMS : Take  a look  at  the  baby  sitter 
situation  in  your  town  or  immediate  neigh- 
borhood. The  GEMS  program  could  be  the 
basis  for  training  teenagers  (girls  and  boys) 
to  be  reliable  babysitters.  It  could  also  be 
used  to  re-educate  and  reassure  older  women 
who  have  time  on  their  hands. 

Need  help?  Call  on  your  local  extension 
clubs,  a church  group,  or  Girl  Scout  Leader. 

This  package  program  is  so  complete  that 
you’ll  find  it  a simple  matter  to  make  it 
suit  your  needs.  Ask  Jean  Ashby  of  Geneva. 
Jean  is  a member-at-large  who  conducted  an 
outstanding  GEMS  program  in  her  com- 
munity. 

HEALTH  CAREERS  - HEALTH  MAN- 
POWER : Are  there  people  in  your  com- 
munity who  are  interested  in  health  ca- 


reers? Of  course  there  will  be  some  in 
Junior  and  Senior  High  School  and  this  is 
an  important  target  for  the  program.  What 
about  adults?  Are  there  widows,  women 
whose  families  are  grown,  others  wishing 
to  supplement  family  income?  This  is  an 
important  target  too. 

A case  in  point  is  the  class  of  53  women 
from  the  Verdigre  (pop.  570)  area  who  re- 
cently completed  a nurses  aide  training 
course.  Some  of  these  women  will  be  em- 
ployed in  the  new  nursing  home.  Some  will 
never  gain  financially  from  their  training, 
but  they  nevertheless  have  gained  in  knowl- 
edge and  personal  satisfaction. 

A program  such  as  this  may  stem  from  a 
Health  Careers  - Health  Manpower  Day  in 
your  community. 

Remember,  these  package  programs  are 
FREE  upon  request  from  WA-AMA,  535 
North  Dearborn  St.,  Chicago,  Illinois  60610. 

Mrs.  James  G.  Carlson, 
President-Elect, 

WA  - NSMA 


Childhood  Splenectomy  — W.  B.  Kiesewetter 
(Children’s  Hosp,  Pittsburgh  15213)  and 
D.  B.  Patrick.  Amer  Surg  37:135-139 
(March)  1971. 

Indications  for  splenectomy  in  childhood 
include  such  entities  as  congenital  sphero- 
cytosis, idiopathic  thrombocytopenic  pur- 
pura and  trauma.  Variable  results  can  be 
expected  where  the  splenectomy  is  done  for 
hypersplenism  and  acquired  hemolytic  ane- 
mia; splenectomy  in  portal  hypertension  and 
thalassemia  major  is  done  with  a specific 
purpose  in  mind.  Results  of  splenectomy  in 
a series  of  205  patients  revealed  that  there 
was  a gross  mortality  of  14.1%  and  a seri- 
ous complication  rate  of  5.8%.  This  series 
was  analyzed  as  to  the  relationship  between 
splenectomy  and  overwhelming  infection  in 
the  months  or  years  following  surgery. 
There  seemed  to  be  some  increased  possi- 
bility of  sepsis,  especially  in  children  splenec- 
tomized  under  24  months  of  age. 
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Radiation  appointment  at  Creighton 

Dr.  Neil  “Pat”  Kenney  has  been  named 
chairman  of  the  Department  of  Radiology  in 
the  Creighton  University  School  of  Medi- 
cine, it  has  been  announced  by  Dr.  Joseph  M. 
Holthaus,  dean.  Dr.  Kenney,  39,  succeeds 
Dr.  D.  Arnold  Dowell,  who  is  retiring. 

A native  of  Omaha,  Dr.  Kenney  graduat- 
ed from  Creighton  Prep  in  1949,  obtained  his 
premedical  degree  from  Creighton  Univer- 
sity and  graduated  from  the  School  of  Medi- 
cine in  1956.  He  served  his  residency  in  ra- 
diology at  St.  Joseph  Hospital  and  the  Uni- 
versity of  Minnesota.  Dr.  Kenney  joined  the 
Creighton  faculty  in  1964  and  currently 
holds  the  academic  title  of  associate  profes- 
sor of  radiology. 

Dr.  Dowell,  a long  time  educator  at  Creigh- 
ton, joined  the  radiology  department  in 
1933  as  assistant  professor.  He  was  named 
full  professor  and  chairman  of  the  depart- 
ment in  1963.  A native  of  Hamlin,  Kansas, 
Dr.  Dowell  attended  Washburn  College  in 
Topeka  and  earned  his  medical  degree  from 
Creighton  in  1931.  He  has  directed  the  de- 
partment of  radiology  at  St.  Joseph  Hos- 
pital and  has  served  on  the  radiology  staff  at 
Douglas  County  Hospital.  Dr.  Dowell  is  a 
1971  recipient  of  Creighton’s  Alumni  Merit 
Award. 


Laymen  and  emergencies 

“How  to  do  it”  and  “how  to  teach  it” 
will  be  combined  in  a new  education  program 
at  the  University  of  Nebraska  Medical  Cen- 
ter in  December  and  January. 

Fifteen  laymen  from  12  communities  — 
11  in  Nebraska  and  one  in  Iowa  — will  par- 
ticipate in  a four-week  intensive  course  in 
how  to  deliver  emergency  medical  care  and 
how  to  teach  the  care  techniques  in  their 
home  and  surrounding  communities. 

The  course  began  December  6 with  the 
first  two  weeks  devoted  to  the  techniques 
of  care  for  a wide  variety  of  medical  emer- 
gencies. 


On  January  10,  the  same  group  will  re- 
turn to  the  Medical  Center  where  they  will 
be  taught  how  to  convey  the  techniques  they 
have  learned  to  the  rescue  squad  teams  in 
their  own  areas. 

The  program  will  be  conducted  by  the 
Medical  Center  under  an  agreement  with  the 
Nebraska  State  Department  of  Health.  The 
15-thousand-dollar  contract  will  provide  tui- 
tion, board  and  room  for  the  students. 

The  course  material  will  cover  such  sub- 
jects as  heart  attack,  airway  obstructions, 
bleeding,  shock,  drowning,  fractures,  skull 
injuries,  stroke,  poisons,  convulsions,  child- 
birth, heat  and  cold  exposures  and  a variety 
of  others. 


U of  N courses 

1.  The  course  on  utilization  of  rehabilita- 
tion services  originally  scheduled  for  January 
24  and  25  at  the  University  of  Nebraska 
Medical  Center  has  been  postponed  until 
February  14  and  15.  The  course  will  be  con- 
ducted by  the  rehabilitation  team  from  the 
University  of  Nebraska  Medical  and  Douglas 
County  Rehabilitation  Centers. 

The  course  will  be  directed  to  social  work- 
ers, vocational  rehabilitation  counselors, 
nurses,  hospital  and  nursing  home  person- 
nel and  physicians. 

Sessions  will  be  held  in  the  auditorium  of 
the  Basic  Science  Building  of  the  Medical 
Center. 

2.  The  second  Family  Practice  Review  will 
be  held  March  6-17  at  the  Medical  Cen- 
ter. A special  feature  of  the  course  will 
be  the  simulated  board  examinations,  illus- 
trating all  the  techniques  used  by  the  Ameri- 
can Board  of  Family  Practice  Certifying  Ex- 
amination. 

Pre-registration  is  required  for  this  com- 
prehensive review  of  medicine.  Tuition  is 
$400. 

The  course  is  acceptable  for  98  prescribed 
hours  by  the  American  Academy  of  Family 
Practice. 
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The  Letter  Box 


To  the  Editor: 

I wanted  to  take  the  opportunity  to  use 
this  letter  to  the  Editor  to  thank  all  of  the 
members  of  the  Nebraska  Medical  Associa- 
tion for  the  tremendous  hospitality  which 
was  shown  to  us  at  the  House  of  Delegates 
fall  session.  My  wife  attended  WA-AMA 
sessions  as  a delegate  and  we  were  very 
pleased  with  the  meetings  and  sessions  held 
in  Kearney.  The  members  of  the  Associa- 
tion welcomed  us  warmly  and  encouraged 
our  participation  in  the  decisions  of  the 
House. 

The  changes  that  were  made  in  the  Asso- 
ciation at  this  session  were  of  great  benefit 
to  students.  I would  like  to  express  my 
appreciation  to  those  in  the  Association  who 
worked  to  provide  student  membership.  I 
would  hope  that  in  the  future  we,  as  stu- 
dents, may  be  able,  as  future  practitioners, 
to  help  the  Association  achieve  its  goals  for 
the  medical  profession  in  Nebraska. 

Sincerely, 

Dale  E.  Michels,  President 

Medical  Center  Student  Council 


October  25,  1971 

Dear  Doctor  Cole: 

Our  staff  in  the  Division  of  Oncology  at 
the  University  of  Nebraska  Medical  Center 
would  like  to  take  serious  issue  with  your 
editorial  column  entitled  “If  You’d  Only 
Come  to  Me  Sooner.”  The  second  paragraph 
states  “an  annual  check  can  eliminate  cancer 
of  the  cervix,  I have  read,  but  I do  not  be- 
lieve it.”  The  facts  are  that  where  the 
Papanicolaou  smears  have  been  used  as  a 
part  of  the  annual  check  for  cancer  of  the 
cervix  beginning  in  women  aged  25  or  young- 
er, the  death  rate  for  carcinoma  of  the  cervix 
has  dropped  by  over  50%.  May  I refer  you 
to  the  annual  reports  of  the  New  York  State 
Department  of  Health,  which  document  this 
in  upstate  New  York.  I am  enclosing  a sum- 
mary of  the  reported  incidence  of  biopsy 
proven  cancer  of  the  cervix  in  this  state, 
where  it  is  a reportable  disease,  and  the 


death  rate  year  by  year;  and  you  will  note 
that  as  the  reported  incidence  has  risen 
through  early  case  finding  procedures,  the 
death  rate  has  fallen.  Early  carcinoma  of 
the  cervix  in  situ  does  not  become  invasive 
for  a period  of  five  to  as  much  as  ten  years 
following  inception  and  is  curable  if  detected 
in  time  in  most  instances.  That  the  editorial 
page  of  the  state  medical  journal  contributes 
to  a state  of  confusion  on  this  important 
subject,  which  in  the  past  has  been  the  num- 
ber one  cause  of  death  from  cancer  in  women, 
is  most  unfortunate.  Not  enough  Nebraska 
physicians  make  active  use  of  the  Pap  smear 
so  that  we  have  not  progressed  as  far  in  con- 
trolling death  rates  from  carcinoma  of  the 
cervix,  judging  from  the  limited  statistics 
available  from  our  health  department,  as 
in  upstate  New  York. 

We  do  read  your  journal,  you  know! 


CASE  RATES/100,000  FOR  CARCINOMA 
OF  CERVIX 


Age 

Group 

1941-43 

1950 

1960 

25-29 

6.5 

7.8 

18.4 

40-44 

46.3 

53.0 

55.2 

65-69 

63.8 

61.2 

36.3 

Total  Age  Adjusted 

Incidence 

25.3 

24.8 

25.1 

DEATH  RATES/100,000  FOR  CARCINOMA 
OF  CERVIX 


25-29 

. 1.8 

2.9 

1.1 

40-44 

.21.5 

14.2 

10.1 

65-69 

_49.2 

40.3 

32.3 

Total  Age  Adjusted 
Mortality  Rate 

.15.3 

12.4 

7.7 

From:  Cancer  in 

New 

York  State, 

exclusive 

New  York  City,  1941 

-1960. 

B.  Ferber, 

V.  Handy, 

R.  Gerhardt,  M.  Solomon,  State  of  New  York,  Bu- 
reau of  Cancer  Control,  1962. 

Yours  in  the  interest  of  reduced  cancer 
mortality  through  better  patient  care. 

Sincerely, 

Henry  M.  Lemon,  M.D. 
Professor  of  Medicine 
Head,  Section  of  Oncology 
Dept,  of  Internal  Medicine 
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There  was  no  intention  of  belittling  the 
value  of  Pap  smears  or  of  repeated  exam- 
inations. But  there  can  still  be  deaths  from 
cancer  of  the  cervix.  My  point  was  that 
checkups  are  good,  they  are  very  good,  but 
they  do  not  ensure  immortality.  The  death 
rate  may  have  “fallen,”  it  may  have  “dropped 
by  over  50%,”  but  it  has  not  disappeared. 

Improving  mortality  rates  is  good,  it  is 
our  business.  And  we  may  one  day  eliminate 
cancer. 

— F.C. 


tural  poisons,  industrial  hazards,  medicinal  poisons, 
animal  and  plant  hazards,  and  others  are  discussed. 
There  are  six  chapters,  references,  and  a 75-page 
index,  believe  it  or  not. 

It  is  comprehensive  and  up-to-date.  Mercury  is 
there,  so  is  botulism,  and  so  is  just  about  everything 
you  ever  heard  of  that  may  be  poisonous;  with 
clinical  findings,  prevention,  treatment,  and  prog- 
nosis. 

Recommended. 

—F.C. 


Welcome  New  Members 

Robert  F.  Hamilton,  M.D. 

Veterans  Hospital 
Lincoln,  Nebraska  68510 


Books 


Daniel  J.  Till,  M.D. 

5440  South 

Lincoln,  Nebraska  68506 


Handbook  of  Poisoning,  by  Robert  H.  Dreisbach, 
M.D.,  Ph.D.,  4%  in.  by  7 in.,  515  pages,  limp  cover, 
1971,  published  by  Lange  Medical  Publications,  Los 
Altos,  California;  $6.00. 


Allen  R.  Hohensee,  M.D. 
5625  “O”  Street 
Lincoln,  Nebraska  68510 


This  is  the  seventh  edition  of  the  Handbook, 
which  has  been  published  since  1955.  Dr.  Dreis- 
bach is  Professor  (Emeritus)  of  Pharmacology  at 
Stanford  University  School  of  Medicine.  Agricul- 


F.  Edward  Stivers,  M.D. 
630  North  Cotner 
Lincoln,  Nebraska  68505 


Medicinews 


Medicare 

Proposed  regulations  revising  the  meth- 
ods by  which  hospitals  and  extended  care 
facilities  are  reimbursed  their  costs  in  pro- 
viding services  to  Medicare  beneficiaries  were 
announced  recently  by  Robert  M.  Ball,  Com- 
missioner of  Social  Security. 

The  proposed  changes  will  also  simplify 
cost  finding  and  cost  reporting  requirements 
for  smaller  institutions,  Commissioner  Ball 
said.  He  also  said  the  revisions  are  an  out- 
growth of  various  recommendations  made  by 
the  Senate  Finance  Committee. 

Under  current  Medicare  regulations  there 
are  two  alternative  methods  for  determining 
what  proportion  of  an  institution’s  allowable 
costs  are  attributable  to  Medicare  benefi- 
ciaries. 

One  is  the  “Departmental  Method”  under 
which  the  ratio  of  Medicare  patient  charges 
to  total  patient  charges  is  applied  to  the 


costs  of  each  department  of  the  hospital 
or  extended  care  facility  to  come  up  with 
the  Medicare  share  of  total  costs. 

The  other  is  the  “Combination  Method” 
under  which  the  cost  of  routine  services  for 
Medicare  beneficiaries  is  determined  on  an 
average  cost  per  diem  basis  and  the  cost  of 
ancillary  services  is  determined  based  on 
the  Medicare  portion  of  the  aggregate 
charges  applied  to  cost. 

Under  the  proposed  regulations,  the  use 
of  the  “Combination  Method”  would  be  lim- 
ited to  hospitals  with  fewer  than  100  beds 
and  to  all  extended  care  facilities.  Further, 
apportionment  of  routine  costs  will  be  fig- 
ured on  an  average  cost  per  diem  basis 
under  the  “Departmental  Method”  as  well  as 
the  “Combination  Method.” 

Other  proposed  provisions,  designed  to 
make  both  the  “Departmental  Method”  and 
the  “Combination  Method”  more  equitable 
and  also  to  reduce  variations  in  reimburse- 
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ment  results  between  the  two  methods 
would : 

— Provide  for  segregation  and  separate  ap- 
portionment (on  an  average  cost  per 
diem  basis)  of  service  provided  in  in- 
tensive care  units,  coronary  care  units, 
and  other  special  inpatient  hospital 
units  giving  care  that  is  more  intensive 
than  general  inpatient  hospital  care; 


■Exclude  delivery  room  costs  under  the 
“Combination  Method”  as  well  as  the 
“Departmental  Method.”  Under  the 
current  “Combination  Method”  appor- 
tionment methodology,  it  was  possible 
for  reimbursement  to  include  some  de- 
livery room  costs  although  Medicare 
beneficiaries  did  not  use  the  services  of 
that  unit  of  a hospital. 


Coming  Meetings 


ARIZONA  HEART  ASSOCIATION  — Fif- 
teenth Annual  Cardiac  Symposium,  Moun- 
tain Shadows  Resort  Hotel,  Phoenix,  Ari- 
zona, January  21-22,  1972.  Speakers  on 
program  include  Eugene  Braunwald,  M.D. ; 
Nina  S.  Braunwald,  M.D. ; Thomas  N. 
James,  M.D.,  and  Andrew  G.  Wallace,  M.D. 
For  information  write  Arizona  Heart  As- 
sociation, 1720  E.  McDowell  Road,  Phoenix, 
Arizona  85006. 


TRIOLOGICAL  SOCIETY  (The  American 
Laryngological,  Rhinological  and  Otolog- 
ical  Society)  ; Middle  Section  Meeting; 
Omaha,  January  21,  22  and  23,  1972. 
Registration  fee:  $50;  this  includes  cock- 
tail parties,  lunches,  and  dinner.  The  ad- 
dress of  the  Middle  Section  is:  8601  West 
Dodge  Road,  Suite  234,  Omaha,  Nebraska 
68114.  Thomas  Timothy  Smith,  M.D.,  is 
vice  president  of  this  section. 


MIDWINTER  CANCER  SEMINAR:  “Lym- 
phomas and  Leukemias,”  sponsored  by  the 
Colorado  Division  of  the  American  Can- 
cer Society,  whose  address  is:  1764  Gilpin 
Street,  Denver;  January  26-28,  1972;  Vail 
Village  Inn,  Vail,  Colorado. 


RURAL  HEALTH  — 25th  National  Confer- 
ence. Sponsored  by  the  AMA  Council  on 
Rural  Health  at  the  St.  Francis  Hotel,  San 
Francisco,  March  16-17,  1972. 


NEBRASKA  MEDICAL  ASSOCIATION  — 
Annual  Session,  April  30  - May  3,  1972, 
Hotel  Cornhusker,  Lincoln,  Nebraska. 


AMERICAN  COLLEGE  OF  SPORTS  MEDI- 
CINE, 19th  Annual  Meeting  — May  1-3, 
1972;  Philadelphia,  Pa.  Write  to:  Donald 
Herrmann,  Executive  Secretary,  ACSM, 
1440  Monroe  St.,  Madison,  Wis.  53706. 

AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Session,  June  18-22,  1972,  San 
Francisco-Hilton  Hotel,  San  Francisco, 
California. 

AMERICAN  ASSOCIATION  FOR  LABORA- 
TORY ANIMAL  SCIENCE,  23rd  Annual 
Session,  October  16-20,  1972;  Chase-Park 
Plaza  Hotel,  St.  Louis,  Missouri.  Write  to: 
Joseph  J.  Garvey,  Exec.  Secy.,  AALAS, 
P.O.  Box  10,  Joliet,  Illinois  60434. 


Emergency  Vein  Bypass  for  Pre-infarction 
Syndrome  — J.  H.  K.  Vogel  et  al  (5333 
Hollister  Ave,  Santa  Barbara,  Calif 
93105).  Chest  59:606-608  (June)  1971. 

Results  from  emergency  aorta  to  coro- 
nary artery  saphenous  vein  bypass  grafting 
in  five  patients  with  pre-infarction  syndrome 
are  presented.  The  pre-infarction  syndrome 
may  present  a major  indication  for  coronary 
revascularization. 
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What  is  the  dose  of  imipramine  (To- 
franil®) in  children  for  the  treatment  of 
enuresis  ? 

Imipramine  (Tofranil®)  is  currently  in- 
dicated for  mood  elevation.  Because  of 
its  anticholinergic  and  stimulant  proper- 
ties, it  is  currently  being  investigated 
for  use  in  treating  enuresis.1  According 
to  Shirkey,  10  to  25  mg.  of  imipramine 
one  hour  before  bedtime  can  be  admin- 
istered orally  to  children  six  to  twelve 
years  of  age  for  the  treatment  of  noc- 
turnal enuresis.1  For  children  older 
than  twelve  years  of  age  25  mg.  imi- 
pramine following  lunch  and  25  mg.  one 
hour  before  bedtime  has  been  recom- 
mended by  Shirkey.1  Gellis  and  Kagan 
recommend  an  initial  dosage  of  25  mg. 
imipramine  administered  one  hour  be- 
fore bedtime  for  children  six  years  or 
older.2  If  this  dosage  is  inneffective  the 
total  daily  dose  may  be  increased  week- 
ly by  increments  of  25  mg.  up  to  a total 
daily  dose  of  75  mg.2  The  effective  dos- 
age regimen  may  be  continued  for  eight 
weeks  and  then  withdrawn  gradually.2 
Amitriptyline  (Elavil®)  has  also  been 
reported  superior  to  placebo  for  the 
treatment  of  nocturnal  enuresis.1 

1.  Shirkey,  H.  C.,  editor:  Pediatric  Therapy,  3rd 
ed.  The  C.  V.  Mosby  Co.,  St.  Louis,  1968,  p. 
736. 

2.  Gellis,  S.  S.  and  Kagan,  B.  M. : Current  Pedi- 
atric Therapy,  W.  B.  Saunders  Co.,  Philadel- 
phia, 1970,  p.  40. 


Gastric  Emptying  After  Vagotomy  and 
Pyloroplasty  — J.  S.  Cobb  et  al  (S.  Bank, 
Groote  Schuur  Hosp  Observatory,  Cape 
Town,  South  Africa).  Amer  J Dig  Dis 
16:207-215  (March)  1971. 

Emptying  of  liquids  from  the  stomach 
was  studied  in  19  patients  who  had  had 
vagotomy  and  pyloroplasty  and  comparison 
was  made  with  12  patients  with  duodenal 
ulcers  and  9 patients  with  normal  upper 
gastrointestinal  tracts.  The  pattern  of  gas- 
tric emptying  after  vagotomy  and  pyloro- 


plasty was  found  to  consist  of  a very  rapid 
initial  emptying,  at  a faster  rate  than  in  the 
other  two  groups.  There  was  no  difference 
in  the  gastric  emptying  of  patients  with  duo- 
denal ulcer  and  those  with  a normal  gastro- 
intestinal tract.  Patients  who  complained  of 
postprandial  fullness  and  dumping  after 
vagotomy  and  pyloroplasty  had  extremely 
rapid  initial  gastric  emptying,  m ore  than 
half  the  test  solution  leaving  the  stomach 
almost  immediately.  Three  patients  who 
had  postoperative  gastric  ulcers,  two  pa- 
tients with  vomiting  since  operation,  and 
one  with  postvagotomy  persistent  diarrhea 
showed  a starting  index  and  half-life  sim- 
ilar to  those  of  asymptomatic  postoperative 
patients  and  only  minor  differences  in  the 
emptying  time.  Serial  tests  at  varying  in- 
tervals during  the  weeks  after  operation 
showed  the  gastric  emptying  of  liquids  was 
faster  than  normal  from  the  earliest  post- 
operative test.  Over  the  succeeding  weeks, 
emptying  became  still  faster  and  probably 
reached  a static  state  in  two  or  three 
months. 

Furosemide  in  Essential  Hypertension  — 

L.  Wertheimer  et  al  (Bird  S.  Coler  Hosp, 

Welfare  Island,  NY  10017).  Arch  Intern 

Med  127:934-938  (May)  1971. 

The  antihypertensive  action  of  furosemide 
was  evaluated  in  double-blind  studies  con- 
ducted in  three  different  hospital  clinics  by 
investigators  following  an  identical  proto- 
col. The  pressure-lowering  effect  of  furo- 
semide was  compared  with  that  of  a placebo 
in  a randomized  cross-over  study.  Both  sys- 
tolic and  diastolic  pressures  were  lowered 
significantly  from  pretreatment  levels  in 
over  50%  of  patients.  No  clinically  im- 
portant side  effects  attributable  to  furose- 
mide were  encountered  in  this  study.  Hy- 
peruricemia was  encountered  in  31  of  44  pa- 
tients. No  significant  disturbances  of  elec- 
trolyte balance  were  noted.  Furosemide 
exerts  an  antihypertensive  effect  similar  to 
that  of  other  widely  used  sulfonamide  di- 
uretics and  appears  to  be  an  effective  agent 
for  the  treatment  of  mild  to  moderate  hyper- 
tension. 
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Longevity  Studies  Following  Total  Gastrec- 
tomy in  Children  With  Zollinger  - Ellison 
Syndrome  — S.  D.  Wilson  et  al  (8700  W 
Wisconsin  Ave,  Milwaukee  53226).  Arch 
Surg  103:108-115  (Aug)  1971. 

Clinical  records  of  fifteen  children  with 
proven  islet-cell  tumor  of  the  pancreas  and 
ulcer  diathesis  (Zollinger-Ellison  syndrome) 
have  been  collected  in  a tumor  registry  estab- 
lished to  study  the  pathophysiology  and 
natural  history  of  this  syndrome.  Eight  chil- 
dren have  had  less  than  total  gastrectomy 
and  six  of  these  are  dead.  Five  are  known 
to  have  succumbed  from  complications  of  re- 
current ulcerations.  All  seven  children  with 
total  gastrectomy  remain  alive  and  well. 
Metastatic  and/or  multiple  tumors  were  pres- 
ent in  all  seven  patients  at  the  time  of  total 
gastrectomy.  Follow-up  bioassay  or  gas- 
trin radioimmunoassay  studies  have  been 
performed  in  six  of  seven  patients  elevated 
with  total  gastrectomy.  Serum  gastrin  levels 
have  remained  elevated  for  periods  of  five 
and  11  years  following  total  gastrectomy  in 
two  patients.  Presumably  gastrin-producing 
tumor  remains  in  those  patients  with  elevat- 
ed gastrin.  One  patient  with  elevated  gas- 
trin six  years  after  a total  gastric  resection 
has  shown  a decline  to  low  gastrin  levels 
after  eight  years.  Two  other  patients  have 
shown  progressively  lower  gastrin  levels  each 
year  following  total  gastrectomy.  Dietary 
limitations  in  the  children  with  total  gastrec- 
tomy have  been  minimal. 

m 

Isolated  Bleeding  From  Colonic  Varices  in 
Patients  With  Liver  Disease  — R.  C.  Dob- 
erneck  (2305  S.  10th  St,  Omaha  68108) 
and  N.  A.  Janovski.  Amer  J Dig  Dis  15: 
834-841  (Sept)  1970. 

Three  additional  patients  with  colonic 
varices  are  added  to  the  15  patients  pre- 
viously described.  Fourteen  patients  had  he- 
patic disease  or  evidence  of  portal  hyperten- 
sion, 10  patients  had  varices  in  the  left  half 
of  the  colon  and  8,  in  the  right  half.  Varices 
of  the  rectosigmoid  were  consistently  visual- 
ized during  sigmoidoscopic  examination  and 
barium  enema.  Varices  of  the  right  half  of 
the  colon  were  consistently  visualized  during 
barium  enema  examination.  Of  14  patients 
with  adequate  follow-up,  only  six  survived. 


One  of  three  patients  survived  without  oper- 
ation and  five  of  11  patients  survived  after 
operation. 

Massive  Bleeding  Due  to  Acute  Hemorrhagic 
Gastritis  — D.  J.  Lulu  and  L.  R.  Drag- 
stedt  II  (VA  Hosp,  Des  Moines,  Iowa 
50309).  Arch  Surg  101:550-554  (Nov) 
1970. 

Twenty  patients  with  massive  bleeding 
from  acute  hemorrhagic  gastritis  were  treat- 
ed by  a variety  of  operative  procedures.  The 
overall  mortality  was  55%.  Wound  mor- 
bidity was  very  high  and  has  caused  routine 
use  of  a plastic  wound  protector,  retention 
sutures,  monofilament  wire  fascial  sutures, 
and  packing  open  the  skin  and  subcutaneous 
tissue  for  delayed  closure.  Vagotomy  com- 
bined with  pyloroplasty  or  gastroenterostomy 
was  completely  ineffectual,  as  was  lesser 
gastric  resection  with  or  without  vagotomy. 
The  best  operative  procedure  was  vagotomy 
and  85%  to  90%  subtotal  gastric  resection. 
The  tendency  to  procrastinate  in  these  poor- 
risk  patients  is  condemned. 


Treatment  of  Parkinson’s  Disease  With 
Amantadine  and  Levodopa  — J.  D.  Parkes 
et  al  (King’s  College  Hosp,  London).  Lan- 
set  1:1083-1086  (May  29)  1971. 

Sixty-six  patients  with  Parkinson’s  dis- 
ease were  studied  during  a year  of  treat- 
ment. Twenty  - six  patients  were  given 
amantadine,  and  40  more  disabled  patients 
were  given  amantadine  combined  with  levo- 
dopa.  Amantadine  gave  significant  and  per- 
sistent benefit  and  is  the  treatment  of  choice 
for  the  slightly  disabled  patient.  The  addi- 
tional effect  of  levodopa  was  apparent  in 
moderately  disabled  patients,  for  whom  com- 
bined amantadine/levodopa  therapy  was  the 
preferred  treatment.  Side  effects  of  aman- 
tadine were  livedo  reticularis  and  leg  edema, 
whereas  levodopa  caused  involuntary  move- 
ments and  gastrointestinal  toxicity.  Aman- 
tadine caused  physiological  alterations  in 
skin  blood  vessels,  and  although  it  may  have 
a catecholaminemobilizing  action,  it  had, 
unlike  levodopa,  no  effect  on  the  low  homo- 
vanillic  acid  concentration  of  the  cerebro- 
spinal fluid  in  parkinsonism. 
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Physicians'  Classified  — 

Advertisements  in  this  column  are  at  a rate  of  ten 
cents  per  word  with  a minimum  of  $4.00  per  insertion. 
Copy  must  be  received  by  the  fifth  of  the  month  pre- 
ceding date  of  publication  and  should  not  exceed  50 
words.  Advertisements  from  members  of  the  Ne- 
braska Medical  Association  will  be  accepted  without 
charge  for  one  issue.  Each  advertisement  will  be  taken 
out  following  its  first  appearance  unless  otherwise 
instructed.  Where  numbers  follow  advertisements, 
replies  should  be  addressed  in  care  of  The  Nebraska 
Medical  Journal,  1902  First  National  Bank  Building, 
Lincoln,  Nebraska  68508. 


CLINIC  AVAILABLE  — General  practice 
in  furnished  clinic.  County  seat  town,  SW 
Nebraska.  3 nursing  homes  in  town,  good 
territory.  Write  Box  8,  Beaver  City,  Nebraska. 


DECKER  FIBEROPTIC  CULDOSCOPE  — 
Complete  with  case.  Excellent  condition. 
Asking  $250.00.  Contact  Box  31,  Nebraska 
Medical  Journal,  1902  First  National  Bank 
Building,  Lincoln,  Nebraska  68508. 


OFFICE  AND  EQUIPMENT  AVAILABLE 
— Office  building  and  equipment  of  recently 
deceased  48  year  old  general  practitioner,  for 
rent  or  sale.  Excellent  x-ray  facilities,  fully 
equipped  office  ready  for  immediate  occu- 
pancy. Town  of  2000  population,  20  bed  hos- 
pital with  an  extended  care  facility.  Also 
modem  nursing  home.  Contact  Mrs.  Elaine  E. 
Hanisch,  P.O.  Box  325,  St.  Paul,  Nebraska 
68873  or  call  308-754-4788  or  308-754-4781. 


CLINIC  FOR  LEASE  — One  story  air-con- 
ditioned building,  built  in  1964,  26,236  square 
feet.  _ Originally  equipped  as  a 15-bed  hospital 
containing  laboratories,  surgery,  x-ray  and  ■ 
food  preparation  facilities.  Suited  for  institu- 
tional or  commercial  medical,  veterinary  or  f, 
laboratory  uses.  10  minutes  from  downtown 
Lincoln,  ample  parking.  Contact:  Lincoln 

Airport  Authority,  P.  O.  Box  80407,  Lincoln,  % 
Nebraska  68501.  (402)  435-2925. 

WANTED  NOW  — General  Surgeon  to 
practice  with  ten  man  group  in  Hibbing,  Min- 
nesota. Great  area  for  one  interested  in  hunt- 
ing, fishing,  snowmobiling,  skiing,  or  any  out- 
of-door  living.  Superior  schools,  junior  col- 
lege. Modern  clinic  building  but  two  blocks 
from  excellent  hospital  facilities.  Patient  area 
of  50,000.  Compatible  staff.  Call  collect  or 
write  to:  John  J.  Muller,  M.D.  or  O.  A.  Seavey, 
Administrator,  Adams  Clinic,  P.  A.,  Hibbing, 
Minnesota  55746.  Telephone:  218-262-3425.  !; 

ASSISTANT  MEDICAL  DIRECTOR  — I 
We’re  looking  for  a physician  under  age  40,  t 
man  or  woman,  who  will  appreciate  working 
in  a pleasant  environment  and  one  of  the  best 
locations  in  the  nation  to  raise  a family.  We 
prefer  at  least  two  years  of  private  practice; 
may  be  internist,  surgeon,  psychiatrist  or  j 
general  practitioner.  This  career  position  on 
our  medical  team  includes  good  hours  and  | 
liberal  vacation  and  benefit  program.  Salary 
is  negotiable.  If  interested  write  to  our  Medi-  I 
cal  Director:  Fred  Dinkier,  M.D.,  The  Bankers 
Life,  711  High  Street,  Des  Moines,  Iowa  j 
50307. 
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ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

Manuscripts  to  be  presented  for  publication  in  the 
JOURNAL  should  be  typewritten,  double  - spaced,  on  one 
side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
letter  sized  (8%  by  11  in.)  white  paper.  Wide  margins 
(at  least  114  in-  on  left)  should  be  left  free  of  typing. 
On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 
consecutively,  the  page  number  being  shown  in  the  right 
upper  corner  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations 
shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  the  author’s  name,  its  number  and  an  indi- 
cation of  its  “top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent 
directly  to  the  Editor  at  the  Journal’s  address. 

Letters  to  the  Editor  submitted  for  publication  should  be 
prepared  as  above,  and  must  carry  the  notation : To  be 

Published. 

Reprints  should  be  ordered  from  the  printer,  NEWS 
Printing  Company,  Norfolk,  Nebr.  68701. 
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The  Law  . . . 

House  passes  cancer  bill 

The  House  has  passed  S.  1828,  the  Na- 
tional Cancer  Act  of  1971.  The  bill  author- 
izes appropriations  of  $1.6  billion  over  a 
three-year  period  for  cancer  research.  The 
National  Cancer  Institute  would  remain 
within  the  National  Institutes  of  Health,  but 
the  Director  would  be  appointed  by  the  Presi- 
dent, as  would  the  Director  of  NIH.  The 
Cancer  Institute  Director  would  submit  his 
budget  estimate  directly  to  the  President 
after  providing  the  Director  of  NIH  a rea- 
sonable opportunity  to  comment  on  it.  A 
three-member  panel  (which  would  not  in- 
clude the  Director)  would  be  created  to 
monitor  the  development  and  execution  of 
the  program.  The  panel  would  advise  the 
President  of  any  delays  or  blockages  in  the 
rapid  execution  of  the  program.  A Nation- 
al Cancer  Advisory  Board  would  also  be 
created  to  assist  in  the  implementation  of  the 
program. 

Manpower  appropriations 

Congress  is  now  considering  supplemental 
appropriations  for  fiscal  1972  on  the  recent- 
ly enacted  Comprehensive  Health  Manpower 
Training  Act  and  the  Nurse  Training  Act. 
The  Administration  had  requested  $350  mil- 
lion for  both  programs.  This  request,  to- 
gether with  Senate  action  approving  $787 
million,  has  resulted  in  a figure  of  $492  mil- 
lion agreed  to  by  a House-Senate  Conference. 
The  House  adopted  this  Conference  figure 
and  the  Senate  is  expected  to  act  quickly. 


Treatment  of  Anxiety  States  — J.  Dyrud 
(950  E 59th  St,  Chicago  60637).  Arch 
Gen  Psychiatry  25:298-305  (Oct)  1971. 

This  clinical  and  theoretical  paper  discuss- 
es the  broad  areas  of  similarity  and  overlap 
that  exist  between  behavior  therapy  and 
psychoanalytically  oriented  psychotherapy. 
It  opens  with  a fantasy  of  the  origins  of 
anxiety  and  of  some  historical  and  contem- 
porary definitions  from  both  points  of  view. 
A final  common  pathway  of  theory  and  tech- 
nique is  suggested  and  illustrated  with  two 
case  vignettes. 
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Medicinews  . . . 

Movies  moved 

The  Medical  Motion  Picture  Library  of 
the  American  College  of  Surgeons  has  been 
relocated  from  Chicago  to  Danbury,  Conn., 
and  will  be  housed  with  the  Davis  & Geek 
Surgical  Film  Library,  it  was  announced 
jointly  by  the  College  and  Davis  & Geek. 

The  move,  naming  Davis  & Geek  as  offi- 
cial distributors  of  some  1,100  film  subjects, 
was  designed  to  increase  efficiency  of  dis- 
tribution. The  action  was  approved  recently 
by  the  American  College  of  Surgeons  Board 
of  Regents. 


SAMA  to  meet 

The  Student  American  Medical  Associa- 
tion (SAMA)  will  hold  the  22nd  Annual 
Meeting  of  its  House  of  Delegates  at  the 
Biltmore  Hotel  in  Los  Angeles,  California, 
beginning  Friday,  April  28th  and  continuing 
through  Monday,  May  1,  1972.  The  meet- 
ing to  elect  national  officers  and  Board  of 
Trustees  will  include  exhibits  of  a health 
oriented  nature. 

To  accomplish  good  communications, 
SAMA  has  designed  a wide-opened  free  flow- 
ing area  called  DIALOG  CENTER  72.  This 
is  the  focal  point  for  convention  activities  — 
registration,  communications,  elections,  and 
information.  The  CENTER  will  be  a natur- 
al gathering  place  for  students  to  listen  and 
talk  with  educational,  commercial,  indus- 
trial and  governmental  exhibitors. 

Program  highlights  include  educational 
and  project  workshops  on  current  issues  such 
as  National  Health  Insurance,  Doctor  Draft, 
Drug  Abuse,  Population  and  Medical  Edu- 
cation. A keynote  speaker  of  national  prom- 
inance  is  to  be  announced. 

Registration  in  the  Rex  Room  of  the  hotel 
will  open  Friday  morning  at  9:00  a.m.  The 
First  Session  of  the  House  of  Delegates  will 
begin  at  1 :00  p.m.  on  Friday,  April  28th. 
DIALOG  CENTER  72  will  be  open  1 :00  to 
9 :00  p.m.  on  Saturday,  April  29th  and  9 :00 
to  6:00  p.m.  on  Sunday,  April  30th. 


Still  serving... 

Milfown* 

(meprobamate) 
400  mg  tablets 

WALLACE  PHARMACEUTICALS  jvtj| 
Cranbury,  N.J.  08512 
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‘Td  have  come  to  you  sooner,  but  friends  kept 
suggesting  home  remedies.” 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal,  Exec.  Dir. 

Volker  at  Brookside,  Kansas  City,  Missouri  64112 

American  Academy  of  Pediatrics 

E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 

American  College  of  Legal  Medicine 

Miss  Betty  Hanna,  Exec.  Sec. 

60  East  Scott  St.,  Suite  402,  Chicago,  Illinois  60610 

American  College  of  Obstetricians  & Gynecologists 

Michael  Newton,  M.D.,  Dir. 

79  West  Monroe  Street,  Chicago,  Illinois  60603 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Exec.  Dir. 
4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 

American  College  of  Radiology 

William  C.  Stronach,  L.L.B.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60076 

American  College  of  Surgeons 
Dr.  C.  Rollins  Hanlon,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 

American  Diabetes  Association 

Mr.  J.  Richard  Connelly,  Exec.  Dir. 

18  East  48th  St.,  New  York,  New  York  10017 

American  Heart  Association 

James  M.  Hundley,  M.D.,  Exec.  Dir. 

44  East  23rd  St.,  New  York,  New  York  10010 

National  Hemophilia  Foundation 

25  West  39th  Street,  New  York,  New  York  10018 


American  Hospital  Association 

Edwin  L.  Crosby,  M.D.,  Exec.  Vice-Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 

American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hy.,  Park  Ridge,  Illinois  60068 

American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

Hearst  Building,  Third  at  Market,  San  Francisco, 
California  94103 

American  Society  of  Clinical  Pathologists 
Albert  G.  Boeck,  Jr.,  Exec.  Dir. 

710  South  Wolcott  Ave.,  Chicago,  Illinois  60612 

American  Medical  Association 

Ernest  B.  Howard,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 

American  Urological  Association 

Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  North  Carles  St.,  Baltimore,  Maryland  21201 

The  Arthritis  Foundation 

Mr.  Daniel  E.  Button,  Executive  Director 
1212  Ave.  of  the  Americas,  New  York,  N.Y.  10036 

International  College  of  Surgeons 
Aldo  Parentela,  M.D.,  Int.  Exec.  Sec. 

1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 

National  Multiple  Sclerosis  Society 

257  Park  Avenue  South 
New  York,  New  York  10010 

Radiological  Society  of  North  America 

Maurice  D.  Frazer,  M.D.,  Sec. 

713  East  Genesee  St.,  Syracuse,  New  York  13210 

Vocational  Rehabilitation  Administration 

Mary  E.  Switzer,  Commissioner 
Washington,  D.C. 
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ORGANIZATIONS,  STATE  -— 

Alcoholics  Anonymous 

Lincoln  Center  Bldg.,  Lincoln  68508 
American  Red  Cross 

1701  “E”  St.,  Lincoln  68508 
The  Arthritis  Foundation,  Nebraska  Chapter 
Vernon  G.  Ward,  M.D.,  President 
302  Doctors  Building,  Omaha  68131 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha  68132 
Creighton  University  School  of  Medicine 
Joseph  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68131 
International  College  of  Surgeons 

Joseph  J.  Borghoff,  M.D.,  Regent  for  Nebraska 
7906  Dodge  Street,  Omaha  68114 
Multiple  Sclerosis  Society 

Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln  68522 
Muscular  Dystrophy  Assn,  of  America 
Robert  Fitzgerald,  District  Director 
6054  Ames  Ave.,  Omaha  68104 

National  Cystic  Fibrosis  Research  Foundation, 
Nebraska  Chapter 

Mrs.  Mona  Boyd,  Executive  Secretary 
636  Medical  Arts  Bldg.,  Omaha  68102 

National  Foundation,  Inc. 

Dick  Rumbolz,  1620  “M”  St.,  Lincoln  68508 

Nebraska  Association  of  Medical  Assistants 
Mrs.  Barbara  Powell,  President 
4115  North  55th,  Omaha  68104 

Nebraska  Association  of  Pathologists 
Milton  N.  Stastny,  M.D.,  Sec’y-Treas. 

8303  Dodge,  Omaha  68114 

Nebraska  Blue  Cross  - Blue  Shield 

Wm.  H.  Heavey,  Executive  Director 
72nd  and  Mercy  Road,  Omaha  68124 

Nebraska  Chapter 

American  Academy  of  General  Practice 
William  De  Roin,  M.D.,  Secy. 

8258  Hascall  St.,  Omaha  68124 

Nebraska  Chapter 

American  Academy  of  Pediatrics 

H.  E.  Wallace,  M.D.,  State  Chairman 
5145  “O”  St.,  Lincoln  68510 
James  Wax,  M.D.,  Sec’y-Treas. 

118  So.  88th,  Omaha  68114 

Nebraska  Chapter 

American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  M.D.,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha  68131 

Nebraska  Chapter 
American  College  of  Surgeons 

Dr.  Carl  W.  Sasse,  Jr. 

8300  Dodge  Street,  Omaha  68114 

Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 

Nebraska  Diabetes  Association,  Inc. 

Mrs.  E.  H.  Reitan,  Executive  Secy. 

2305  South  10th  St.,  Omaha  68108 

Nebraska  Dietetic  Association 
Marie  Knickrehm,  Ph.D.,  President 
Univ.  of  Nebr.,  East  Campus,  Lincoln  68503 

Nebraska  Division  American  Cancer  Society 

Peter  J.  Zwier,  Executive  Vice  President 
4201  Dodge,  Omaha  68131 

Nebraska  Epilepsy  League,  Inc. 

Box  6412,  Elmwood  Station,  Omaha  68106 

Nebraska  Heart  Association 
Mrs.  Martha  Robertson,  Exec.  Director 
3624  Farnam  Street,  Omaha  68131 


Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln  68508 
Nebraska  Nursing  Home  Association 

Eugene  J.  Thompson,  Executive  Secretary 
3100  “O”  Street,  Lincoln  68510 
Nebr.  Academy  of  Opthalmology  & Otolaryngology 
William  Carter,  M.D.,  Secretary 
234  Doctors  Building,  Omaha  68131 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

602  South  44th  Avenue,  Omaha  68105 
Nebraska  Public  Health  Association 
H.  E.  McConnell,  Dr.  P.H.,  President 
State  Health  Dept.,  Lincoln  68509 
Nebraska  Rheumatism  Association 
Dr.  Arthur  Weaver,  President 
Lincoln,  Nebraska 

Nebraska  Society  for  Crippled  Children 
4016  Farnam,  Omaha  68131 
Nebraska  Society  for  Internal  Medicine 
John  G.  Brazer,  M.D.,  President 
5804  N.W.  Radial,  Omaha  68104 
Nebraska  Society  of  Anesthesiologists 
Dean  Watland,  M.D.,  President 
8601  W.  Dodge  Road,  Omaha  68114 
Nebraska  Society  of  Medical  Technologists 
Marilyn  Crane,  President 
4019  Nicholas,  Omaha  68131 
Nebraska  State  Department  of  Health 
Henry  Smith,  M.D.,  Director 
State  Capitol  Bldg.,  Lincoln  68509 

Nebraska  Medical  Association 
Ken  Neff,  Executive  Secretary 
1902  First  National  Bank  Bldg.,  Lincoln  68508 

Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
307  Baird  Bldg.,  Omaha  68102 

Nebraska  State  Obstetric  and  Gynecology  Society 
Willis  H.  Taylor,  Jr.,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  68131 

Nebraska  State  Orthopedic  Society 
Harold  Horn,  M.D.,  Secretary 
3145  “O”  Street,  Lincoln  68510 

Nebraska  State  Radiological  Society 
James  P.  Schlichtemier,  M.D.,  Sec’y-Treasurer 
8303  Dodge  St.,  Omaha  68114 

Nebraska,  South  Dakota,  North  Dakota  District 
Branch  of  the  American  Psychiatric  Association 

Harry  C.  Henderson,  M.D.,  President 
105  South  49th  St.,  Omaha  68132 

Nebraska  Tuberculosis  & Respiratory  Disease  Assn. 

Delmer  Serafy,  Executive  Secretary 
406  W.O.W.  Building,  Omaha  68102 

Nebraska  Urological  Association 

Louis  W.  Gilbert,  M.D.,  Sec’y-Treasurer 
903  Sharp  Building,  Lincoln  68508 

Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings  68901 

Omaha  Mid-West  Clinical  Society 

Mary  E.  Pilloud,  Executive  Secretary 
1040  Medical  Arts  Building,  Omaha  68102 

POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha  68105 

Rehabilitation  Service  Division 

Fred  A.  Novak,  Assistant  Commissioner 
1701  So.  17th  St.,  Lincoln  68502 

University  of  Nebraska  College  of  Medicine 
Cecil  L.  Wittson,  M.D.,  President 
42nd  and  Dewey,  Omaha  68105 


Notify  The  Journal  of  Any  Changes  Concerning  Your  Organization. 
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PFIZERPEN 
DOSAGE  FORMS 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 


It  costs  very  little 
to  run  reprints — 
write  us  for  prices 

NEWS  Printing  Company 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 
Letterheads  - Statements 
Envelopes  • Office  Forms 
Quality  Printing  at  the  Right  Price 

oooooooooooooooooooooooooooooooooooo 


“By  golly,  you’re  right,  Madam,  that  is  a 
dirty  word!” 
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Orange-flavored 

Pfizerpen  VK  for  Oral  Solution 

(potassium  phenoxymethyl  penicillin) 

125  mg.  (200,000  units)/ 5 cc.: 
bottles  of  100  cc.  and  150  cc. 

250  mg.  (400,000  units)/ 5 cc.: 
bottles  of  1 00  cc.  and  150  cc. 

Pfizerpen  VK  Tablets 

(potassium  phenoxymethyl  penicillin) 

250  mg.  (400,000  units):  bottles  of  100. 
500  mg.  (800,000  units):  bottles  of  100. 


Butterscotch-caramel-flavored 
Pfizerpen  G Powder  for  Syrup 
(potassium  penicillin  G) 

400.000  units/5  cc.: 

bottles  of  1 00  cc.  and  200  cc. 

Pfizerpen  G Tablets 
(potassium  penicillin  G) 

200.000  units:  bottles  of  100  and  500. 

250.000  units:  bottles  of  100. 

400.000  units:  bottles  of  1 00  and  1 000, 
and  unit-dose  pack  of  100  (10  x 10's). 

800.000  units:  bottles  of  100. 


LABORATORIES  DIVISION 

PFIZER  INC  NEW  YORK  NY  10017 


PFIZERPEN* 

COMES  THROUGH  AGAIN. 


Pfizerpen  VK  now  joins  Pfizerpen  G (potassium  penicillin  G)  for  true  economy  in  brand-name 
penicillin  therapy. 

When  you  write  penicillin  VK,  it's  for  acid  stability,  solubility  and  rapid  absorption.  But  when 
you  write  Pfizerpen  VK,  you  add  economy.  Pfizerpen  VK,  more  economical  than  the  two  lead- 

Iing  brand-name  penicillin  VK  products.  G or  VK.  Just  make  sure  it's  Pfizerpen. 

Tablets  and  Powder  for  Syrup 

■ 


G OR  VK.  JUST 
MAKE  SURE  IT’S  PFIZERPEN. 


PFIZERPEN  VK 

(POTASSIUM  PHENOXYMETHYL  PENICILLIN) 


Treatment  of  Parkinsonism  With  Levodopa; 
Follow-up  After  Two  Years  of  Treatment 

— J.  E.  Lee,  R.  D.  Sweet  and  F.  H.  McDow- 
ell. Ann  Intern  Med  75:703-708  (Nov) 
1971. 

One  hundred  patients  with  Parkinson’s  dis- 
ease began  taking  levodopa  in  1968;  72  of 
them  have  continued  treatment  under  close 
supervision  for  at  least  two  years.  After 
treatment  83%  of  patients  were  improved 
25%  or  more  compared  with  their  pre- 
treatment condition;  49%  were  improved 
50%  or  more.  Tremor  improved  more  than 
did  rigidity  or  akinesia.  The  average  dose 
at  two  years  was  4.5  mg/day.  Side  effects 
were  frequent  but  required  treatment  in 
only  three  patients.  Most  common  were  in- 
voluntary movements,  nausea,  transient  de- 
lirium, and  confusion  and  memory  loss.  The 
dementia  associated  with  parkinsonism  im- 
proved in  some  patients  but  progressed  in 
others.  Parkinsonism  did  not  appear  to 
progress  during  levodopa  treatment.  Levo- 
dopa continues  to  be  the  most  effective 
treatment  available  for  parkinsonism. 


Chronic  Tension  Headache  Treated  With 
Amitriptyline:  Double-Blind  Study  — S. 

Diamond  and  B.  J.  Baltes  (5252  N Western 
Ave,  Chicago  60625).  Headache  11:110- 
116  (Oct)  1971. 

The  results  of  a double  - blind  randomized 
clinical  evaluation  of  the  comparative  ef- 
ficacy of  amitriptyline  10  mg  and  amitrip- 
tyline 25  mg  against  placebo  in  the  treat- 
ment of  depressed  or  anxious  patients  with 
chronic  tension  headaches  was  presented. 
Eight  target  symptoms,  one  of  them  being 
headache,  were  measured.  Amitriptyline  10 
mg  showed  statistically  significantly  larger 
reductions  in  symptom  scores  than  placebo 
for  all  eight  of  the  target  symptoms,  includ- 
ing a reduction  in  headache  during  the  first 
period.  The  patient’s  overall  response  was 
statistically  significantly  better  for  amitrip- 
tyline 10  mg  than  for  either  amtitriptyline 
25  mg  or  placebo.  Side  effects  were  related 
to  the  known  anticholinergic  activity  of  the 
drug.  It  appears  that  amitriptyline  at  a dos- 
age of  10  mg  will  alleviate  the  headache  as- 
sociated with  tension. 
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Caution:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. 

Indications 

Pre-Sate  (chlorphentermine  hydrochloride)  is  indicated  in 
exogenous  obesity,  as  a short  term  (i.e.  several  weeks)  adjunct 
in  a regimen  of  weight  reduction  based  upon  caloric  restriction. 

Contraindications 

Glaucoma,  hyperthyroidism,  pheochromocytoma,  hypersen- 
sitivity to  sympathomimetic  amines,  and  agitated  states.  Pre- 
Sate  (chlorphentermine  hydrochloride)  is  also  contraindicated 
in  patients  with  a history  of  drug  abuse  or  symptomatic  cardio- 
vascular disease  of  the  following  types:  advanced  arterio- 
sclerosis, severe  coronary  artery  disease,  moderate  to  severe 
hypertension,  or  cardiac  conduction  abnormalities  with  danger 
of  arrhythmias.  The  drug  is  also  contraindicated  during  or 
within  14  days  following  administration  of  monamine  oxidase 
inhibitors,  since  hypertensive  crises  may  result. 

Warnings 

When  weight  loss  is  unsatisfactory  the  recommended  dosage 
should  not  be  increased  in  an  attempt  to  obtain  increased  ano- 
rexi genic  effect;  discontinue  the  drug.  Tolerance  to  the  anorectic 
effect  may  develop.  Drowsiness  or  stimulation  may  occur  and 
may  impair  ability  to  engage  in  potentially  hazardous  activities 
such  as  operating  machinery,  driving  a motor  vehicle,  or  per- 
forming tasks  requiring  precision  work  or  critical  judgment. 
Therefore,  such  patients  should  be  cautioned  accordingly. 
Caution  must  be  exercised  if  Pre-Sate  (chlorphentermine  hydro- 
chloride) is  used  concomitantly  with  other  central  nervous 
system  stimulants.  There  have  been  reports  of  pulmonary  hyper- 
tension in  patients  who  received  related  drugs. 

Drug  Dependence  Drugs  of  this  type  have  a potential  for  abuse. 
Patients  have  been  known  to  increase  the  intake  of  drugs  of 
this  type  to  many  times  the  dosages  recommended.  In  long- 
term controlled  studies  with  the  high  dosages  of  Pre-Sate, 
abrupt  cessation  did  not  result  in  symptoms  of  withdrawal. 
Usage  In  Pregnancy  The  safety  of  Pre-Sate  (chlorphentermine 
hydrochloride)  in  human  pregnancy  has  not  yet  been  clearly 
established.  The  use  of  anorectic  agents  by  women  who  are  or 
who  may  become  pregnant,  and  especially  those  in  the  first 
trimester  of  pregnancy,  requires  that  the  potential  benefit  be 
weighed  against  the  possible  hazard  to  mother  and  child.  Use 
of  the  drug  during  lactation  is  not  recommended.  Mammalian 
reproductive  and  teratogenic  studies  with  high  multiples  of  the 
human  dose  have  been  negative. 

Usage  In  Children  Not  recommended  for  use  in  children  under 
12  years  of  age. 

Precautions 

In  patients  with  diabetes  mellitus  there  may  be  alteration  of  in- 
sulin requirements  due  to  dietary  restrictions  and  weight  loss. 
Pre-Sate  (chlorphentermine  hydrochloride)  should  be  used  with 
caution  when  obesity  complicates  the  management  of  patients 
with  mild  to  moderate  cardiovascular  disease  or  diabetes  mel- 
litus, and  only  when  dietary  restriction  alone  has  been  unsuc- 
cessful in  achieving  desired  weight  reduction.  In  prescribing 
this  drug  for  obese  patients  in  whom  it  is  undesirable  to  intro- 
duce CNS  stimulation  or  pressor  effect,  the  physician  should 
be  alert  to  the  individual  who  may  be  overly  sensitive  to  this 
drug.  Psychologic  disturbances  have  been  reported  in  patients 
who  concomitantly  receive  an  anorectic  agent  and  a restrictive 
dietary  regimen. 

Adverse  Reactions 

Central  Nervous  System:  When  CNS  side  effects  occur,  they 
are  most  often  manifested  as  drowsiness  or  sedation  or  over- 
stimulation  and  restlessness.  Insomnia,  dizziness,  headache, 
euphoria,  dysphoria,  and  tremor  may  also  occur.  Psychotic 
episodes,  although  rare,  have  been  noted  even  at  recommended 
doses.  Cardiovascular:  tachycardia,  palpitation,  elevation  of 
blood  pressure.  Gastrointestinal:  nausea  and  vomiting,  diar- 
rhea, unpleasant  taste,  constipation.  Endocrine:  changes  in 
libido,  impotence.  Autonomic:  dryness  of  mouth,  sweating, 
mydriasis.  Allergic:  urticaria.  Genitourinary:  diuresis  and, 
rarely,  difficulty  in  initiating  micturition.  Others:  Paresthesias, 
sural  spasms. 

Dosage  and  Administration 

The  recommended  adult  daily  dose  of  Pre-Sate  (chlorphen- 
termine hydrochloride)  is  one  tablet  (equivalent  to  65  mg  chlor- 
phentermine base)  taken  after  the  first  meal  of  the  day.  Use  in 
children  under  12  not  recommended. 

Overdosage 

Manifestations:  Restlessness,  confusion,  assaultiveness,  hal- 
lucinations, panic  states,  and  hyperpyrexia  may  be  manifesta- 
tions of  acute  intoxication  with  anorectic  agents.  Fatigue  and 
depression  usually  follow  the  central  stimulation.  Cardiovas- 
cular effects  include  arrhythmias,  hypertension,  or  hypotension 
and  circulatory  collapse.  Gastrointestinal  symptoms  include 
nausea,  vomiting,  diarrhea,  and  abdominal  cramps.  Fatal 
poisoning  usually  terminates  in  convulsions  and  coma. 
Management:  Management  of  acute  intoxication  with  sym- 
pathomimetic amines  is  largely  symptomatic  and  supportive 
and  often  includes  sedation  with  a barbiturate.  If  hypertension  is 
marked,  the  use  of  a nitrate  or  rapidly  acting  alpha-receptor 
blocking  agent  should  be  considered.  Experience  with  hemo- 
dialysis or  peritoneal  dialysis  is  inadequate  to  permit  recom- 
mendations in  this  regard. 

How  Supplied 

Each  Pre-Sate  (chlorphentermine  hydrochloride)  tablet  con- 
tains the  equivalent  of  65  mg  chlorphentermine  base;  bottles  of 
100  and  1000  tablets. 

Full  information  is  available  on  request. 


take  a new 


(chlorphenterm  i ne 
HCI) 

the  increasingly  practical 
appetite  suppressant 


“I’ll  write  the  ticket  fast  so  you  can  get  right  along  to  your  emergency.” 


Councilor  Districts  and  Counties 

First  District:  Councilor:  Thomas 

J.  Gurnett,  Omaha.  Counties : 
Douglas,  Sarpy. 

Second  District : Councilor : Louis 

J.  Gogela,  Lincoln.  Counties : 
Lancaster,  Otoe,  Cass. 

Third  District:  Councilor:  H.  C. 

Stewart,  Pawnee  City.  Counties  : 
Gage,  Johnson,  Nemaha,  Pawnee, 
Richardson. 

Fourth  District:  Councilor:  Rob- 

ert B.  Benthack,  Wayne.  Coun- 
ties : Knox,  Cedar,  Dixon,  Dakota, 
Antelope,  Pierce,  Thurston,  Madi- 
son, Stanton,  Cuming,  Wayne. 

Fifth  District : Councilor : Robert 

Sorenson,  Fremont.  Counties: 
Burt,  Washington,  Dodge,  Platte, 
Colfax,  Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  Houtz 

Steenburg,  Aurora.  Counties : 
Saunders,  Butler,  Polk,  Seward, 
York,  Hamilton. 

Seventh  District:  Councilor:  Lyle 

Nelson,  Crete.  Counties : Saline, 
Clay,  Fillmore,  Nuckolls,  Thayer, 
Jefferson. 

Eighth  District:  Councilor:  Robert 
Waters,  O’Neill.  Counties:  Cher- 
ry, Keyapaha,  Brown,  Rock,  Holt, 
Sheridan,  Boyd. 

Ninth  District:  Councilor:  Hiram 

Walker,  Kearney.  Counties : Hall, 
Custer,  Valley,  Greeley,  Sher- 
man, Howard,  Dawson,  Buffalo, 
Grant,  Hooker,  Thomas,  Blaine, 
Wheeler,  Loup,  Garfield. 

Tenth  District:  Councilor:  Charles 

W.  Landgraf,  Jr.,  Hastings. 
Counties : Gosper,  Phelps,  Adams, 
Furnas,  Harlan,  Webster,  Kear- 
ney, Red  Willow,  Chase,  Frontier, 
Dundy,  Hitchcock. 

Eleventh  District:  Councilor:  Bruce 
F.  Claussen,  North  Platte.  Coun- 
ties : Lincoln,  Perkins,  Keith,  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  A.  J. 
Alderman,  C hadron.  Counties: 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyenne,  Sioux, 
Dawes. 


NEBRASKA  MEDICAL  ASSOCIATION 
Council  Districts  and  Component  County  Medical  Societies 

COMPONENT  COUNTY  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY 


Adams D.  W.  Kingsley,  Jr.,  Hastings — D.  B.  Foote,  Jr.,  Hastings 

Antelope-Pierce R.  E.  Kopp,  Plainview D.  F.  Johnson,  Jr.,  Osmond 

Boone Roy  Smith,  Albion Wm.  Reardon,  St.  Edward 

Box  Butte J.  J.  Ruffing,  Hemingford F.  P.  Sucgang,  Alliance 

Buffalo J.  H.  Bancroft,  Kearney David  Bacon,  Kearney 

Burt Clifford  Hadley,  Lyons Isaiah  Lukens,  Tekamah 

Cass R.  J.  Dietz,  Plattsmouth G.  D.  Knosp,  Elmwood 

Cheyenne-Kimball-Deuel C.  U.  Bitner,  Sidney John  Byrd,  Kimball 

Cuming L.  L.  Ericson,  West  Point Eugene  Sucha,  West  Point 

Custer Thomas  Lucas,  Broken  Bow 

Dawson W.  K.  Weston,  Lexington W.  B.  Elfeldt,  Lexington 

Dodge W.  H.  Hill,  Fremont W.  B.  Eaton,  Fremont 

Five  County R.  B.  Benthack,  Wayne G.  L.  John,  Wayne 

Four  County James  Maly,  Fullerton Otis  Miller,  Ord 

Gage John  Porter,  Beatrice K.  E.  Gustafson,  Beatrice 

Garden-Keith-Perkins W.  G.  Seng,  Oshkosh H.  W.  Rounsborg,  Oshkosh 

Hall B.  B.  Woodruff,  Grand  Island B.  J.  Moor,  Grand  Island 

Hamilton 1 J.  M.  Woodard,  Aurora E.  A.  Steenburg,  Aurora 

Holt  & Northwest A.  D.  Gilg,  Bassett William  Becker,  Lynch 

Howard R.  W.  Hanisch,  St.  Paul E.  C.  Hanisch,  St.  Paul 

Jefferson Gordon  Johnson,  Fairbury Frank  Falloon,  Fairbury 

Knox R.  H.  Kohtz,  Bloomfield D.  J.  Nagengast,  Bloomfield 

Lancaster John  Clyne,  Lincoln J.  E.  Stitcher,  Lincoln 

Lincoln J.  E.  Nickel,  North  Platte Miles  Foster,  North  Platte 

Madison R.  E.  Klaas,  Norfolk F.  Martin,  Norfolk 

N.W.  Nebraska L.  M.  Magruder,  Chadron Lewis  McCormick,  Crawford 

Omaha-Douglas C.  E.  Wilson,  Omaha D.  J.  Pavelka,  Omaha 

Otoe G.  E.  Burbridge,  Nebraska  City— C.  J.  Formanack,  Syracuse 

Phelps F.  W.  Brewster.  Holdrege Mr.  Rex  Kelly,  Holdrege 

Platte-Loup  Valley T.  Lemke,  Jr.,  Columbus A.  H.  Liebentritt,  Columbus 

Saline Robert  Quick,  Crete Jerry  Adler,  Crete 

Saunders S.  E.  Wallace,  Wahoo J.  E.  Hansen,  Jr.,  Wahoo 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


ART  YES,  SCIENCE  YES 

Apocryphal  stories  are  all  about  wonderful 
things  that  never  happened,  but  I’ll  take 
them  over  timeworn  cliches  any  day.  Like 
where  there’s  smoke  there’s  fire  and  the 
one  about  too  many  cooks;  and  especially 
medicine's  not  a science,  it's  an  art.  Maybe 
some  of  the  art  was  sincere  and  beneficial, 
but  one  is  apt  to  recall  the  art  in  the  artful 
dodger  when  this  kind  of  art  covers  a thin 
veneer  of  science,  like  a mouthwatering 
gravy  on  a poor  roast. 

Architects  cover  their  mistakes  with  ivy, 
cooks  with  mayonnaise,  and  lawyers  with 
whereases.  And  with  our  very  own  cliche, 
we  may  conceal  uncertainty  with  something 
that  may  or  may  not  be  art.  A genuine  feel- 
ing for  the  patient  associated  with  confi- 
dence and  respect  is  the  backbone  of  our 
profession,  but  we  may  not  fall  back,  when 
our  predictions  go  astray,  on  the  old  saw 
about  medicine  being  an  art,  not  a science. 

Medicine  is  a science,  and  its  art  consists 
in  compassion  and  integrity.  The  human 
body  is  scientific,  and  if  it  is  we  who  are 
not,  let  us  not  take  refuge  in  words.  To  tell 
a patient  things  are  going  well  when  we  do 
not  know  is  a debatable  kind  of  art.  And 
as  the  past  quarter  of  a century  has  bom- 
barded us  with  knowledge,  how  much  better 
it  is  to  knoiv.  Perhaps  it  was  good,  in  the 
past,  to  take  the  worries  from  the  patient 
and  from  his  kin  when  we  were  ourselves 
unsure,  like  Fildes’  doctor.  But  if  medical 
articles  are  no  longer  easy  to  read,  for  want 
of  mathematical  skill,  it  is  good. 

For  we  had  much  to  learn,  and  we  know 
more  now.  Let  medicine  be  an  art,  com- 
pounded of  sincerity  and  love.  But  it  is, 
above  all,  a science. 

— F.C. 


DON’T  CALL  IT  A PAPER 

If  the  results  of  a scientific  study  are 
printed  on  paper,  I see  no  reason  to  call 
the  end-product  a paper,  any  more  than  I 
like  calling  the  Mona  Lisa  a canvas,  although 


I have  heard  of  painters  exhibiting  can- 
vases, and  I have  seen  some  that  looked  like 
canvases.  Artists  display  paintings,  how- 
ver.  But  to  hear  “he  read  a paper”  is  a poor 
figure  of  speech ; paper  refers  to,  and  is  used 
for,  so  many  other  things,  and  it  hardly  con- 
jures up  the  picture  of  a finished  medical 
project. 

There  are  not  only  other  words,  there  are 
better  ones.  I like  the  old  word  “essay” ; the 
speaker  of  the  evening  was  once  properly  in- 
troduced as  the  essayist.  “Article”  is  good, 
but  it  sounds  like  a little  work  of  art,  as 
something  of  slight  importance.  Manu- 
script means  the  composition  before  it  be- 
comes an  end-product. 

But  we  have  our  choice  of  many  other 
names:  treatise,  study,  investigation,  work, 
theme,  and  report.  Anyway,  with  so  many 
scientific  reports  being  printed  on  micro- 
film, we  might  say,  “he  read  a microfilm.” 
But  when  you  say  “films,”  you  usually  mean 
moving  pictures,  or  movies;  you  know,  the 
cinema. 

—F.C. 


HOW  TO  BE  A NONCONFORMIST 

You  must  let  your  hair  grow  long,  wear 
steel  spectacle  frames,  sport  a mustache,  and 
go  without  a necktie. 

That’s  the  uniform. 

But  wait  a minute.  Isn’t  that  conform- 
ing? Nonconformists  get  to  be  as  conformed 
as  peas  in  a pod,  and  we  cannot  tell  even  the 
hes  from  the  shes.  We  are  sure  they  can, 
but  it  all  looks  to  us  like  what  one  asterisk 
might  feel  for  another. 

You  know  what  good  old  Pepys  said? 
“I  would  to  God  they  would  either  conform 
or  be  more  wise.” 

—F.C. 

ON  CONSULTATION 

A referral  is  a cry  for  help.  It  is  a two- 
heads-are-better-than-one  device,  but  it  is 
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more  than  that.  It  is  like  the  carpenter  con- 
sulting the  watchmaker  when  the  minute 
hand  has  stopped;  he  is  out  of  his  field  and 
depth.  But  the  larding  of  a chart  with 
questions  that  go  unanswered  helps  neither 
the  doctor  who  requests  consultation  nor 
the  patient. 

Of  course,  if  the  consultant  doesn’t  know, 
either,  or  if  he  agrees  with  you,  it  makes 
you  feel  better  and  suggests  to  the  stricken 
one  that  everything  that  can  be  done  was 
being  done,  that  you  know  as  much  as  the 
consultant,  and  that  you  are  a very  good 
doctor. 

When  the  anesthesiologist  appeals  to  the 
internist,  he  does  not  want  to  be  told  to 
give  plenty  of  oxygen  and  not  to  let  the  blood 
pressure  fall.  If  this  regime  is  good  for  his 
sicker  patients,  he  will  already  be  admin- 
istering it  to  others;  the  advice  is  worth- 
less. One  consultant  was  asked,  “Don’t  you 
agree  we  should  operate  right  away?”  He 
said,  “Yes  indeed,  before  the  ulcer  goes 
away.”  And  a bevy  of  experts  is  supposed 
to  have  voted  3 to  2 for  something  or  other 
medical.  The  Supreme  Court  does  it,  like 
5 to  4,  so  why  can’t  we? 

The  hematologist  came  and  saw  our  pa- 
tient and  nodded  gravely  and  ordered  blood, 
but  the  blood  must  be  freshly  drawn,  he 
said.  On  another  occasion,  his  advice  was 
the  same:  blood,  fresh  blood.  Newly  drawn 
blood  was  his  recommendation  a third  time, 
so  we  concluded  that  we  did  not  really  need 
him.  But  he  came  once  more,  squinted  know- 
ingly, and  said,  “Blood,  old  blood.” 

You  can’t  win. 

— F.C. 


THE  TOWN  THAT  NEEDS  A DOCTOR 

We  hear  a great  deal  about  group  practice 
these  days,  and  I have  heard,  too,  of  the 
Town  That  Needs  A Doctor.  The  Town 
will  happily  get  one,  but  it  will  not  get  two, 
and  the  one  it  gets  will  have  none  of  the 
advantages  of  group  medicine.  He  will  be 
on  call  all  or  most  of  the  time,  and  he  will 
have  no  one  to  talk  shop  with. 

Above  all,  when  a doctor  moves  into  a 
Town  That  Needs  A Doctor,  he  will  always 


be  without  a doctor  and  without  medical 
care  for  himself.  This  alone  may  give  pause 
to  an  MD’s  wife  when  he  tells  her  of  a 
TTNAD. 

I counted  1,329  doctors  in  the  1970  Ne- 
braska roster,  and  54  of  them  seemed  to 
have  no  other  doctors  where  they  practiced. 
That’s  four  percent,  or  one  in  every  25;  I 
had  no  idea  there  were  that  many. 

The  only  doctor  in  town  is  apt  to  be 
lonely  and  tired,  but  he  will  also  be  without 
the  medical  care  he  brings  to  the  Town  That 
Needs  A Doctor. 

—F.C. 


Prolonged  Bed  Rest  in  Treatment  of  Ischemic 
Cardiomyopathy  — G.  E.  Burch  and  C.  D. 
McDonald  (Tulane  Univ  School  of  Medicine, 
New  Orleans  70112).  Chest  60:424-430 
(Nov)  1971. 

Ten  patients  with  ischemic  cardiomyopathy 
and  with  marked  cardiomegaly  and  “intract- 
able” congestive  heart  failure  were  studied 
to  determine  their  response  to  prolonged 
complete  bed  rest  therapy.  Ischemic  cardio- 
myopathy is  similar  to  other  types  of  cardio- 
myopathy with  severe  congestive  heart  fail- 
ure, cardiomegaly  and  electrocardiographic 
abnormalities,  but  is  distinguished  by  a his- 
tory of  myocardial  infarction  or  angina  pec- 
toris. The  prognosis  is  poor  since  patients 
are  subject  to  all  the  complications  of  cardio- 
myopathy as  well  as  to  the  sequelae  of  is- 
chemic heart  disease.  A proper  therapeutic 
approach  encompasses  treatment  of  the  heart 
muscle  disease  as  well  as  of  the  ischemic 
basis.  Management  of  patients  with  ischem- 
ic cardiomyopathy  by  prolonged,  complete 
bed  rest  resulted  in  initial  clinical  improve- 
ment in  all  patients.  Four  patients  experi- 
enced partial  reduction  in  heart  size.  Two  of 
these  patients  lived  four  and  eight  years,  re- 
spectively, after  discharge  and  two  are  pres- 
ently living  seven  and  eight  months  after 
completing  bed  rest  therapy. 
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ORIGINAL  ARTICLES 


Complications  of  Infected  Ventriculoatrial 
Shunt  for  Hydrocephalus  — A Case  Report 


AN  extensive  search  of  the  litera- 
ture over  the  past  10  years  has 
revealed  many  complications 
resulting  from  infected  ventriculoatrial 
shunts  for  hydrocephalus.  Among  these  are 
local  and  systemic  complications  including 
glomerulonephritis.  The  usual  organisms  in- 
volved in  glomerulonephritis  include  sta- 
phylococcus, streptococcus,  proteus,  E coli 
and  serratia.  We  have  not  found  any  cases 
of  glomerulonephritis  in  association  with 
baccilus  subtilis  and  enterobacter  aerogenes. 
It  is  for  this  reason  that  we  believe  the  fol- 
lowing case  is  worthy  of  report. 

Case  History  : A 2%  year  old  white  male 
was  admitted  for  chronic  otitis  media  of 
3 Y2  months  duration  and  anemia  with  a 
hematocrit  of  21%.  Ten  days  before  ad- 
mission, the  tympanic  membrane  ruptured 
and  the  hematocrit  dropped  to  19%.  Re- 
peated blood  cultures  drawn  at  another  hos- 
pital were  reported  to  have  grown  B.  sub- 
tilis and  hemolytic  stphylococcus  coagulase 
positive.  The  child  was  transfused  to  a 
hematocrit  of  38%  at  the  first  hospital. 

Past  History  reveals  birth  at  approximate- 
ly 30  weeks  gestation  with  a weight  of  4 
lb  10  oz,  and  some  cyanosis  during  the  new- 
born period.  At  three  months,  the  child 
had  a ventriculoatrial  shunt  for  hydro- 
cephalus. Over  a period  of  2Y%  years,  the 
child  had  some  30  ear  infections.  Eight 
months  prior  to  admission,  the  child  had  a 
bout  of  hemophilus  meningitis,  successfully 
treated  with  Choramphenicol.  He  was  on 
iron  therapy,  terminated  at  21  months  of 
age,  for  chronic  anemia.  About  10  days 
prior  to  admission  to  Childrens  Memorial 
Hospital,  the  child  began  to  have  bright  red 
urine,  and  a blood  pressure  of  150/110. 
There  was  a note  of  previous  antihyperten- 
sive therapy.  Growth  and  development  were 
only  slightly  retarded. 

Physical  Examination:  Admission  physi- 
cal examination  revealed  an  alert,  irritable, 
white  male  in  no  acute  distress,  with  a high- 
pitched  cry.  Weight  and  length  were  with- 
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in  normal  range,  as  was  the  head  circumfer- 
ence, and  he  was  normothermic.  The  heart 
rate  was  110  and  the  blood  pressure  156/120. 
He  was  dolichocephalic,  there  was  a Pudenz 
pump  located  in  the  right  occipital  area 
which  filled  within  two  to  three  seconds, 
alternating  strabismus,  equal  pupils,  intact 
extraocular  muscle  function,  some  question 
of  bleeding  about  the  nasi  bilaterally,  teeth 
stained  a steel  gray  color  presumably  as  a 
result  of  iron  therapy,  the  pharynx  moder- 
ately reddened,  the  heart  had  a regular 
sinus  rhythm  without  cardiomegaly ; and 
there  were  no  murmurs,  rubs,  or  thrills.  The 
splenic  tip  was  palpable  2 cm  below  the  left 
costal  margin,  and  the  liver  4 to  5 cm  be- 
low the  right  costal  margin.  Neurological 
examination  revealed  equivocal  Babinski  re- 
flexes bilaterally  but  was  otherwise  unre- 
markable. He  was  placed  on  high  doses  of 
Chloramphenicol  and  sodium  aqeous  penicil- 
lin; and  appropriate  consultations  were  ob- 
tained for  his  ear,  nose  and  throat,  neuro- 
surgical, and  renal  status.  Initial  blood  cul- 
tures, obtained  on  admission,  revealed  no 
growth  after  10  days.  EEG  on  admission 
was  normal  with  rhythmic  8/sec  activity, 
urine  was  a brownish-yellow;  and  approxi- 
mately 24  hours  after  admission,  the  child 
had  a generalized  seizure.  Valium  (dia- 
zepam) 5 mg  I.V.  was  given.  The  seizures 
continued  at  4 to  5 minute  intervals,  and 
10  mg  of  Valium  were  further  given  intra- 
venously. The  patient  was  transferred  to 
the  intensive  care  unit,  and  reserpine 
and  Apresoline  (hydralazine  hydrochloride) 

♦From  the  Department  of  Pediatrics,  Creighton  University 
School  of  Medicine. 

fFrom  the  Department  of  Neurosurgery,  Creighton  Univer- 
sity School  of  Medicine. 
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were  given  intramuscularly.  Intravenous 
fluids  were  decreased  to  maintenance  plus 
the  renal  output.  The  patient  was  digital- 
ized with  appropriate  doses  of  digoxin,  and 
the  blood  pressure  rose  to  220/140.  Arfo- 
nad,  600  mg  in  100  cc  of  fluid,  was  started, 
and  blood  pressure  titrated  to  approximately 
100  mm  Hg  systolic.  On  the  third  hos- 
pital day,  the  pulse  was  84  and  regular,  and 
liver  and  spleen  were  still  noted  to  be  as 
enlarged  as  previously.  Blood  pressure  had 
dropped  to  112/80  and  now  was  well  con- 
trolled with  reserpine  and  Apresoline.  How- 
ever, the  pupils  became  fixed  and  dilated, 
the  urine  output  decreased  and  mannitol 
was  instituted  in  an  attempt  to  decrease 
what  was  thought  to  be  cerebral  edema. 
X rays  obtained  on  the  third  hospital  day 
revealed  the  heart  to  be  within  upper  lim- 
its of  normal,  and  the  tip  of  the  V.A.  shunt 
in  good  position.  Mastoid  and  sinus  films 
were  reported  as  normal.  The  EEG  had  be- 
come abnormal  with  paroxysmal  right  fron- 
tal sharp  wave  discharges  and  interhemis- 
pheric  asymmetry  maximal  posteriorly.  These 
changes  were  suggestive  of  right  cerebral 
hemisphere  dysfunction  with  periodic  po- 
tentiality and  epileptogenic  discharges  in 
the  right  frontal  region.  The  blood  pressure 
remained  about  100-130/80-100.  After  the 
mannitol  dosage,  the  pupils  again  became  re- 
active, and  the  patient  responded  to  stimuli 
and  was  increasingly  alert.  He  began  to 
take  oral  fluids. 

With  the  general  improvement  in  all  para- 
meters, the  patient  was  placed  on  Diuril 
(chlorothiazide)  2^  cc  every  12  hours.  The 
liver  receded  to  2 cm  below  the  right  costal 
margin,  the  spleen  was  no  longer  palpable, 
but  the  blood  pressure  again  began  to  in- 
crease despite  Diuril,  Apresoline  and  reser- 
pine. 

Arfonad  was  reinstituted  to  lower  the 
blood  pressure,  and  on  the  4th  hospital  day 
the  patient  became  unresponsive,  the  pupils 
became  dilated  and  nonreactive,  but  he 
again  became  alert  and  responsive.  The 
liver  enlarged  to  three  fingerbreadths  below 
the  right  costal  margin,  and  there  was  an 
increase  in  heart  size  by  x ray.  The  patient 
was  again  digitalized,  and  on  the  6th  hos- 
pital day  there  was  a worsening  of  what 
was  diagnosed  as  glomerulonephritis.  He 


was  felt  to  be  generally  deteriorating  to  the 
point  where  the  ventriculoatrial  shunt  had 
to  be  removed  in  order  to  remove  any  pos- 
sible source  of  infection,  despite  the  fact  that 
it  was  working  well.  In  the  late  evening, 
post-surgery,  the  patient  had  a cardio- 
respiratory arrest  and  was  successfully  re- 
suscitated. Tracheostomy  was  necessary  as 
he  would  not  breathe  on  his  own,  and  he 
was  placed  on  assisted  ventilation.  He  re- 
mained comatose. 

With  the  removal  of  the  shunt,  and  sub- 
sequent culturing  of  Aerobactor  areogenes 
and  bacillus  species,  the  urine  became  free 
of  red  cells  but  the  patient  continued  in  a 
comatose  condition  responsive  only  to  pain. 
On  the  8th  hospital  day,  the  pupils  again 
were  reactive  to  light  and  the  comatose  EEG 
record  revealed  very  large  irregular,  pre- 
dominant delta  activity  with  poor  inter- 
hemispheric  synchrony  without  consistent 
focalization  or  lateralization.  There  were  no 
seizure  discharges  noted. 

While  the  patient  was  receiving  Arfonad, 
he  developed  an  erythematous,  large,  papu- 
lar generalized  rash  which  was  felt  to  be 
due  to  allergy  to  the  Arfonad  and  thus  Ar- 
fonad was  discontinued.  He  was  then  placed 
on  nitroprusside  plus  the  previous  reserpine 
and  Apresoline  (hydralazine  hydrochloride) 
for  control  of  blood  pressure.  The  urine  out- 
put fell.  He  developed  a generalized  edema 
and  Lasix  (furosemide)  was  given.  With 
the  return  of  the  sensitivity  from  the  culture 
of  the  ventriculoatrial  shunt,  the  penicillin 
was  discontinued  and  Keflin  (sodium  ce- 
phalothin)  instituted,  325  mg  intravenously 
every  12  hours,  and  Chloromycetin  continued. 
The  patient  continued  to  have  apneic  spells 
for  which  he  was  placed  on  assisted  respira- 
tion. His  potassium  fell,  and  he  was  given 
intravenous  potassium  chloride  after  which 
he  developed  a run  of  premature  ventricu- 
lar contractions  and  then  complete  cardiac 
arrest.  After  successful  resuscitation  he  de- 
veloped a marked  bradycardia  and  had  two 
successive  cardiac  arrests  on  the  10th  hos- 
pital day. 

His  responsiveness  to  stimuli  improved, 
the  pupils  became  reactive,  and  he  was  start- 
ed on  oral  fluids.  On  the  12th  hospital  day, 
he  showed  a first  degree  to  complete  cardiac 
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block  and  by  the  evening  of  the  13th  hos- 
pital day,  he  developed  a tachycardia  and 
ventricular  fibrillation,  which  was  treated 
with  intravenous  Xylocaine  (lidocaine).  The 
rhythm  returned  to  a sinus  bradycardia,  but 
at  this  time  the  potassium  was  noted  to  be 
elevated,  and  the  heart  rate  went  from  20 
to  40  per  minute.  The  blood  pressure  was 
92/60.  He  was  arousable  but  lethargic.  Ny- 
stagmus of  the  eyes  to  the  left  was  noted. 
On  the  13th  hospital  day,  his  blood  pressure 
again  arose  to  190/100  and  nitroprusside 
was  instituted.  He  subsequently  had  mild 
improvement  and  began  to  feed  himself. 
Steroids,  which  he  had  been  placed  upon  for 
cerebral  edema,  were  decreased.  On  the 
16th  hospital  day,  there  was  a marked  de- 
crease of  fluid  intake  with  oliguria,  despite 
Lasix  (furosemide)  intravenously,  as  well 
as  ascites  developing  in  the  abdomen.  There 
was  a further  cardiac  and  respiratory  arrest 
for  which  he  was  resuscitated  and  he  con- 
tinued to  have  respiratory  difficulties.  Isu- 
prel  1/1000  was  added  to  nebulizer  of 
the  Bird  respirator.  His  tissues  became 
edematous  with  an  increase  in  blood  pres- 
sure to  130-140/90,  but  urinary  output  in- 
creased. Steroids  were  again  increased  and 
the  blood  cultures  were  again  obtained. 
The  spleen  and  liver  again  became  enlarged, 
and  lumbar  puncture  was  performed.  The 
opening  pressure  was  250  mm  Hg  and  the 
reservoir  at  the  site  of  the  previous  A.V. 
shunt  was  tapped.  A repeat  shunt  was 
recommended.  The  blood  pressure  rose  to 
200/140,  the  patient  was  redigitalized,  and 
the  liver  enlarged  to  approximately  10  cm 
below  the  right  costal  margin.  Intravenous 
fluids  were  cut  further  and  moist  rales 
noted  in  the  chest.  The  patient  was  placed 
again  on  assisted  ventilation  and  ventricu- 
lostomy performed.  The  patient  began  to 
drool  red-yellow  frothy  fluid  from  his  mouth 
and  seizure.  The  pupils  became  dilated  and 
fixed  with  irregular  respirations,  heart  rate 
fell  to  8 per  min  and  the  patient  expired. 

Laboratory  Data:  On  admission,  the  C- 

reactive  protein  was  negative,  AS0  titer 
was  625  Todd  units,  LDH  was  160  units, 
and  nose  culture  revealed  no  growth.  Ex- 
amination of  the  cerebrospinal  fluid  was 
within  normal  limits,  and  serum  complement 
was  a normal  level.  Total  serum  iron  was 


80  mcg%,  iron  binding  capacity  was  219 
mcg%,  culture  of  bone  marrow  aspirate  re- 
vealed no  growth  at  72  hours.  Culture  and 
sensitivity  of  ventricular  catheter  revealed 
Enterobacter  Aerogenes  (sensitive  to  Cepal- 
oridine  (loradine),  chloramphenicol,  Kan- 
trex  (kanamycin),  Gantrisin  ( (Sulfsoxazole) 
and  Tetracydin  (tetracycline  hydrochloride). 
Bacillus  species  (later  identified  as  Sub- 
tilis),  sensitive  to  cephalothin,  Erythrocin 
( erythromycin ) , K a n t r e x ( kanamycin ) . 
Urine  albumin  obtained  approximately  10 
days  after  admission  was  0.26  gm  for  24 
hours  or  0.3  gm  per  liter.  Stool  culture  ob- 
tained approximately  7 days  after  admis- 
sion revealed  hemolytic  staph  coagulase  posi- 
tive. Culture  and  sensitivity  of  the  drain- 
age from  the  tracheal  tube  obtained  9 days 
after  admission  revealed  a yeast  sensitive  to 
nystatin. 

Autopsy  Revealed: 

1.  Membranoproliferative  glomerulone- 
phritis 

a.  Acute  renal  failure 

2.  Hydrocephalus  secondary  to  aqueduct 
of  Sylvius  Stenosis 

a.  Status  post-operative  removal  of 
ventriculoatrial  shunt  and  place- 
ment of  ventricular  reservoir. 

b.  Septicemia,  clinical. 

3.  Status  postoperative-tracheostomy 

4.  Acute  erosive  esophagitis  and  gas- 
tritis 

5.  Acute  congestion  of  abdominal  viscera 

Discussion 

The  concept  of  decompressing  hydroce- 
phalus with  a shunt  into  the  vascular  bed 
was  first  suggested  by  Gartner  at  the  Na- 
tional Science  Convention  of  1895  in  Lubeck, 
Germany.  The  advantages  of  ventriculo- 
atrial shunts  are  obvious,  namely,  that  the 
same  procedure  may  apply  to  obstructive  or 
communicated  hydrocephalus,  the  operative 
procedure  is  relatively  simple,  the  system  is 
a closed  system  which  obviates  a risk  of 
ascending  infection,  cerebrospinal  fluid  is 
retained  and  a normal  organ  is  not  sacri- 
ficed. There  are  some  equally  obvious  con- 
traindications, namely  central  nervous  sys- 
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tem  infection,  elevated  right  atrial  pressure 
and  residual  air  in  the  ventricle  from  the 
previous  ventriculography  or  pneumo  en- 
cephalography. 

In  an  excellent  monograph  by  Cohen,1 
in  1966,  some  complications  of  V.A.  shunt- 
ing are  outlined:  (1)  Sepsis  and  Throm- 
boemboli  — Sepsis,  in  15  to  20%  of  the  pa- 
tients is  manifested  by  pyrexia,  splenome- 
galy and  progressive  anemia.  Thromboem- 
boli  may  alter  function  of  tricuspid  valves, 
emboli,  or  give  rise  to  a bacterial  endocar- 
ditis and  finally  cor  pul  monale  may  occur. 
The  valvular  mechanism  may  malfunction 
and  may  result  in  increasing  intracranial 
pressure  with  pseudocysts  developing  about 
the  valve  and  tube  tracts.  (2)  Cardiac 
catheter  — the  cardiac  catheter  may  be  mis- 
placed and  migrate  into  a vessel  such  as  the 
subclavian,  inominate,  jugular  veins;  the 
cardiac  catheter  may  completely  separate 
and  lodge  in  the  pulmonary  arteries  or  the 
right  cardiac  chambers;  the  right  atrium 
may  perforate  with  pericardial  effusion  and 
cardiac  tamponade.  (3)  Rapid  decompres- 
sion may  give  rise  to  subdural  hematoma 
secondary  to  tearing  of  the  bridging  veins, 
with  epidural  bleeding  and  circulatory  over- 
load with  congestive  failure.  Some  further 
complications  are  outlined  by  Crome,2  i.e. 
pulmonary  collapse  and  bronchopneumonia, 
hydronephrosis,  and  hydroureter,  central 
nervous  system  infection  with  Bacillus  pyo- 
cyaneus,  as  well  as  multiple  lesions  in  the 
pulmonary  circulation.  Emory3,  mentions 
the  presence  of  local  arteritis,  periarteritis, 
and  mycotic  aneurysm  formation.  He  also 
mentions  pulmonary  hemosiderosis  with  tri- 
cuspid incompetence  secondary  to  throm- 
bosis of  the  ventricular  catheter  at  the  tri- 
cuspid valve.  The  mechanism  of  the  throm- 
bosis of  the  distal  end  of  the  catheter  has 
been  postulated  to  lie  in  transport  of  brain 
tissue  thromboplastin  to  the  circulation. 
Kurlander  and  Chua4  report  some  roentgen 
evidence  of  complications  of  shunting,  name- 
ly, overlapping  of  the  cranial  bones,  pre- 
mature closure  of  cranial  sutures,  thickening 
of  calvaria,  subdural  hematoma,  and  acute 
pulmonary  edema.  Luthardt,  Bauer,  and 
Hemmer5,  report  in  1967  on  septicemia  de- 
veloping with  bacterial  colonization  of  Spitz- 
halter  or  Pudenz  valves.  They  report  that 


9%  of  all  patients  having  undergone  ven- 
triculoatriostomy  in  the  neurosurgical  hos- 
pital at  their  university  developed  Sepsis. 
In  a third  of  their  cases,  local  complications 
in  the  scalp  wounds  such  as  wound  necrosis, 
fistula  or  subcutaneous  suppration  occurred. 
These  were  caused  in  5 or  6 cases  by  coagu- 
lase  positive  staphylococcus  aureus,  and  in 
one  by  coagulase  negative  staphylococcus 
albus.  In  12  other  cases,  there  was  no  vis- 
ible contamination  of  the  operative  site  but 
symptoms  of  septicemia  occurred  in  8 of 
the  12  cases  within  two  weeks  of  valve  in- 
sertion. Coagulase  negative  staphylococ- 
cus albus  was  the  cause  of  the  organism  in 
6 of  these  cases,  in  one  case  achromobacter 
was  the  infecting  agent,  and  another  case 
it  was  coagulase  positive  staphylococcus 
aureus.  The  short  interval  between  the 
valve  insertion  and  the  onset  of  septicemia 
as  well  as  a preponderance  of  bacteria  be- 
longing to  normal  skin  flora  suggested  to 
these  authors  that  the  bacteremia  in  eight  of 
these  cases  had  originated  in  the  introduc- 
tion of  a saprophytic  organism  at  the  time 
of  surgery.  Four  cases  of  bacteremia  oc- 
curred several  months  after  surgery,  and  in 
two  of  these  staphylococcus  albus  was  the 
cause  of  the  agent  while  in  the  other  two 
staphylococcus  aureus  was  predominant. 
The  clinic  course  in  these  patients  was  ful- 
minant and  sometimes  complicated  by  esteo- 
myelitis  staphylococcal  pneumonia  or  menin- 
gitis. 

The  majority  of  the  cases,  however, 
showed  no  local  complication,  and  apart  from 
septic  temperatures  showed  only  slight 
symptoms  of  sepsis  such  as  anemia  and  he- 
patosplenomegaly.  Four  patients  in  their 
series  died,  two  with  staphylococcus  sepsis 
and  two  in  connection  with  increased  CSF 
pressure  after  removal  of  shunting  appar- 
atus. Intensive  and  specific  antibiotic  ther- 
apy was  successful  in  only  one  of  their  pa- 
tients, and  another  case  was  thought  to 
have  possibly  recovered  spontaneously. 

In  another  series,  Perrin6  reports  on  a 
15  to  20%  shunt  infection,  and  acute  sepsis 
or  indolent  bacteremia  most  often  caused  by 
coagulase  negative  staphylococci.  Use  of 
antibiotics  alone  in  his  series  almost  invari- 
ably failed  to  sterilize  the  colonized  foreign 
body.  Removal  of  the  shunt  was  attendant 
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with  a risk  of  increased  morbidity  from  ac- 
tive hydrocephalus,  ventriculitis  and  multi- 
ple surgical  procedures.  Such  children,  in 
his  series,  were  treated  by  total  removal  of 
the  infected  valve  and  catheters  and  imme- 
diate replacement  in  the  same  site  of  a 
sterile  shunt  including  a reservoir,  followed 
by  systemic  endoventricular  antibotic  cov- 
erage, but  all  six  patients  demonstrated  in- 
sistent bacteremia  with  staphylococcus  epi- 
dermidis  serratia  marscecens,  Ecoli,  and  a 
chromobactor. 

Schimke7  reports  on  staphyloccocemia  as 
a complication  of  ventriculoatriostomy  and 
suggests  that  the  infecting  organism  is  in- 
troduced at  the  time  of  surgery.  He  pro- 
poses that  the  foreign  body  of  the  shunt 
and  traumatized  tissues  resulting  from  sur- 
gery play  a part  similar  to  polyethylene 
valve  and  rubber  catheters  of  the  ventriculo- 
atriostomy and  increase  the  pathogenicity  of 
the  normal  staphylococci  organisms  that  are 
rarely  pathogenetic  in  human  beings.  Fur- 
ther complications  as  proposed  by  Strenger8 
include  cardiac  arrythmias  and  ventricular 
fibrillation  secondary  to  insertion  of  the 
shunt  in  the  right  ventricle  as  well  as  intra- 
cranial hypertension.  An  interesting  side- 
light to  the  complications  has  been  raised  by 
Callaghan9,  in  which  he  mentions  that  the 
septicemia  can  be  controlled  during  therapy 
but  recurs  when  therapy  is  discontinued  and 
a complete  cure  necessitates  the  removal  of 
the  valve. 

Conclusion 

An  organism  which  is  not  normally  causa- 
tive of  glomerulonephritis  as  a complication 
of  hydrocephalus  should  not  be  regarded  as 
a contaminant  per  primam.  Thus,  while  in- 
tensive search  of  the  literature  revealed  no 
evidence  of  the  baccillus  subtilis  as  causa- 
tive of  glomerulonephritis  in  association 
with  hydrocephalus,  it  was  eventually  prov- 
en to  be  part  of  the  main  septic  process. 
(2)  One  would  conclude  that,  even  in  the 
presence  of  a severely  debilitated  patient, 


when  shunt  sepsis  is  suspected,  the  shunt 
should  be  promptly  removed,  a reservoir 
placed  in  situ,  with  appropriate  antibiotic 
coverage,  and  eventual  reshunting  proce- 
dure performed.  This  is  done  independ- 
ently of  the  patency  of  the  shunt.  (3)  Time  is 
of  the  essence  in  the  treatment  of  hyperten- 
sion and  the  antihypertensive  treatment  of 
the  above  patient  should  have  been  started 
as  soon  as  this  complication  was  manifest. 

Summary 

A 2%  year  old  white  male  with  shunt- 
ing for  hydrocephalus  was  admitted  and 
subsequently  expired  secondary  to  prolifer- 
ative glomerulonephritis,  cerebral  edema, 
and  controlled  hydrocephalus  as  well  as  hy- 
pertensive encephalopathy.  Causative  or- 
ganisms were  bacillus  subtilis,  staph  aureus, 
enterobacter  aerogenes.  This  is  a somewhat 
unusual  combination  in  causation  of  glome- 
rulonephritis within  infected  A.V.  shunt. 

We  are  indebted  to  Dr.  Lewis  J.  Fisher  for 
his  assistance  in  the  management  of  this 
patient  and  also  to  Mr.  James  Kolars,  Medi- 
cal student  for  his  help  in  the  management 
of  the  case. 
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Current  Thoughts  on  Management 
Of  Hyperthyroidism 


PART  I 

Hyperthyroidism  may  be  de- 
fined as  the  metabolic  effects 
of  excessive  concentrations  of 
circulating  thyroid  hormone  on  peripheral 
tissues.  Let  us  begin  our  consideration  of 
the  treatment  of  hyperthyroidism  with  a 
review  of  the  etiologies  of  this  condition 
proceeding  from  the  rare  to  the  common 
causes. 

Etiologies  of  Hyperthyroidism 

Although  hyperthyroidism  was  at  one 
time  considered  to  be  the  result  of  excessive 
secretion  of  thyroid-stimulating  hormone  by 
the  pituitary  gland,  this  is  very  rarely  the 
case.  There  has  been  one  patient  reported 
recently  who  had  a pituitary  tumor  which  se- 
creted excessive  amounts  of  pituitary  thyro- 
tropin.1 This  in  turn  caused  the  thyroid 
gland  to  secrete  excessively.  Removal  of  the 
pituitary  adenoma  cured  the  hyperthyroid- 
ism. 

Recently  we  reported  another  unusual 
cause  of  hyperthyroidism  in  patients  with 
trophoblastic  tumors.2  Hydatidiform  moles 
and  choriocarcinomas  can  secrete  a thyroid- 
stimulating  substance  in  quantities  suffi- 
cient to  occasionally  produce  hyperthyroid- 
ism. In  our  two  patients  with  hydatidiform 
mole,  the  hyperthyroidism  was  severe 
enough  to  precipitate  pulmonary  edema.  The 
hyperthyroidism  of  both  of  these  patients 
with  hydatidiform  mole  was  cured  by  re- 
moval of  the  mole,  thus  withdrawing  the 
source  of  the  thyroid-stimulating  substance. 

Struma  ovarii  is  composed  of  true  thy- 
roid tissue  resulting  from  unilateral  develop- 
ment of  an  ovarian  teratoma.  These  tumors 
may  secrete  excessive  amounts  of  thyroid 
hormone,  thus  causing  hyperthyroidism.3 
Obviously,  the  cure  of  the  hyperthyroidism 
depends  upon  removal  of  the  teratoma. 

In  these  days  of  the  consumption  of  pills 
to  produce  weight  loss,  we  are  seeing  a re- 
surgence of  thyrotoxicosis  factitia  due  to 
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ingestion  of  excessive  amounts  of  thyroid 
hormone  preparations.  When  the  history  is 
denied,  this  can  be  recognized  by  the  sup- 
pression of  the  thyroid  uptake  of  radioiodine 
to  very  low  values  and  by  the  absence  of  the 
goiter  which  nearly  always  accompanies 
hyperthyroidism. 

The  autonomous  hyperfunctioning  thyroid 
nodule,  though  more  common  than  the  en- 
tities just  mentioned,  remains  a rare  dis- 
order in  most  parts  of  the  United  States. 
This  is  a true  benign  functional  tumor  of 
the  thyroid  which  secretes  excessively  and 
is  independent  of  any  thyroid  stimulators. 
It  usually  arises  in  a multinodular  gland  and 
attains  a size  of  at  least  3 cm  in  order  to 
produce  hyperthyroidism.4  It  is  recognized 
by  concentration  of  radioiodine  in  the  nodule 
on  the  scintigram  of  the  thyroid  gland  with 
suppression  of  the  remainder  of  the  thyroid 
tissue.  Uncommonly,  there  are  two  or  even 
three  hyperfunctioning  nodules.  These  pa- 
tients do  not  have  the  long-acting  thyroid 
stimulator  found  in  Graves’  disease  which 
I shall  discuss  shortly.  In  most  patients 
with  multinodular  thyroid  glands  and  hyper- 
thyroidism, the  thyroid  scan  shows  diffuse 
uptake  and  it  is  probably  the  tissue  be- 
tween the  nodules  which  is  hyperfunction- 
ing; this  is  a variant  of  Graves’  disease  in 
older  people  who  have  multinodular  goiter. 
The  treatment  of  the  hyperthyroidism  of  au- 
tonomous hyperfunctioning  nodules  is  abla- 
tion of  the  nodule  either  with  radioiodine 
or  with  surgery.  The  most  common  cause  of 
hyperthyroidism  is  Graves’  disease  with  dif- 
fuse hyperplasia  of  the  thyroid.  The  fac- 
tors triggering  this  disorder  remain  obscure. 

Thyroid  Suppressibility  and  LATS 

Thyroid  hormone  given  to  normal  indi- 
viduals in  full  replacement  doses  suppresses 

♦Division  of  Endocrinology  and  Metabolism,  Department  of 
Medicine,  University  of  Alabama  School  of  Medicine,  and 
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the  pituitary  secretion  of  thyroid-stimulat- 
ing hormone.  Consequently,  the  function  of 
the  thyroid  gland  is  markedly  diminished 
and  the  uptake  of  radioactive  iodine  by  the 
thyroid  becomes  very  low.  In  endocrine 
jargon,  this  is  called  normal  thyroid  sup- 
pressibility.  In  Graves’  disease,  the  thyroid 
gland  is  nonsuppressible,  and  the  elevated 
thyroid  uptake  does  not  fall  with  adminis- 
tration of  75  to  150  micrograms  of  triiodo- 
thyronine (or  its  equivalent)  for  one  week. 
With  the  discovery  of  the  long-acting  thy- 
roid stimulator  (LATS)  of  Graves’  disease 
15  years  ago,  the  pathogenesis  of  both  the 
nonsuppressibility  and  the  excessive  thyroid 
secretion  seemed  clearer.  The  long-acting 
thyroid  stimulator,  an  IgG  immunoglobulin, 
is  not  under  normal  endocrine  feedback  con- 
trol. Uncontrolled  synthesis  of  this  ab- 


normal stimulator  by  immunologically  com- 
petent tissue,  triggered  by  an  unknown 
stimulus,  appeared  to  be  responsible  for  the 
hyperthyroidism.  With  concentration  of 
immunoglobulins,  LATS  can  be  found  in  two- 
thirds  of  patients  with  Graves’  disease.  Pre- 
sumably the  bioassay  for  LATS  is  not  sensi- 
tive enough  to  detect  it  in  all  patients  with 
hyperthyroidism.  These  concepts  of  patho- 
genesis have  been  challenged  by  Solomon  and 
Chopra.5  Their  studies  of  patients  with  the 
hyperthyroidism  of  Graves’  disease  showed 
that  there  was  no  correlation  between  the 
serum  level  of  LATS  and  thyroid  size  or  any 
parameter  of  thyroid  function.  In  addition, 
LATS  was  still  present  in  3 of  7 patients 
after  they  regained  normal  suppressibility. 
Persistent  nonsuppressibility  occurred  in  11 
of  20  patients  who  did  not  have  detectable 


ETIOLOGIC  THEORIES 
I.  X 

\ 

LATS 


Non -suppressibility 
Hyperfunction 


Victim 


Figure  1.  Etiologic  theories  of  hyperthyroidism  of  Graves’  disease : 
(1)  unknown  etiologic  agent  X triggers  production  of  the  long-acting  thyroid 
stimulator  which  drives  the  thyroid  to  become  non-suppressible  and  hyper- 
functional ; (2)  thyroid  is  autonomous,  releases  an  antigen  which  causes  forma- 

tion of  LATS,  but  LATS  is  not  a significant  stimulator. 
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LATS.  Although  these  studies  do  not  sup- 
port the  concept  that  LATS  is  the  cause  of 
nonsuppressible  thyroid  function,  the  pres- 
ence of  the  long-acting  thyroid  stimulator 
remains  the  most  attractive  concept  of  the 
pathogenesis  of  hyperthyroidism.  However, 
these  data  revive  the  possibility  that  the 
thyroid  may  be  the  autonomous  culprit 
rather  than  the  victim  in  Graves’  disease 
(Fig.  1). 

Chronicity  and  Choice  of  Therapy 

Because  we  do  not  know  the  cause  of 
Graves’  disease,  the  treatment  cannot  be  di- 
rected at  the  etiology.  Instead,  the  treat- 
ment of  the  hyperthyroidism  of  Graves’ 
disease  is  directed  at  controlling  the  exces- 


sive secretion  of  thyroid  hormone.6  This 
may  be  done  in  two  basically  different  ways : 
first  by  drugs  that  interfere  with  the  syn- 
thesis of  thyroid  hormone,  and  secondly  by 
ablation  of  the  thyroid  surgically  or  with 
radioiodine. 

In  some  patients,  hyperthyroidism  seems 
to  be  a chronic  condition,  while  in  others  it 
probably  subsides  spontaneously.7  (Fig.  2). 
Unfortunately,  there  is  no  way  to  differen- 
tiate those  with  the  chronic  form  from  those 
with  a relatively  transient  bout  of  hyper- 
thyroidism. If  we  could,  this  would  make 
selection  of  the  appropriate  form  of  treat- 
ment easier.  Obviously,  destructive  therapy 
would  be  reserved  for  those  with  chronic 
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Figure  2.  Chronicity  of  the  hyperthyroidism  of  Graves’  disease.  Upper 
panel  shows  the  course  of  a patient  with  long-standing  hyperthyroidism  term- 
inated by  thyroidectomy  abruptly  or  gradually  bj-  131-1.  Lower  panel  shows 
the  course  of  two  patients  with  self  - limited  bouts  of  thyrotoxicosis  ; the 
second  patient  had  three  episodes,  each  lasting  several  months.  Heavy  arrows 
indicate  the  triggering  agent  and  the  horizontal  bars  show  the  duration 
of  action  of  the  etiologic  agent.  Vertical  axis  indicates  the  severity  of 
the  hyperthyroidism. 
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hyperthyroidism  and  antithyroid  drugs 
would  be  more  appropriate  for  patients 
whose  disease  would  be  expected  to  remit 
in  several  months. 

Antithyroid  Drugs 

Astwood  pioneered  the  clinical  use  of  anti- 
thyroid drugs  of  the  thioureylene  type  a 
quarter  of  a century  ago.8  Propylthiouracil 
and  methimazole  (Tapazole)  inhibit  the 
peroxidase  enzyme  system  in  the  thyroid, 
preventing  the  oxidation  of  trapped  iodide 
and  subsequent  incorporation  into  iodotyro- 
sine,  thyroxine,  and  triiodothyronine.  They 
do  not  inhibit  trapping  of  iodide,  but  trapped 
iodide  is  not  bound  to  organic  molecules  and 
diffuses  out  of  the  gland.  The  usual  starting 
dose  of  propylthiouracil  is  300  mg  per  day, 
and  of  methimazole  30  mg  per  day  given  in 
divided  doses  every  8 hours.  Preliminary 
studies  show  that  the  effect  of  methimazole 
on  the  thyroid  peaks  in  6 to  10  hours  and 
lasts  for  24  hours,  but  the  action  may  be 
shorter  in  some  patients.9  The  efficacy  of 
once  a day  dosage  has  not  been  established. 
Occasionally  patients  require  twice  the 
usual  doses ; a larger  initial  dose  may  hasten 
the  response  by  giving  a more  complete 
block  of  synthesis.  The  main  factor  in  de- 
termining the  onset  of  improvement  is  the 
thyroid  content  of  hormone  because  these 
drugs  do  not  interfere  with  secretion;  for- 
tunately most  patients  with  hyperthyroid- 
ism have  rapid  turnover  of  hormone  and 
small  glandular  stores  making  them  sensi- 
tive to  these  drugs.  The  onset  of  response 
occurs  in  10  to  20  days  with  return  to  a eu- 
thyroid state  in  6 to  12  weeks.  Virtually  all 
patients  can  be  controlled  with  drugs.  The 
dose  is  reduced  by  one  third  to  one  half 
when  control  is  achieved  based  on  the  clin- 
ical response  and  the  measurement  of  serum 
thyroxine  or  protein  - bound  iodine.  The 
usual  maintenance  dose  of  propylthiouracil 
is  50  to  200  mg  daily,  and  the  dose  of  methi- 
mazole is  one-tenth  of  that. 

Enlargement  of  the  goiter  usually  indi- 
cates hypothyroidism  caused  by  secretion 
of  thyrotropin  in  response  to  low  circulating 
thyroid  hormone.  This  subsides  with  reduc- 
tion of  the  dose,  or  alternatively  the  full 
dose  may  be  continued  and  120  to  180  mg 
dessicated  thyroid  or  its  equivalent  may  be 
prescribed  in  addition  to  suppress  TSH. 


Rarely  enlargement  of  the  goiter  occurs 
with  exacerbation  of  the  hyperthyroidism 
which  is  clinically  obvious  and  controlled  by 
a larger  dose  of  the  antithyroid  drug. 

Skin  rash  is  the  most  frequent  side  effect 
of  these  drugs  and  occurs  in  a few  percent 
of  patients.  Pruritus  is  common  in  un- 
treated hyperthyroidism,  so  that  one  should 
always  inquire  about  this  symptom  before 
starting  the  antithyroid  drug.  Other  drug 
hypersensitivities  include  arthralgia,  myal- 
gia, and  lymphadenopathy.  Agranulocytosis 
occurs  in  0.4%  of  patients,  usually  heralded 
by  pharyngitis.  Fortunately,  it  is  rapidly 
reversible.  Because  it  may  appear  suddenly, 
frequent  blood  counts  are  of  doubtful  value. 
A white  cell  count  of  3,000  to  4,000  with 
relative  neutropenia  occurs  in  untreated  hy- 
perthyroidism. If  a side  effect  such  as  drug 
rash  or  fever  occurs,  the  patient  can  be 
changed  to  the  other  drug.  Sensitivity  to 
both  propylthiouracil  and  methimazole  is 
uncommon. 

Treatment  is  usually  carried  out  for  one 
year  because  the  early  experience  with  these 
agents  indicated  there  was  less  likelihood  of 
recurrence  when  this  was  done.  In  a com- 
pilation of  10  large  series  of  patients  fol- 
lowed for  1 to  19  years  after  treatment  was 
stopped,  770  of  1332  patients,  or  57.8% 
had  a long-term  remission.10  For  those  pa- 
tients who  have  a long-term  remission, 
treatment  with  antithyroid  drugs  is  ideal 
because  it  leaves  the  thyroid  intact.  At- 
tempts to  predict  in  advance  whether  a pa- 
tient will  have  a long-term  remission,  or 
relapse  when  treatment  is  stopped,  have  had 
limited  success.  Those  patients  with  a re- 
cent onset  of  symptoms  and  with  small  dif- 
fuse goiters  seem  to  do  better.  The  most 
significant  prognostic  factor  for  predicting 
long-term  remission  is  a significant  decrease 
in  the  size  of  the  goiter  at  the  conclusion 
of  treatment  in  comparison  with  that  at  the 
time  treatment  was  begun.10  Normal  sup- 
pression of  the  24-hour  thyroid  uptake  after 
therapy  is  concluded  correlates  well  with 
sustained  remission,  but  this  test  requires 
discontinuing  therapy.11  Alexander  et  al 
followed  short-term  uptakes  while  the  pa- 
tients received  triiodothyronine  as  a guide 
for  the  duration  of  therapy  with  antithyroid 
drugs.  Using  20  minute  thyroid  uptakes 
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with  which  antithyroid  drugs  do  not  inter- 
fere, they  showed  that  loss  of  abnormal  thy- 
roid suppression  correlated  well  with  remis- 
sion, and  persistence  of  abnormal  suppres- 
sion predicted  a relapse  would  occur  when 
drug  therapy  was  stopped.12 

Seventy  percent  of  relapses  occur  within 
one  year  of  stopping  treatment  with  anti- 
thyroid drugs.10  The  relapse  may  be  treated 
satisfactorily  with  a second  or  even  a third 
course  of  drugs.  Recently,  McLarty  et  al 
reported  five  patients  who  had  spontaneous 
remissions  of  recurrent  hyperthyroidism 
when  they  relapsed  after  previous  treatment 
with  antithyroid  drugs.7  The  concept  that 
recurrence  of  thyrotoxicosis  after  conclud- 
ing a course  of  treatment  with  antithyroid 
drugs  necessitates  ablation  of  the  thyroid 
gland  is  not  applicable  to  all  patients,  but 
unfortunately,  there  is  no  way  of  predict- 
ing which  patients  will  have  self-limited 
bouts  of  hyperthyroidism. 

The  major  advantages  of  treatment  with 
antithyroid  drugs  are  that  hyperthyroidism 
can  be  corrected  uniformly  in  a reasonably 
short  time,  no  irreversible  changes  occur, 
lasting  myxedema  is  not  a consequence,  and 
no  damage  is  done  to  the  thyroid  gland  which 
can  then  respond  to  normal  control  mech- 
anisms. The  disadvantages  are  the  high  re- 
currence rate  and  the  long  period  of  treat- 
ment. 

Thyroidectomy 

Thyroidectomy  was  hazardous  until  Plum- 
mer introduced  the  use  of  iodine  in  1922 
for  the  control  of  thyrotoxicosis  before  sur- 
gery. Patients  are  prepared  by  treatment 
writh  antithyroid  drugs  until  they  are  eu- 
thyroid, a procedure  likely  to  take  6 weeks 
to  6 months,  depending  on  the  severity  and 
duration  of  symptoms  before  beginning 
treatment.  Saturated  solution  of  potassium 
iodide  is  given  in  doses  of  5 to  10  drops, 
2 to  3 times  daily,  for  7 to  14  days  before 
surgery  while  antithyroid  drugs  are  con- 
tinued. Iodine  reduces  the  vascularity  of 
the  gland,  produces  involution  of  the  tissue, 
interferes  with  release  of  hormone,  and  may 
reduce  biosynthesis.  Attaining  the  euthy- 
roid state  before  surgery  avoids  hyperthy- 
roid crisis.  In  the  hands  of  an  experienced 
surgeon,  bilateral  subtotal  thyroidectomy 


restores  normal  function  in  the  majority  of 
instances.  With  modem  advances  in  pre- 
operative and  postoperative  care  and  anes- 
thesia, mortality  is  virtually  nil. 

Unfortunately,  complications  still  occur 
with  disturbing  frequency.6  Table  1 sum- 
marizes the  incidence  of  complications  re- 
ported in  bilateral  subtotal  thyroidectomy 
for  hyperthyroidism  from  14  leading  surgical 
centers  in  the  past  22  years  in  over  5000  pa- 
tients; 9 of  these  reports  were  published 
after  1960.  There  is  a much  higher  inci- 
dence of  complications  in  repeated  thyroidec- 
tomy and  these  data  are  not  included  in  the 
table. 

Recurrence  or  persistence  is  more  com- 
mon in  children;  it  is  related  directly  to  the 
size  of  the  remnant  and  inversely  to  the  in- 
cidence of  hypothyroidism.  Hypothyroid- 
ism usually  occurs  soon  after  surgery  but 
may  be  detected  years  later.  The  higher  in- 
cidence is  found  in  studies  with  a longer 
follow-up. 

Tetany  occurred  in  17%  in  one  pediatric 
series.  Permanent  hypoparathyroidism 
shows  no  significant  reduction  in  the  inci- 
dence of  approximately  2%  in  more  recent 
series.  Treatment  with  vitamin  D and  cal- 
cium is  essential  to  keep  serum  calcium  nor- 
mal and  prevent  convulsions,  cataracts,  and 
metastatic  calcification.  Studies  of  para- 
thyroid reserve  after  subtotal  thyroidectomy 
showed  insufficient  reserve  in  30%  of  pa- 
tients, but  it  is  unlikely  that  this  condition 
is  clinically  significant. 

Paralysis  of  the  vocal  cords  is  usually  uni- 
lateral and  found  in  up  to  5.6% ; however, 

Table  1 

INCIDENCE  OF  COMPLICATIONS  DUE  TO 
THYROIDECTOMY  FOR  HYPERTHYROIDISM 
REPORTED  FROM  14  CLINICS 


Percent 

Complication  Incidence 

Mortality  0 - 0.6 

Hypothyroidism  3.6  - 42.8 

Recurrence  or  persistence 0.6  - 17.9 

Hypoparathyroidism  0 - 3.6 

Tetany  (transient)  0 - 8.0 

Vocal  cord  paralysis 0 - 5.6 

Vocal  cord  paresis  0.8  - 10.6 

Wound  problems  and  infections 3.7  - 15.5 

Thyroid  storm  0 - 3.7 

Length  of  follow-up  Minimum 0.5  - 5 years 

Mean  2-10  years 
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in  one  study  30%  of  patients  complained  Graves’  disease,  careful  deliberation  is  neces- 

of  an  altered  voice,  especially  for  singing.  sary  before  electing  surgery;  optimal  ther- 

Wound  infections,  hematoma,  airway  ob-  apy  requires  surgeons  especially  trained  and 

struction  requiring  tracheostomy,  other  post-  experienced.  Poor  cooperation  in  medical 

operative  complications,  and  disfiguring  management  also  suggests  that  the  patient 

scars  were  reported  in  variable  incidence.  may  pose  a difficult  problem  in  the  manage- 
ment of  long-term  postoperative  complica- 
Because  of  the  significant  incidence  of  tions.  Complete  assessment  of  surgical  re- 
complications of  subtotal  thyroidectomy  for  suits  requires  a long  period  of  follow-up. 


Medical  Care  for  Tomorrow* 


ONE  of  the  greatest  problems  to- 
day is  the  proper  distribution 
of  physicians.  In  days  gone 
by,  30  years  ago,  40  years  ago,  a young 
physician  starting  in  practice  would  look 
around  for  a neighborhood  where  there 
were  no  physicians  or  very  few  physicians 
and  rent  an  office  over  a drug  store. 

True,  there  were  specialists  who  congre- 
gated in  the  medical  buildings  and  centers, 
but  there  were  enough  generalists  and 
specialists  who  went  where  their  service  was, 
and  is  needed.  This  is  no  longer  true.  Doc- 
tors are  busy  enough  so  they  do  not  need 
to  make  themselves  easily  available. 

But  the  chief  reason  for  congregating  in 
medical  centers  is  that  the  use  of  ex- 
pensive equipment  is  today  a part  of  medi- 
cal practice.  In  fact,  a doctor  practicing 
alone  can  hardly  afford  the  sophisticated 
equipment  necessary  to  diagnose  and  treat 
illness  the  way  he  feels  it  should  be  done. 
The  practice  of  medicine  is  so  complicated 
today  that  it  takes  a brave  soul  to  venture 
into  a general  practice,  where  the  doctor  is 
supposed  to  know  everything  about  every- 
thing. The  result:  more  and  more  special- 
ists congregating  where  equipment  is  avail- 
able, where  transportation  is  good  and  park- 
ing is  easy  and  not  expensive.  Along  with 
this,  the  doctor’s  hours  are  more  and  more 
those  of  the  business  community  — 8 to  5. 

What  do  sick  people  do  after  5?  They  go 
to  the  only  place  where  they  know  someone 
is  available,  the  hospital  emergency  room. 
Last  year,  39  million  patient  visits  were  re- 
corded in  hospital  outpatient  facilities.  Is 
this  the  proper  way  for  the  medical  profes- 
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sion  to  deliver  medical  care  to  the  public? 
In  many  instances,  care  is  given  by  doc- 
tors in  training.  In  most  cases,  there  is  no 
time  for  adequate  history  taking  or  exam- 
ination. Most  of  the  time,  there  is  no  fol- 
low-up. Certainly,  there  is  no  record  of  a 
patient’s  previous  illness  and  a list  of  medi- 
cations being  used.  On  these  and  other 
counts,  emergency  room  care  for  the  average 
nonemergency  illness  is  inadequate. 

What  can  be  done  to  improve  this  situa- 
tion? Also,  what  can  be  done  to  make  good 
medical  care  available  in  the  neighborhoods 
that  are  not  near  the  medical  center,  or 
for  people  who  have  no  automobiles,  or  for 
the  mother  of  a family  when  father  needs 
the  family  car  to  go  to  his  job?  Certainly, 
there  are  solutions. 

The  day  of  the  solo  practitioner  over  the 
drug  store  will  never  return,  because  the 
doctor  there  cannot  afford  the  costly  equip- 
ment necessary  to  do  a good  job  — and  every 
doctor  wants  to  practice  good  medicine. 

Will  the  doctor  return  to  the  residential 
area  if  other  doctors  come  with  him  in  an 
arrangement  where  equipment  for  diagnosis 
and  treatment  can  be  readily  available?  I 
think  he  will. 

Would  such  a facility  answer  the  need 
for  medical  care  and  relieve  the  hospital 

♦Delivered  at  the  Nebraska  State  Medical  Association  meet- 
ing, Omaha,  Nebraska,  April  27,  1971. 
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outpatient  department  of  its  heavy  patient 
load  of  people  who  need  a general  physi- 
cian, not  a general  hospital?  It  could  do 
this  if  properly  utilized. 

Where  will  we  get  physicians  who  will 
practice  in  this  manner?  The  answer  to 
this  one  is  easy.  The  output  of  physicians 
is  increasing  rapidly.  The  medical  schools 
in  Illinois,  in  Indiana,  in  Iowa,  and  many 
other  states  are  doubling  their  enrollment. 
The  curriculum  is  being  shortened.  By  the 
end  of  this  decade,  our  medical  schools 
will  be  graduating  20,000  physicians  per 
year,  compared  to  about  10,000  today.  A 
survey  of  medical  schools  in  Illinois  last 
year  revealed  that  85%  of  the  students 
will  opt  for  group  practice. 

Doctors  today  are  finding  the  necessity 
of  more  and  more  special  equipment  and 
help  from  allied  personnel.  Doctors  need 
help  with  record  keeping  and  business  ad- 
ministration. The  answer  to  all  of  these 
requirements  is  group  practice.  During  the 
past  decade,  group  practice  has  increased 
fourfold.  If  this  keeps  up,  by  1980  we 
should  have  three-fifths  of  our  doctors  prac- 
ticing in  groups.  I predict  it  will  be  far 
more  than  that. 

Where  will  these  health  care  facilities  be 
located?  If  the  facility  is  a self-contained, 
fully  equipped  multispecialty  provider  of 
medical  care,  it  will  not  need  to  be  in  the 
shopping  center,  or  the  medical  center.  It 
can  be  in  the  neighborhood.  Will  all  groups 
be  located  in  residential  areas?  Obviously 
not.  Some  will  be  adjacent  to,  or  even  pur- 
chase space  from  neighborhood  hospitals. 
Some  will  be  located  in  shopping  centers 
where  people  congregate. 

Some  will  be  highly  specialized.  Some 
groups  will  be  single  specialty,  and  probably 
these  will  be  located  within  or  adjacent  to 
a well  equipped  hospital.  Will  every  physi- 
cian be  a part  of  a group?  There  are  some 
specialties  that  can  serve  more  people  by 
serving  several  groups.  An  ophthalmolo- 
gist, since  his  equipment  is  useful  only  to 
him,  may  want  to  practice  alone.  Every 
group  could  not  use  a pediatric  cardiologist. 
Also,  a great  many  of  us  who  have  been 
solo  practitioners  for  years  may  elect  to 


practice  alone,  or  in  a building  that  has 
diagnostic  equipment  and  services  available. 

What  hours  of  service  will  be  provided 
by  these  neighborhood  clinics?  With  a 30- 
or  40-man  clinic,  there  is  no  reason  why 
service  cannot  be  available  from  daylight  to 
dark,  with  a person  on  duty  all  of  the 
time.  Junior  physicians  could  take  their 
turn  for  night  duty  — or  this  might  be  a 
good  use  for  a retired  army  medic  who 
wants  to  stay  in  the  business  after  retiring 
from  service.  Especially  in  neighborhoods 
where  there  is  a tendency  to  violence,  a six- 
foot-five-inch  ex-sergeant  might  be  the  one 
to  answer  the  night  bell.  With  such  an  ar- 
rangement, people  who  need  medical  care 
at  night  would  go  to  the  facility  where  they 
are  accustomed  to  getting  medical  care. 

Their  records  would  be  there  and  readily 
available,  and  the  night  physician  could  call 
the  member  of  the  group  who  knows  the  pa- 
tient, if  necessary.  For  those  who  are  in 
need  of  hospitalization,  a member  of  the 
group  could  meet  the  patient  at  the  hos- 
pital. The  medical  clinic  would  be  the  gen- 
eral practitioner  for  the  neighborhood.  We 
would  be  back  where  we  started  with  medical 
care  within  walking  distance  of  many,  read- 
ily available  for  all. 

What  about  the  rural  areas?  Where  will 
they  get  the  care  that  they  need?  A re- 
cent survey  in  Iowa  revealed  that  almost 
no  one  was  farther  than  20  minutes  from 
medical  care.  But  even  20  minutes  is  too 
far  for  a person  badly  injured.  It  is  too 
long  for  a worried  mother  who  wonders 
what  to  do  if  her  children  need  care  in  a 
hurry. 

The  day  of  the  rural  practitioner  at  the 
crossroads  town  will  probably  never  return. 
He  will  not  be  happy  without  adequate  fa- 
cilities and  equipment,  and  someone  to  take 
over  when  he  goes  for  continuing  educa- 
tion, or  for  a vacation.  No  doctor  wants 
to  practice  poor  medicine,  and  few  solo  prac- 
titioners are  able  to  afford  the  equipment 
needed  to  do  the  things  that  he  wants  done. 
So  he  moves  to  the  county  seat,  or  joins 
a group  in  the  city. 

The  answer  for  a rural  town  is  for  the 
group  practice  in  the  county  seat  to  estab- 
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lish  a branch  clinic,  or  spot  where  they  can 
send  a doctor  several  days  a week,  or  more 
days  if  needed.  A local  nurse  can  man 
the  facility  and  be  available  on  call  for 
emergencies.  She  can  do  an  electrocardio- 
gram and  transmit  it  by  phone  to  the  center. 
She  can  call  an  ambulance  or  helicopter 
when  needed.  She  can  be  involved  in  deci- 
sion-making far  more  than  is  the  custom 
today. 

How  can  these  group  clinics  which  are 
spread  across  the  big  and  small  cities  in 
every  population  area  fit  into  the  picture  of 
education  of  our  young  doctors?  A recent 
survey  in  the  New  England  Journal  of  Medi- 
cine shows  that  of  any  1,000  people  in  any 
given  month,  250  saw  a doctor,  nine  were 
hospitalized,  and  one  was  sent  to  a university 
medical  center. 

Then  why  do  we  train  our  interns  and 
residents  chiefly  in  a medical  center  where 
only  one  of  a thousand  people  go?  More 
should  be  trained  at  the  community  hos- 
pital where  nine  out  of  a thousand  go,  or 
nine  out  of  250  that  are  sick.  Better  yet, 
why  not  give  them  part  of  their  training 
where  all  of  the  250  who  see  a doctor  ap- 
pear for  diagnosis  and  treatment?  After 
graduation  from  medical  school,  and  after  a 
residency  of  two  or  three  years,  each 
trainee  could  benefit  by  at  least  one  year  of 
apprenticeship  with  a group  practice  or  a 
solo  practitioner  who  is  expert  in  the 
trainee’s  chosen  specialty.  This  should  be 
a requirement  for  specialty  board  eligibility 
and  for  entering  practice. 

I have  painted  a picture.  How  do  we 
make  the  picture  come  alive?  It  will  take  a 
bit  of  doing,  but  maybe  it  will  be  easy. 
Group  practice  is  increasing  rapidly.  Most 
of  the  bills  now  being  introduced  into  Con- 
gress contain  provision  for  practice  by 
groups.  When  all  of  the  bills  finally  get  to 
the  Ways  and  Means  Committee,  it  is  logical 
to  assume  that  this  committee  will  need 
to  take  a good  look  at  this  method  of  de- 
livery which  is  mentioned  so  frequently  and 
praised  so  highly.  Across  the  country,  medi- 
cal associations  are  giving  consideration  to 
creation  of  foundations  which  can  accept 
funds  to  provide  care  in  undersupplied  areas 
or  to  monitor  the  practice  of  medicine  to 
increase  efficiency. 


A final  subject  that  needs  attention  is 
infant  mortality.  Statistics  show  that  the 
United  States  ranks  far  below  many  coun- 
tries in  this  regard.  It  is  true  that  the 
method  of  arriving  at  the  figures  varies 
greatly.  If  all  countries  used  similar  meth- 
ods of  calculation,  the  United  States  would 
improve  its  position.  But  the  important 
point  is  the  baby,  not  the  position  of  the 
United  States  on  the  statistical  ladder. 

We  must  do  everything  possible  to  cure 
the  conditions  that  cause  infant  death.  In 
the  past  two  decades,  the  infant  mortality 
in  this  country  has  been  reduced  from  47 
per  1,000  to  20  per  1,000.  But  the  infant 
death  rate  in  the  deprived  areas  is  still  far 
too  high.  The  causes  are  poor  nutrition, 
high  incidence  of  teenage  pregnancy  and 
illegitamacy,  unwanted  babies  causing  ex- 
pectant mothers  to  refuse  prenatal  care, 
poverty,  lack  of  available  care,  and  a host 
of  other  social  conditions  that  prevent  a 
baby  from  being  born  healthy  and  at  term. 
Our  obstetricians  are  to  be  congratulated  for 
saving  as  many  as  they  do,  but  the  morbidity 
is  high  when  babies  are  not  born  well  and 
do  not  develop  normally.  Many  of  these  in- 
dividuals may  never  reach  their  full  potential. 

The  social  conditions  over  which  the  physi- 
cian has  had  no  control  are  a barrier  to  im- 
provement. If  no  one  else  will  correct  these 
situations  the  physician  must  be  given  con- 
trol of  the  social  conditions.  A foundation 
created  by  the  local  medical  society,  pos- 
sibly with  the  health  department,  could  ac- 
cept and  manage  funds  to  accomplish  these 
aims.  Federal  agencies  that  are  responsible 
for  funds  in  the  maternal  and  child  area 
should  make  funds  available  for  the  estab- 
lishment of  a maternity  center  in  every  ap- 
propriate population  center  in  deprived 
areas.  These  centers  should  be  within 
walking  distance  for  most  people.  The  fa- 
cility should  be  staffed  with:  physicians, 
nurses  to  help  with  delivery  of  babies,  out- 
reach people  to  comb  the  neighborhood  to 
contact  the  pregnant  girls  and  women. 

In  some  cases,  visiting  nurses  should 
bring  at  least  some  prenatal  care  to  the 
mother  who  has  no  one  to  baby-sit  with  her 
family.  The  center  should  be  capable  of 
holding  classes  in  family  planning.  Sex  edu- 
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cation  classes  could  be  taught  for  teenagers 
and  even  10-j^ear-olds.  The  center  should 
be  equipped  to  deliver  those  patients  who 
are  expected  to  deliver  normally.  With  to- 
day’s early  ambulation,  mothers  can  be 
sent  home  early,  and  visiting  nurses  be  sent 
for  follow  up. 

Nutrition  must  have  attention.  A preg- 
nant woman  who  lives  on  sweetrolls  and 
candy  bars  cannot  beget  a normal  child; 
all  she  gets  is  fat  and  eclampsia.  Addition- 
al food  stamps  must  be  provided  where  indi- 
cated. And  someone  must  check  to  be  sure 
good  protein  food  is  used  properly.  Greater 
welfare  funds  should  be  available  when 
needed.  Good  prenatal  attention  and  educa- 
tion in  sanitation  are  priorities. 

All  of  these  factors  will  increase  the  pos- 
sibility of  delivering  a healthy  baby  at 
term,  instead  of  a premature  or  otherwise 
unhealthy  child.  And  we  will  save  money 
in  the  long  run  by  reducing  the  incidence  of 
the  retarded  and  slow  learners.  Every  child 
has  the  right  to  be  born  healthy,  and  if  he 
is  born  healthy,  the  infant  mortality  rate 


will  go  down,  and  we  will  have  healthier, 
smarter  youngsters. 

You  will  notice  that,  in  many  of  the  areas 
that  I have  discussed,  we  cannot  work 
alone.  For  the  medical  centers  and  ma- 
ternity centers  — we  need  a partnership 
with  the  Government.  In  some  areas  this 
could  be  by  purchase  of  health  insurance 
for  the  poor,  as  the  AMA  proposes  in  our 
Medicredit  plan.  For  maternity  centers,  we 
will  need  money  for  facilities. 

We  are  no  longer  afraid  of  the  govern- 
ment. Congress  has  learned  that  their 
schemes  are  the  costliest  and  most  ineffi- 
cient. I’m  sure  they  will  listen  if  we  con- 
duct ourselves  as  reasonable  men,  willing  to 
work  in  a partnership  with  the  govern- 
ment in  solving  the  problems  of  our  people. 
There  is  room  for  improvement.  Health 
care  can  be  improved.  It  is  being  improved. 

Improvement  will  be  speeded  up  so  that 
we  will,  within  this  decade,  have  enough  doc- 
tors and  one  level  of  medical  care  readily 
available  to  all,  provided  in  a manner  that 
is  suitable  to  the  people  of  the  United  States. 


Amenorrhea  Following  Oral  Contraceptives 


IN  the  past  five  years  amenor- 
rhea following  oral  contracep- 
tives has  been  reported.1*13  Be- 
cause of  the  gonadotropin  suppressive  activ- 
ity of  these  drugs,  the  assumption  has  been 
made  that  a causal  relationship  exists.  The 
incidence  of  the  “oversuppression”  syn- 
drome is  unknown;  however,  it  would  ap- 
pear to  be  relatively  small.  In  the  survey 
on  oral  contraceptives  conducted  by  The 
American  College  of  Obstetricians  and  Gyne- 
cologists, 1966,  46.1%  of  the  respondents 
had  observed  patients  with  longstanding 
amenorrhea  after  discontinuation  of  this 
medication. 

More  recent  reports  contain  greater  num- 
bers of  patients  with  this  problem.  If  the 
estimated  incidence  of  this  syndrome  is  1 
to  2%  and  there  are  presently  over  8,500,000 
women  using  oral  contraceptives,  every 
physician  will  be  called  upon  to  manage  the 
problem. 


JOHN  H.  MATTOX.  M.D. 
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A recent  patient  seen  at  the  University 
of  Nebraska  Hospital  gynecological  endoc- 
rine service  resulted  as  the  stimulus  for 
this  review.  She  is  a 25  year  old,  married, 
nulligravida  whose  chief  complaints  were 
secondary  amenorrhea  of  30  months  dura- 
tion, and  infertility.  Her  menarche  was  at 
the  age  of  13;  menses  occurred  every  28  to 
30  days  with  4 to  6 days  of  flow;  she  had 
no  significant  pain.  She  reported  taking 
Ortho-Novum  2 mg  from  January,  1964  to 
January,  1968.  Following  its  discontinua- 
tion, spontaneous  menstrual  cycles  did  not 
occur.  Her  physician  tried  unsuccessfully  to 
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induce  uterine  bleeding  with  an  oral  proges- 
tin and  two  cycles  of  clomiphene.  On  one 
occasion  following  a short  course  of  Provest, 
she  experienced  scanty  withdrawal  bleeding. 
Her  physical  examination  was  unremarkable. 
Her  skull  series  was  normal.  The  PBI  was 
6.6  mcg% ; the  T3  was  22.5  mcg%.  The  17 
ketosteroids  and  Porter  Silber  chromagens 
were  slightly  low,  but  plasma  cortisols  were 
normal  with  the  usual  diurnal  variation. 
Endometrial  biopsy  and  a uterine  curet- 
tage did  not  render  enough  tissue  to  per- 
mit a diagnosis.  Plasma  FSH  was  normal 
(9mlu/ml).  A maturation  index  showed 
28%  superficial  cells.  A laparoscopy  was 
performed  and  no  follicles  or  corpora  lutea 
were  evident.  The  patient  had  withdrawal 
bleeding  when  she  received  large  doses  of 
estrogen  followed  by  progesterone.  Gonado- 
tropin therapy  was  offered  but  the  patient 
and  her  husband  decided  to  begin  adoption 
proceedings. 


Review  of  Literature 

The  summary  of  the  salient  points  from 
the  reported  cases  is  seen  in  Figure  1.  Pa- 
tients with  oligomenorrhea  or  amenorrhea 
of  less  than  three  months  duration  were  ex- 
cluded. The  majority  of  patients  were  util- 
izing the  medicine  for  contraception;  some 
patients  were  being  treated  for  irregular 
menses.  Many  of  the  patients  had  no  ob- 
vious organic  pathology.  Some  authors  re- 
ported associated  obesity,  adult  onset  dia- 
betes mellitus,  cystic  fibrosis,  neurofibro- 
matosis, mild  hirsuitism,  and  salpingoophor- 
itis.4- 8 Upon  reviewing  this  summary  it  can 
be  seen  that  the  patients  were  predominately 
young,  nulliparous,  and  had  taken  a non- 
sequential contraceptive.  This  syndrome 
has  been  reported  following  sequential  ther- 
apy. Symptoms  appeared  after  as  little  as 
three  months  of  therapy.  Two  patients  in 
the  series  had  premature  ovarian  failure; 


Figure  1. 


Author 

No.  Cases 

Age  (Yr.) 

Nullipara 

Irregular 

Menses 

Combined 

Therapy 

Duration 
Rx  (mo.) 

Range  of 
Rx  (mo.) 

Galactorrhea 

Ho row i tz 

6 

27.3 

2 

6 

28 

6-42 

Shearman 

22 

25.6 

16 

14 

22 

20.1 

3-56 

3 

Homes  ley 

13 

23.7 

10 

12 

14 

3-42 

Dodek 

4 

23.5 

4 

1 

4 

17.5 

7-30 

Halbert 

35 

NR 

20 

25 

26 

3-60 

10 

Hayes 

1 

31 

0 

1 

24 

12 

MacLeod 

14 

26 

9 

4 

14 

31 

6-54 

1 

Friedman 

19 

24.5 

15 

5 

18 

26.6 

6-60 

9 

Spell acy 

4 

25 

4 

2 

4 

25 

12-48 

Rankin 

2 

23.5 

2 

2 

16.5 

12-21 

Wh i te 1 aw 

5 

26 

2 

5 

20.1 

8-18 

TOTAL 

125 

84 

51 

114 

23 

AVERAGE 

25.6 

22.3 

NR  - Not  recorded 
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one  patient  demonstrated  a pituitary  aden- 
oma.4’ 8’ 10 

When  reviewing  the  laboratory  data,  thy- 
roid function  studies,  17  ketosteroids,  17  hy- 
droxysteroids,  and  gonadotropins  were  usual- 
ly normal.  Low  or  low  normal  PBIs  were 
recorded  in  14  patients  who  were  clinically 
euthyroid.  Thyroid  medication  did  not  cor- 
rect the  amenorrhea  in  three  patients.1 
Baseline  estrogens  were  low  in  16  out  of  19 
patients  in  Shearman’s  series.  Urinary  gon- 
adotropins were  low  in  16  patients  and  ele- 
vated in  the  two  patients  with  ovarian  fail- 
ure. 

The  forms  of  therapy  fell  into  the  several 
categories.  Prednisone,  Clomid,  and  gona- 
dotropins were  the  major  forms  of  treat- 
ment. Several  patients  spontaneously  cor- 
rected the  problem.  Insufficient  time  and 
limited  data  will  not  permit  a definite  prog- 
nosis. Thirty-five  pregnancies  have  been 
reported  to  date;  many  of  the  patients  were 
undelivered  at  the  time  of  original  publica- 
tion. Post  treatment  followup  was  men- 
tioned in  only  a few  instances.  Following 
therapy  with  or  without  subsequent  preg- 
nancy, several  patients  resumed  their  amen- 
orrheic  state. 

Comments 

The  articles  suggest  that  amenorrhea  fol- 
lows oral  contraceptives  as  a result  of  gona- 
dotropin inhibition  at  the  hypothalamic  level, 
This  etiology  has  not  been  proven. 

Investigation  should  be  initiated  after  six 
months  of  amenorrhea.  The  patient’s  emo- 
tional status  should  be  considered  as  a pos- 
sible explanation.  The  incidence  of  spon- 
taneous amenorrhea  is  2 to  7%. 2 Premature 
ovarian  failure  or  a pituitary  adenoma  are 
also  distinct  possibilities. 

The  evaluation  should  include  an  attempt 
to  induce  withdrawal  bleeding  with  a proges- 
terone. Medroxyprogesterone  acetate,  10  mg 
tablets,  twice  a day  for  five  days  will  pro- 
vide sufficient  challenge  to  the  properly 
primed  endometrium.  Withdrawal  bleeding 
virtually  eliminates  the  likelihood  of  ovarian 
failure  or  a pituitary  tumor.  Thyroid  and 


adrenal  function  studies  should  be  obtained 
on  the  basis  of  the  patient’s  symptoms  and 
physical  findings.  Random  utilization  of 
laboratory  tests  is  costly  and  not  warranted. 

The  treatment  of  this  variant  of  secondary 
amenorrhea  is  aimed  at  restoring  gonado- 
tropin function.  Minor  degrees  of  suppres- 
sion will  respond  to  small  doses  of  estrogen, 
prednisone,  or  clomiphene.  Gonadotropins 
are  required  to  treat  the  patient  with  com- 
plete suppression.  The  long  term  prognosis 
for  these  patients  remains  in  question. 

Finally,  it  seems  prudent  to  forego  regu- 
lation of  menses  with  oral  contraceptives. 
The  patient  with  irregular  uterine  bleeding 
desiring  oral  contraception  must  be  in- 
formed about  the  possibility  of  amenorrhea. 
Sequential  therapy  may  be  offered  as  these 
drugs  are  less  potent  gonadotropin  inhibi- 
tors. 
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The  Management  of  the  Nodular  Thyroid 
And  its  Relation  to  Thyroid  Carcinoma* 


THE  management  of  nodular 
goiter  remains  an  enigma  be- 
cause of  uncertainty  about  two 
aspects : ( 1 ) the  amount  of  disease  warrant- 
ing treatment,  especially  surgical  treatment, 
and  (2)  the  extent  of  the  surgical  procedure 
when  there  is  cancer  of  the  thyroid  gland. 
As  many  as  half  of  the  population  may 
have  goiters.  Mortensen  and  associates,1 
studying  thyroid  glands,  found  nodular  goi- 
ters in  525  of  1,000  routine  autopsies.  In 
pediatric  patients  with  goiters,  Sanfelippo 
and  associates2  found  that  37%  had  nodular 
goiters.  In  general,  goiter  is  seen  infre- 
quently in  the  younger  age  groups;  its  inci- 
dence increases  as  patients  get  older. 

Nodular  goiter  includes  several  categories 
of  thyroid  disease,  and  the  diagnosis  must 
be  established  if  the  proper  treatment  is  to 
be  instituted.  The  most  common  nodular 
goiter  is  the  adenomatous  goiter,  either  with 
single  or  multiple  lesions.  The  lesions  may 
be  true  neoplasms  (fetal  adenomas),  may 
be  secondary  to  malfunction  of  the  gland, 
or  may  be  due  to  iodine  deficiency.  In  ad- 
dition, several  types  of  thyroiditis  can  be 
responsible  for  the  nodularity  of  the  thyroid 
gland. 

Thyroiditis 

Riedel’s  struma  or  fibrous  thyroiditis  is 
infrequently  seen  and,  in  our  experience, 
occurs  in  about  1 of  1,000  thyroidectomies.3 
Clinically,  this  thyroiditis  is  almost  always 
suspected  of  being  cancerous,  because  the 
lesion  is  firm  on  palpation  and  gives  indica- 
tion of  infiltration  into  adjacent  structures. 
Also,  on  gross  inspection,  it  is  woody,  firm, 
and  white.  Its  cut  edge  is  not  always  as 
sharp  as  that  of  a cancer.  Once  thyroiditis 
has  been  recognized  and  the  diagnosis  has 
been  established  by  frozen  section,  surgery 
can  be  limited  to  a conservative  subtotal  thy- 
roidectomy or  to  resection  of  the  isthmus  in 
order  to  free  the  trachea. 

Clinically,  subacute  or  DeQuervain’s  thy- 
roiditis also  may  be  suspected  of  being  a 
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cancer,  because  the  lesion  is  usually  firm  and 
localized  to  one  portion  of  the  thyroid  gland 
and  often  shows  evidence  of  increasing  size.4 
However,  subacute  thyroiditis  can  be  con- 
sidered most  likely  when  there  is  pain  and 
tenderness  associated  with  the  lesion  and 
a history  of  preexisting  sore  throat  or  up- 
per respiratory  infection,  and  the  sedimen- 
tation rate  is  elevated  to  high  levels.  When 
this  condition  is  recognized,  symptomatic 
medical  treatment  ranging  from  aspirin  to 
corticosteroids  is  indicated.  Unfortunately, 
about  one  third  of  the  patients  have  atypical 
symptoms,  and  must  undergo  surgery  or 
even  if  the  diagnosis  is  considered,  must 
undergo  needle  biopsy  so  that  the  correct 
underlying  disease  can  be  established.  If 
operation  is  required,  subtotal  thyroidectomy 
should  be  done  to  relieve  the  symptoms.  If 
medical  treatment  is  indicated,  the  process 
resolves  in  a few  weeks  or  months. 

In  lymphocytic  or  Hashimoto’s  thyroiditis, 
the  goiter  is  rubbery,  firm,  and  nodular  or 
lobulated.  Most  often,  the  lesion  is  sym- 
metric. An  asymmetric  lesion  is  suggestive 
of  cancer.  Hashimoto’s  thyroiditis  is  in- 
creasing in  frequency  or  at  least  is  being 
recognized  more  often.5  Of  pediatric  pa- 
tients with  nodular  goiter,  50%  have  Hashi- 
moto’s thyroiditis.2  When  the  lesion  is  sus- 
pected clinically,  diagnosis  can  be  estab- 
lished by  needle  biopsy  of  the  thyroid  gland ; 
biopsy  can  be  done  as  an  office  procedure.6 
The  medical  treatment  involves  thyroid  re- 
placement in  sufficient  dosage  so  as  to  main- 
tain the  patient  euthyroid.  Some  authors 
have  reported  that  the  chance  of  cancer  is 
significantly  high  in  Hashimoto’s  thyroid- 
itis. In  our  experience,  this  type  of  thyroid- 
itis coexists  with  papillary  adenocarcinoma 

*Read  ax  the  meeting  of  the  Nebraska  State  Medical  Asso- 
ciation, Omaha,  April  25  to  28,  1971. 

fMayo  Clinic  and  Mayo  Foundation,  Department  of  Surgery. 
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in  3%  of  patients  and  with  lymphosarcoma 
in  another  3%. 7 Although  this  does  not 
support  the  use  of  thyroidectomy  for  all  pa- 
tients with  Hashimoto’s  thyroiditis,  all  pa- 
tients who  are  treated  medically  must  be 
followed  for  3 to  6 months  (or  longer).  If 
the  goiter  does  not  significantly  reduce  in 
size  or  disappear,  or  if  a discrete  nodule  be- 
comes palpable,  separate  from  the  remain- 
ing thyroid  tissue,  then  thyroidectomy  is 
mandatory. 

The  Incidence  of  Thyroid  Cancer 

The  incidence  of  cancer  in  nodular  goiter 
is  difficult  to  determine.  Some  consider  that 
the  incidence  is  so  low  and  the  behavior  of 
thyroid  cancer  so  benign  that  surgical  treat- 
ment is  not  indicated.  However,  others  be- 
lieve that  the  risk  of  cancer  is  great,  and 
that  surgical  treatment  should  be  radical. 
In  a study  of  2 decades  ago,  cancer  was  noted 
in  7.5%  of  patients  who  underwent  surgery 
for  nodular  goiter.8  In  nodular  goiter,  un- 
suspected of  being  cancerous  and  otherwise 
asymptomatic,  the  incidence  of  cancer  was 
3.8%.  Overall,  the  incidence  of  cancer  in 
patients  with  nodular  goiter  who  were  oper- 
ated on  was  approximately  5%,  and  this 
agrees  with  data  from  other  studies.  Re- 
cently, the  incidence  of  cancer  in  surgical 
material  has  increased  to  12  to  14% ; the 
increase  is  probably  due  to  better  selection 
of  patients  for  surgical  treatment.  The  pa- 
tients operated  on  represent  only  10  to  20% 
of  those  with  clinical  nodular  goiter.  The 
incidence  of  cancer  in  patients  with  nodular 
goiter  and  hyperthyroidism  is  1%  or  less 
of  patients  operated  on  and  is  significantly 
lower  than  in  patients  who  have  nodular 
goiter  and  are  euthyroid.  Cancer  also  oc- 
curs in  patients  with  exophthalmic  goiter. 
Beahrs  and  Sakulsky9  found  that,  of  377  pa- 
tients operated  on  for  such  goiters,  7 had 
papillary  adenocarcinoma  (2%). 

Surgery  for  Nodular  Goiter 

In  deciding  which  patients  with  nodular 
goiter  are  to  be  operated  on,  all  potential 
hazards  must  be  considered,  and  these  risks 
must  be  evaluated  against  the  surgical  ex- 
perience of  the  surgeon  or  institution.  The 
mortality  rate  for  thyroidectomy  is  about 
zero,  and  the  chance  of  unexpected  tetany 
and  vocal  cord  paralysis  is  much  below 
1%.9'10  The  potential  dangers  of  nodular 


goiter  include  the  adverse  cosmetic  appear- 
ance (most  goiters  occur  in  women),  pres- 
sure symptoms  in  the  neck  or  in  the  thoracic 
inlet,  hyperthyroidism  (occurs  in  about  10% 
of  patients) , and  cancer.  A symptomatic  goi- 
ter should  be  treated  (either  medically  or 
surgically),  the  decision  being  based  on  the 
diagnosis  as  established  by  clinical  evidence 
or  by  biopsy.  An  asymptomatic  nodular 
goiter  most  often  is  treated  on  the  basis  of 
the  risk  of  cancer. 

The  younger  the  patient,  the  greater  the 
chance  of  cancer.  In  the  pediatric  patient 
with  nodular  goiter  (excluding  thyroiditis), 
cancer  is  found  in  50  to  70%,2’n  whereas 
in  the  adult  patient  with  nodular  goiter,  can- 
cer is  found  in  about  1%.  The  patient’s 
history  relative  to  the  goiter  is  important. 
A recently  occurring  nodule  that  has  in- 
creased in  size  is  more  likely  to  be  cancer- 
ous than  one  that  has  existed  for  many 
years  without  significant  change  in  size. 
The  physical  findings  also  are  valuable.  It 
is  best  to  call  a nodule  discrete  if  it  can 
be  palpated  separately  from  the  remaining 
thyroid  gland  rather  than  call  it  a single 
nodule.  Often  what  is  thought  to  be  a single 
nodule  clinically  has  been  found  to  be  multi- 
ple nodules  on  pathologic  examination.  A 
discrete  nodule  more  likely  will  be  neoplastic 
than  an  obviously  multinodular  thyroid.  If 
the  nodule  is  firm  or  fixed  (or  both)  to  ad- 
jacent tissue,  cancer  is  more  likely  than 
if  the  nodules  are  soft  and  cystic.  If  cervical 
lymph  nodes  are  palpable  when  a suspicious 
lesion  is  present  in  the  thyroid,  the  lesion 
is  more  likely  cancerous.  Our  experience 
has  revealed  that  in  about  20%  of  patients 
with  cancer  of  the  thyroid,  the  diagnosis 
is  first  made  after  excisional  biopsy  of  a 
regional  metastatic  node. 

The  radioactive  iodine  scan  is  valuable  in 
selecting  patients  with  nodular  goiter  for 
surgery,  but  in  itself  is  not  pathognomonic 
of  either  malignancy  or  benignancy.  How- 
ever, when  a nodule  is  cold  on  scan,  the 
chance  of  cancer  is  greater  than  when  it  is 
not.  In  one  study  of  patients  with  cancer 
in  whom  scans  were  done,  60%  had  cold 
nodules,  34%  had  normal  scans,  and  6%  had 
scans  that  showed  increased  uptake  near 
or  in  the  nodule.  Rarely  has  a hot  nodule 
been  cancerous.12 
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Therefore,  a nodular  goiter  should  be  re- 
moved if  the  patient  is  young  and  the  mass 
has  occurred  recently  and  is  growing,  is 
firm  and  infiltrated  on  palpation,  is  discrete 
rather  than  multiple,  and  is  cold  on  scan. 
In  an  older  patient  with  a multinodular  soft 
or  cystic  goiter  that  is  not  large  and  one 
that  has  been  present  for  many  years  with- 
out significant  change,  is  asymptomatic,  and 
in  which  the  scan  shows  no  cold  spots,  thy- 
roidectomy is  not  indicated.  Between  these 
two  extremes,  the  physician  and  the  surgeon 
must  use  their  judgment  (based  on  the  fac- 
tors evaluated)  to  select  patients  for  surg- 
ery who  are  most  likely  to  have  cancer  or 
other  related  problems. 

When  the  nodular  goiter  is  cancerous,  the 
surgeon  must  know  the  different  biological 
behavior  of  the  four  major  types  of  thyroid 
cancer  because  the  treatment  and  prognosis 
varies  accordingly. 

Types  of  Thyroid  Cancer 

With  the  establishment  of  a satisfactory 
simplified  classification  of  thyroid  cancer 
by  Hazard  and  Smith13,  the  remarkably  dif- 
ferent clinical  courses  of  the  various  types 
are  becoming  more  widely  appreciated.  The 
following  is  based  on  reports  by  Woolner 
and  colleagues14* 15  who  reviewed  the  experi- 
ence at  the  Mayo  Clinic  in  the  management 
(most  by  conservative  surgical  measures) 
of  1,181  patients  with  thyroid  cancer  who 
were  traced  for  as  long  as  40  years.  Cancer 
of  the  thyroid  gland  can  be  divided  into 
four  main  types : papillary  (including  mixed 
papillary  and  follicular,  which  behaves  bio- 
logically as  a pure  papillary  cancer),  62%; 
follicular,  18% ; medullary,  6% ; and  ana- 
plastic, 14%.  In  addition,  but  infrequently, 
lymphosarcoma  or  a metastatic  lesion  from 
a primary  source  elsewhere  in  the  body  oc- 
curs. 

Papillary  Adenocarcinoma  — This  type 
spreads  by  way  of  the  lymph  vessels  to  the 
regional  lymph  nodes  in  approximately  50% 
of  patients  and  to  the  lungs  or  to  other  dis- 
tant sites  in  less  than  5%.  In  some  series, 
the  incidence  of  nodal  metastasis  is  80% 
or  more.  In  about  20%  of  patients,  the  pri- 
mary lesion  is  multicentric  in  the  thyroid 
gland. 

Papillary  carcinomas  can  be  considered 


(1)  occult,  (2)  intra thyroid,  and  (3)  extra- 
thyroid. Occult  papillary  carcinoma  is  a 
tumor  1.5  cm  or  less  in  greatest  diameter, 
with  or  without  regional  nodal  metastasis. 
Metastatic  lymph  nodes  are  frequently 
bulky,  but  the  primary  tumor  may  often  not 
be  palpable.  Intrathyroid  papillary  car- 
cinoma, although  larger  than  the  occult 
type,  is  confined  within  the  capsule  of  the 
thyroid  gland.  Extrathyroid  papillary  car- 
cinoma extends  beyond  the  capsule  of  the 
thyroid  gland  and  involves  adjacent  struc- 
tures such  as  the  larynx,  trachea,  and  esopha- 
gus. The  size  or  extent  of  the  thyroid  tumor 
refers  to  the  primary  lesion  only  and  not 
to  lymph  node  metastasis,  which  may  or 
may  not  be  extensive. 

Treatment.  — Usually,  papillary  car- 
cinoma is  treated  by  total  lobectomy  on  the 
side  of  the  lesion  and,  because  of  the  high 
incidence  of  multicentric  lesions,  subtotal 
lobectomy  on  the  opposite  side.  Total  thy- 
roidectomy is  usually  not  performed;  when 
a remnant  of  thyroid  tissue  is  left  on  one 
side,  one  recurrent  laryngeal  nerve  is  better 
protected,  parathyroid  tissue  is  more  easily 
preserved,  and,  in  some  patients,  myxedema 
will  not  develop.  When  both  lobes  of  the 
thyroid  gland  are  grossly  involved  by  can- 
cer, however,  total  thyroidectomy  should  be 
done.  Some  surgeons  recommend  unilateral 
and  even  bilateral  radical  neck  dissection 
even  though  metastatic  lymphadenopathy  is 
not  present.  At  the  Mayo  Clinic,  the  con- 
sensus is  that  this  cancer  should  be  treated 
by  a conservative  surgical  approach.  In  the 
absence  of  cervical  metastatis  on  clinical  and 
gross  examinations  at  thyroidectomy,  dis- 
section of  the  neck  is  not  advised  and  sur- 
gical dissection  is  not  extended  into  the 
lateral  portion  of  the  neck.  However,  when 
lymph  nodes  are  suspected  of  being  in- 
volved metastatically,  a modified  or  radical 
dissection  of  the  neck  is  done.  When  only 
one  node  or  one  group  of  nodes  is  involved 
by  metastasis,  that  group  of  nodes,  togeth- 
er with  adjacent  nodes,  node-bearing  fas- 
cia, and  fat,  is  excised.  Nodes  in  the 
tracheo-esophageal  region  always  should  be 
examined  because  it  has  been  our  experi- 
ence that  these  nodes  are  the  first  to  be 
involved  in  the  metastatic  spread  of  papil- 
lary lesions.  If  extensive  nodal  metastasis 
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is  present,  radical  neck  dissection  is  done, 
but  this  is  necessary  in  only  about  10% 
of  patients.8 

Occult  papillary  carcinoma,  with  or  with- 
out cervical  nodal  metastasis,  seems  to  be 
completely  curable  and  does  not  result  in 
distant  metastasis  or  death  of  the  patient. 
In  particular,  a tumor  of  this  kind,  discov- 
ered only  when  it  is  removed  at  operation 
for  some  other  thyroid  condition,  will  not 
produce  subsequent  cervical  nodal  meta- 
stasis. This  conclusion,  based  on  149  cases,14 
seems  justified  by  the  complete  absence  of 
clinical  enlargement  of  cervical  lymph 
nodes  during  follow-up  periods,  as  long  as 
38  years  (mean,  12  years).  Subtotal  lobec- 
tomy (unilateral  or  bilateral),  which  was 
frequently  the  treatment  in  earlier  cases, 
seems  to  have  been  as  effective  as  more  ex- 
tensive resections. 

If  associated  with  nodal  metastasis  when 
first  diagnosed,  occult  papillary  carcinoma 
can  be  treated  satisfactorily  by  total  lobec- 
tomy on  the  side  of  the  lesion,  with  sub- 
total lobectomy  on  the  opposite  side.  This, 
combined  with  modified  neck  dissection  on 
the  side  of  the  tumor  and  occasionally  bi- 
laterally, is  sufficient  for  cure  in  all  cases. 
In  about  10%  of  patients,  nodal  metastasis 
occurs  later,  requiring  excision,  but  this  car- 
ries no  danger  to  the  patient  so  far  as  ulti- 
mate cure  is  concerned. 

Prognosis.  — The  prognosis  in  papillary 
carcinoma  other  than  the  occult  type  varies 
according  to  the  extent  of  the  local  disease 
when  it  is  first  treated.  Survival  curves 
and  the  number  of  known  deaths  from  these 
lesions  emphasize  a more  serious  outlook 
for  patients  who  have  extension  of  papil- 
lary carcinoma  beyond  the  thyroid  capsule. 

The  5-year  and  10-year  survival  rates  for 
patients  40  years  old  or  less  were  98.8% 
and  94.9%,  respectively  (expected  rates  for 
normals  99.4%  and  98.5%).  Only  the  10- 
year  rate  is  significantly  decreased. 

The  5-year  and  10-year  survival  rates  for 
patients  more  than  40  years  old  were  86.6% 
and  72.8%,  respectively  (expected  rates  for 
normals  91.4%  and  80.5%).  Both  5-year 
and  10-year  rates  are  significantly  de- 
creased. Comparison  of  known  deaths  from 
thyroid  carcinoma  in  the  two  age  groups 


provides  further  evidence  that  the  disease 
is  more  serious  in  those  more  than  40 
years  of  age.  Of  35  deaths  attributed  to 
papillary  carcinoma  in  the  entire  series, 
regardless  of  the  extent  of  the  tumor,  30 
were  of  patients  more  than  40  years  old 
when  their  disease  was  diagnosed. 

Whether  or  not  cervical  lymph  nodes  are 
involved  has  no  bearing  on  prognosis,  as 
shown  by  the  excellent  results  in  children, 
nearly  all  of  whom  have  metastatic  involve- 
ment of  such  nodes.6 

Follicular  Carcinoma.  — Follicular  car- 
cinoma comprises  a much  smaller  group  of 
thyroid  neoplasms.  When  compared  to  the 
papillary  type,  the  follicular  carcinoma  oc- 
curs in  an  older  age  group.  Grossly,  these 
tumors  tend  to  be  encapsulated  but  also  often 
show  vascular  invasion  or  infiltration  of  sur- 
rounding thyroid  parenchyma,  resulting  in 
distant  metastasis.  The  commonest  sites  of 
metastasis  are  the  bones  or  lungs;  unlike 
papillary  tumors,  follicular  carcinoma  rare- 
ly spreads  to  regional  nodes.  The  histologic 
structure  of  this  lesion  varies  from  small 
follicles  to  solid  sheets  of  cells,  but  papillary 
structure  is  almost  always  absent.  The  tu- 
mor is  frequently  composed  of  microfollicles 
comparable  to  those  seen  in  fetal  adenoma, 
but  a mixture  of  these  with  solidly  grow- 
ing sheets  of  tumor  cells  is  common.  The 
term  “follicular  carcinoma”  is  used  because 
small  follicles  are  the  most  frequently  ob- 
served feature,  just  as  papillary  excrescences 
characterize  the  papillary  group.  Included  in 
this  group  are  variants  whose  pattern  is 
largely  solid  or  even  that  of  Hurthle  cells. 
The  Hurthle  cell  change  is  morphologic  and 
essentially  in  the  cytoplasm. 

The  primary  tumor  is  almost  always  a 
single  lesion;  therefore,  treatment  is  total 
lobectomy  with  removal  of  the  isthmus. 
Even  though  the  opposite  lobe  is  not  usually 
involved,  partial  removal  seems  reasonable 
in  order  to  get  a wider  margin  around  the 
lesion.  If  metastatic  lesions  are  present, 
total  thyroidectomy  is  the  procedure  of 
choice.  Regional  node  dissection  is  infre- 
quently indicated. 

Because  follicular  carcinomas  “function” 
and  take  up  significant  amounts  of  radio- 
iodine, total  thyroidectomy  is  often  advis- 
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able.  This  procedure  eliminates  normal  tis- 
sue that  would  compete  for  the  radioiodine. 
Surgical  removal  of  all  normal  tissue  at 
the  initial  resection,  or  at  a second  opera- 
tion if  metastasis  has  been  found,  leaves  the 
patient  better  prepared  for  subsequent  treat- 
ment with  radioiodine  (131I).  Surgical  re- 
moval of  normal  thyroid  tissue  is  preferable 
to  the  use  of  radioiodine.  The  radioiodine 
then  can  be  used  in  maximal  doses  to  treat 
metastatic  deposits. 

The  two  important  prognostic  factors  in 
follicular  carcinoma  are  the  degree  of  vas- 
cular invasiveness  of  the  encapsulated  neo- 
plasm and  the  histologic  grade  of  the  tumor. 
Long-term  follow-up  of  100  patients  with 
slight  capsular  invasion  indicates  a small 
risk  either  of  death  from  tumor  or  of  local 
recurrence.  The  histologic  grade  of  most 
of  these  tumors  is  low.  Apparent  cure  of 
long-term  palliation  is  possible  for  patients 
with  low-grade  follicular  carcinoma,  even  if 
they  have  localized  bone  metastasis.  Long- 
term follow-up  data  on  patients  with  follicu- 
lar carcinoma  who  have  had  extensive  vas- 
cular invasion  indicate  that  the  disease  is 
serious,  although  the  course  may  be  pro- 
longed. The  10-year  survival  rate  for  the 
patients  with  follicular  carcinoma  was  72%. 

Medullary  (Solid)  Carcinoma.  — Medul- 
lary carcinoma  was  first  described  by  Haz- 
ard and  co-workers16  in  1959.  At  times  the 
name  “solid  with  amyloid  stroma”  has  been 
preferred  because  “medullary”  has  been  used 
to  describe  a soft,  usually  rapidly  growing 
carcinoma  that  is  found  at  other  sites. 

This  type  of  cancer  is  slow-growing,  oc- 
curs in  an  older  age  group  than  the  papillary 
type  does,  and  has  a similar  or  even  greater 
propensity  to  involve  regional  lymph  nodes. 
Distant  metastasis,  especially  to  the  lungs, 
liver,  and  other  parts  of  the  body,  is  com- 
mon, and  this  type  of  tumor  is  much  more 
frequently  fatal  than  is  the  papillary  type. 
Histologically,  the  tumor  is  distinctive,  be- 
ing composed  of  small-round  or  small  spin- 
died  cells  without  pattern  and  with  an  abun- 
dant hyaline  stroma  that  most  often  stains 
for  amyloid. 

Usually,  total  thyroidectomy  is  the  treat- 
ment of  choice;  whenever  metastasis  is  sus- 
pected, radical  neck  dissection  also  should 


be  done.  Medullary  carcinoma  may  be  as- 
sociated with  pheochromocytoma  and  multi- 
ple mucosal  neuromas  to  form  an  interest- 
ing syndrome.  Of  77  patients  with  medul- 
lary carcinoma  seen  at  the  Mayo  Clinic 
through  1960,  6 had  this  syndrome. 

The  prognosis  for  patients  with  medullary 
carcinoma  and  amyloid  stroma  is  affected 
significantly  by  the  grade  of  malignancy  and 
the  presence  of  cervical  nodal  metastasis  at 
operation.  Some  of  these  tumors  are  more 
cellular  and  contain  numerous  mitotic  fig- 
ures, including  zones  of  necrosis.  Gener- 
ally, these  tumors  are  associated  with  a 
grave  prognosis  and  a rapid  course.  In 
patients  without  metastasis  to  the  cervical 
nodes,  the  chance  for  survival  is  good.  How- 
ever, when  spread  has  occurred  to  the  re- 
gional nodes,  the  ultimate  chance  for  sur- 
vival is  poor. 

Anaplastic  Carcinoma.  — The  term  “ana- 
plastic” is  used  to  encompass  a group  of 
rapidly  growing  thyroid  carcinomas  of 
varied  histologic  structure.  Anaplastic  car- 
cinoma is  lethal  and  occurs  in  the  usual 
cancer  age  group.  Histologically,  the  tumor 
has  various  undifferentiated  patterns  char- 
acterized by  rapid  growth  and  extension. 
Most  of  the  lesions  infiltrate  the  lateral  and 
midline  structures  of  the  neck  and  spread 
to  distant  sites  early.  Unfortunately,  there 
is  no  adequate  treatment  for  these  lesions. 
Occasionally,  surgical  removal  is  possible  by 
total  thyroidectomy,  but  usually,  the  surgeon 
has  to  be  content  with  removal  of  a portion 
of  the  tumor  to  ensure  an  adequate  airway. 
External  radiation  therapy  may  be  of  some 
help  in  providing  palliation  and  delaying 
the  progress  of  the  tumor. 

With  current  methods  of  treatment  for 
anaplastic  carcinoma,  few  survivors  can  be 
expected.  Usually,  the  course  of  the  disease 
is  measured  in  months,  although  a few  pa- 
tients in  whom  the  anaplastic  form  was 
associated  with  papillary  and  squamous 
carcinoma  have  lived  longer.  In  these  pa- 
tients, the  papillary  adenocarcinoma,  after 
not  changing  for  a long  time,  probably  un- 
derwent anaplastic  transformation.  Most 
patients  with  anaplastic  carcinoma  die  with- 
in 1 year  after  diagnosis. 

Lymphosarcoma.  — Primary  malignant 
lymphoma  of  the  thyroid  is  a localized  lym- 
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phoma  comparable  to  that  seen  in  other 
extranodal  sites.  The  disease  is  uncommon 
but  is  being  reported  with  increasing  fre- 
quency. Most  patients  have  been  elderly 
women  with  a huge  goiter  of  recent  develop- 
ment. Obstructive  symptoms  are  common 
in  advanced  disease  and  increase  in  sever- 
ity. The  treatment  in  general  is  subtotal 
or  total  resection  of  the  thyroid,  followed 
by  external  radiation  therapy. 

The  pathologic  findings  are  varied  and 
sometimes  perplexing.  Given  a lymphoma- 
like lesion  in  the  thyroid,  the  pathologist  has 
no  difficulty  in  the  microscopic  diagnosis 
if  the  cells  are  anaplastic  and  there  is  inva- 
sion of  the  surrounding  structures.  When 
there  is  no  extension  beyond  the  capsule,  and 
particularly  when  the  infiltrating  cells  in 
the  thyroid  are  mature  lymphocytes  or  plas- 
ma cells,  the  diagnosis  may  be  difficult. 
Certain  regions  of  the  gland  may  justify  con- 
fusion between  thyroiditis  and  neoplasia. 

The  presence  or  absence  of  local  invasion 
is  of  major  importance  in  the  prognosis  in 
primary  thyroid  lymphoma.17  Although  the 
prognosis  is  generally  poor,  the  natural 
course  of  the  disease  is  unpredictable.  Most 
patients  die  within  a few  months,  although 
some  survive  and  seem  to  be  cured. 

Metastasis  of  Carcinoma  to  tine  Thyroid . 

— The  thyroid  gland  is  an  infrequent  site 
of  metastatic  involvement  from  carcinoma 
primary  in  other  organs.  This  is  surpris- 
ing inasmuch  as  the  thyroid  gland  is  one  of 
the  most  richly  arterialized  tissues  in  the 
body.  Metastatic  lesions  develop  in  the 
thyroid  of  some  patients  who  have  primary 
malignant  neoplasms  in  other  sites  and  may 
appear  clinically  as  a goiter  in  a few  pa- 
tients. Mortensen  and  associates1  found 
18  instances  of  metastatic  cancer  of  the 
thyroid  in  1,000  routine  autopsies.  More 
recently,  Wychulis  and  colleagues18  noted  14 
patients  with  metastatic  cancer  who  were 
seen  in  the  23-year  period  (1940  through 
1962)  during  which  20,262  patients  had  un- 
dergone operation  on  the  thyroid  at  the 
Mayo  Clinic.  The  primary  lesion  was 
hypernephroma  in  eight  patients,  adenocar- 
cinoma of  the  breast  in  four,  transitional 
cell  tumor  of  the  bladder  in  one,  and  adeno- 
carcinoma of  the  rectum  in  one.  The  long 


survival  of  several  patients  after  thyroid 
operation  warrants  a policy  of  vigorous  at- 
tack on  the  metastatic  lesions  in  those  who, 
except  for  the  thyroid  lesion,  are  otherwise 
getting  along  satisfactorily. 
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President  s Page 


By  the  time  this  appears  in  print,  the 
first  annual  session  of  the  state  legislature 
will  be  in  full  swing  with  many  proposals 
directly  affecting  the  practice  of  medicine 
in  Nebraska.  At  the  same  time,  we  will 
be  hearing  more  and  more  about  national 
health  insurance,  and  preparations  will  be 
under  way  for  the  1972  elections. 

Particularly  over  the  past  25  years,  phy- 
sicians have  found  themselves  in  the  role 
of  speaking  on  socioeconomic  issues.  Our 
training  in  the  art  and  science  of  medicine 
did  not  prepare  us  very  well  for  formal 
debate  and  sometimes  our  position  is  lost 
for  lack  of  a clear  understanding  of  the 
issues  at  hand.  Likewise,  semantics  are 
playing  an  increasing  role  in  defining  our 
position  for  or  against  the  various  issues. 
Let  me  give  you  some  examples  of  what  I 
mean. 

Governmentese  — or  federal  jargon  — is 
a language  all  its  own  filled  with  hyphens 
and  initials  without  regard  for  grammar. 
Recently,  we  have  been  faced  by  such  things 
as  Title  XIX,  Title  XVIII,  NHI,  HMO,  PRO, 
and  PSRO.  The  latter  two  represent  a good 
example  of  confusing  issues  and  semantics. 
PRO  refers  to  Peer  Review  Organization, 
While  PSRO  refers  to  Professional  Stand- 
ards Review  Organization.  The  similarity 
ends  with  the  initials.  The  former  indicates 
evaluation  of  medical  care  by  physicians, 
while  the  latter  indicates  review  by  untrain- 
ed laymen. 

On  the  national  level,  and  in  association 
with  the  multiple  plans  for  compulsory 
health  insurance,  another  term  is  now  pop- 
ular. “Put  the  physician  at  risk”  is  the 
bureaucratic  term  now  in  vogue.  I thought 
I was  “at  risk”  when  I invested  a significant 
portion  of  my  life  in  education.  I also 
thought  I was  “at  risk”  in  making  a sizeable 
monetary  investment  for  facilities  and  equip- 
ment. However,  a different  definition  exists 


on  the  Potomac  where  they  mean  “control 
the  doctors”.  I,  for  one,  would  feel  much 
better  if  “put  the  physician  at  risk”  was 
equated  more  closely  with  free  enterprise ! 

Issues  and  semantics  are  important ! 
Physicians  are  for  quality  control,  but 
against  review  by  those  untrained  in  med- 
icine. We  are  for  assistance  to  those  who 
need  it  either  because  of  poverty  or  catastro- 
phe, but  against  using  tax  money  for  those 
who  are  capable  of  caring  for  their  own 
needs.  While  recognizing  that  quality  med- 
ical care  can  be  given  by  both  solo  and 
group  practitioners,  we  are  against  forcing 
either  the  patient  or  physician  to  accept  one 
or  the  other. 

Socialized  medicine  is  a real  and  immed- 
iate threat.  If  we  are  to  maintain  our  free- 
dom to  practice  our  profession  as  we  see  fit, 
each  of  us  must  be  aware  of  all  the  issues, 
beware  of  the  semantics  and  communicate 
our  viewpoints  to  others ! 

Roger  Mason,  M.D. 


February,  1972 
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Wash  ingtoNotes 


Cancer 

President  Nixon  signed  into  law  a sharply 
stepped-up  program  to  combat  cancer. 

The  new  law,  which  authorizes  expenditure 
of  $1.6  billion  in  the  next  three  years,  gives 
the  National  Cancer  Institute  partial  au- 
tonomy and  puts  it  to  a large  extent  under 
the  White  House  although  it  remains  in  the 
National  Institutes  of  Health. 

Its  chief  will  be  appointed  by  the  Pres- 
ident, its  activities  monitored  for  the  pres- 
ident by  a special  three-man  advisory  board, 
and  its  budget  submitted  directly  to  the 
White  House. 

The  main  thrusts  of  the  new  cancer  re- 
search program  are  being  developed  by  a 
committee  of  280  nongovernment  scientific 
consultants  and  will  be  completed  by  March. 


Fees 

The  Price  Commission  restricted  increases 
in  a physician's  fees  to  2.5  percent  a year 
when  justified  by  increases  in  his  costs,  but 
granted  the  right  to  appeal  to  the  Internal 
Revenue  Service  for  a further  increase  for 
those  physicians  with  greater  increases  in 
their  costs  of  conducting  a practice. 

The  regulations  require  that  a physician 
maintain  a schedule  of  fees  and  increases 
with  a sign  in  his  office  that  such  a schedule 
is  available  for  inspection.  But  he  does  not 
have  to  post  them  in  his  office. 

The  Price  Commission  has  ruled  that  “a 
non-institutional  provider  of  health  care 
services  may  charge  a price  in  excess  of  the 
base  price  only  to  reflect  allowable  costs  in 
effect  on  Nov.  14,  1971,  and  allowable  cost 
increases  incurred  after  Nov.  14  reduced  to 
reflect  productivity  gains,  and  only  to  the 
extent  that  such  increased  price  shall  not 
result  in  an  increase  in  such  provider’s  profit 
margin  as  a percentage  of  revenues,  before 
income  tax,  over  that  prevailing  in  the  base 
period,  providing,  however,  that  the  provid- 


er’s aggregate  price  increases  shall  not  ex- 
ceed 2.5  percent  per  year.” 

The  AMA  has  pointed  out  that  the  Price 
Commission’s  2.5  percent  limitation  on  the 
increase  of  physicians’  fees  was  discrimin- 
atory inasmuch  as  other  providers  of  ser- 
vices could  reflect  actual  increases  in  cost 
by  a “pass  through”  of  such  costs,  a proced- 
ure denied  physicians  under  the  proposed 
regulations. 

The  AMA  paper  also  took  exception  to 
the  proposed  requirement  for  the  posting, 
or  having  available,  a fee  schedule.  It  is 
simply  not  practical  for  a physician  to  arrive 
at  a schedule  of  prices  for  each  and  every 
one  of  the  numerous  services  he  renders,  the 
AMA  said. 


Aid  to  schools 

The  President  also  signed  into  law  a $673.6 
million  bill  financing  continuance  of  the  fed- 
eral government’s  programs  to  aid  medical, 
dental,  nursing  and  allied  health  schools.  It 
was  about  $150  million  more  than  the  admin- 
istration requested,  but  $200  million  below 
the  figure  approved  by  the  senate.  Medical 
and  dental  schools  were  allotted  $460.4  mil- 
lion, compared  with  the  administration’s  re- 
quest for  $366  million.  Nurses  got  $145  mil- 
lion. 


Malpractice 

New  systems,  perhaps  one  based  on  sched- 
uled benefits,  or  a system  of  limited  and 
well-defined  “no  fault”  coverage  may  be  the 
answer.  Many  questions  will  have  to  be 
considered  when  any  major  change  is  con- 
templated. Will  the  patient  population,  for 
example,  be  willing  to  yield  its  rights  to  ad- 
versary litigation  as  they  know  it  now?  In 
the  interests  of  reduced  medical  care  costs, 
would  they  accept,  as  another  example,  sched- 
uled compensation  perhaps  limiting  recovery 
to  economic  losses?  In  any  event,  any  viable 
solution  will  have  to  be  based  on  acceptance 
by  the  public. 
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Barbiturates 

The  American  Medical  Association  op- 
posed further  government  restrictions  on 
barbiturates. 

Dr.  Henry  Brill,  a member  of  the  AMA’s 
Committee  on  Alcohol  and  Drug  Dependence, 
pointed  out  to  the  Senate  Juvenile  Delin- 
quency Subcommittee  that  barbiturates  and 
other  sedative  drugs  already  are  subject  to 
tight  controls  under  a federal  law  — pen- 
alties for  illicit  sale,  restrictions  on  refill- 
ing of  prescriptions,  and  mandatory  registra- 
tion by  physicians  who  prescribe  or  dispense 
them. 


Nursing  home  deficiencies 

Thirty-seven  states  and  the  District  of  Co- 
lumbia were  given  until  Feb.  1 by  the  De- 
partment of  Health,  Education  and  Welfare 
to  improve  what  was  termed  “substantial 
deficiencies”  in  their  standards  for  nursing 
homes. 

HEW  Secretary  Richardson  told  the  White 
House  Conference  on  Aging  that  the  defi- 
ciencies were  found  in  a survey  undertaken 
at  President  Nixon’s  request  and  completed 
Nov.  15.  He  said  the  38  states  jurisdiction 
had  been  notified  of  the  survey  results.  Ne- 
braska is  not  one  of  them. 


The  flu 

The  federal  government  reported  at  the 
end  of  1971  that  outbreaks  of  influenza  were 
hop-scotching  across  the  country  in  a fash- 
ion typical  of  the  1969  epidemic  that  struck 
an  estimated  30  million  Americans. 

The  National  Center  of  Disease  Control 
(NCDC),  a part  of  the  Department  of  Health, 
Education  and  Welfare  with  headquarters 
in  Atlanta,  Ga.,  said  some  of  the  influenza 
has  been  identified  as  the  Hong  Kong  variety 
and  some  as  “influenza-like.”  School  absen- 
teeism ranging  as  high  as  30  per  cent  was  re- 
ported by  communities  hardest-hit  by  the 
bug. 

Influenza  struck  swiftly  and  spread  rap- 
idly. Practically  no  outbreaks  were  reported 
by  state  health  departments  in  a telephone 
survey  conducted  by  the  NCDC  on  Nov.  17- 


18.  But  another  phone  survey  conducted 
Dec.  21  revealed  outbreaks  in  New  England, 
the  middle  Atlantic  states,  midwest,  south, 
and  the  far  west. 

Increased  influenza-like  disease  has  been 
reported  from  Colorado,  Idaho,  Indiana, 
Louisiana,  Maine,  Massachusetts,  Montana, 
New  Mexico,  Oregon,  South  Dakota  and 
Wyoming. 

The  World  Health  Organization  said  that 
influenza  epidemics,  much  of  it  caused  by 
the  Hong  Kong  virus,  have  broken  out  in 
both  eastern  and  western  Europe. 

Amphetamines 

The  Justice  Department  proposed  produc- 
tion quotas  to  cut  by  40  percent  the  amount 
of  amphetamine  and  methamphetamine  man- 
ufactured by  U.S.  drug  companies  in  1972. 

Attorney  General  John  N.  Mitchell  said  the 
Bureau  of  Narcotics  and  Dangerous  Drugs 
(BNDD)  proposed  to  limit  production  of 
amphetamine  to  5,870  kilograms  and  meth- 
amphetamine to  2,782  kilograms — an  ap- 
proximate 40  percent  cut  from  1971  produc- 
tion and  a 70  percent  cut  from  what  was 
requested  by  drug  companies. 

BNDD  has  estimated  that  large  amounts 
of  legally  produced  drugs  have  been  divert- 
ed into  the  illicit  drug  traffic. 


Reconstruction  of  Female  Breast  Following 
Radical  Mastectomy  — R.  K.  Snyderman 
(Memorial  Hosp,  Sloan-Kettering  Cancer 
Center,  New  York  10021)  and  R.  H.  Guth- 
rie. Plast  Reconstr  Surg  47 : 565  - 567 
(June)  1971. 

Following  radical  mastectomy,  many  wom- 
en should  have  a simple  reconstruction,  if 
they  so  desire.  The  use  of  a silicone  implant 
is  a quick  method  of  reconstruction  and  while 
it  produces  no  cosmetic  triumphs,  the  psy- 
chological improvement  is  often  astounding. 
Reconstruction  by  this  method  in  no  way 
jeopardizes  careful  observation  for  possible 
recurrence  of  the  tumor. 
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Down  Memory  Lane 


1.  All  of  us  harbor  tubercle  bacilli  in  our 
bodies  at  some  time  or  other. 

2.  The  great  influenza  epidemic  with  the 
frequent  incidence  of  purulent  pleuritis  fur- 
nished a great  amount  of  material  for  fur- 
ther study  of  means  for  combating  this  con- 
dition. 

3.  Heat  is  perhaps  the  greatest  natural 
remedial  agent  we  have. 

4.  One  new  county  society,  Keith  Coun- 
ty, has  been  organized  and  it  is  hoped  that  in 
the  near  future  at  least  one  more  will  be 
added. 

5.  We  are  in  the  physiological  era  of 
surgery.  The  surgeon  of  today  must  be  more 
than  a skillful  operator. 

6.  When  an  empyema  or  mediastinitis  or 
lung  abscess  ruptures  into  a bronchus,  if  the 
patient  does  not  immediately  drown  he  fre- 
quently gets  well  rapidly  but  I believe  a 
large  pyopneumothorax  draining  into  a 
bronchus  should  be  drained  outside  because 
it  is  better  to  have  a patient  alive  with  a 
bronchial  fistula  than  to  be  drowned  in  his 
own  exudates. 

7.  The  undersigned  chairman  of  the 
Campaign  Committee  desires  to  report  that 
he  has  been  very  inactice  the  past  year.  This 
inactivity  being  due  to  the  fact  that  every- 
body is  tired  of  war  and  nobody  was  looking 
for  a fight  with  us. 

8.  Modern  psychiatry  adds  to  the  study 
of  the  internal  functions  of  the  body,  the 
study  and  treatment  of  the  human  person- 
ality and  of  those  disorders  which  affect 
the  adaptation  of  the  individual  to  his  life 
situation. 

9.  Tuberculosis  is  a many  sided  disease 
and  is  one  which  we  unfortunately  do  not 
have  a specific  upon  which  we  may  safely 
rely  to  bring  about  a cure. 

10.  The  three  Nebraska  hospitals  for  the 
insane,  at  present  have  more  inmates  than 
at  any  previous  period.  On  the  last  of  De- 
cember the  number  totalled  2890,  divided 


as  follows : Lincoln  state  hospital,  965 ; Ingle- 
side  state  hospital  (Hastings),  1200;  Norfolk 
state  hospital,  725. 

Nebraska  State  Medical  Journal 
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Selective  Gastric  Vagotomy  With  Antrecto- 
my or  Pyloroplasty  — J.  L.  Sawyers  and 
H.  W.  Scott,  Jr.  (Metropolitan  General 
Hosp,  Nashville,  Tenn  37210).  Ann  Surg 
174:541-547  (Oct)  1971. 

There  is  now  general  acceptance  of  Drag- 
stedt’s  concept  that  operation  for  duodenal 
ulcer  disease  should  be  based  on  parasympa- 
thetic denervation  of  the  stomach,  but  there 
is  controversy  regarding  the  best  comple- 
mentary procedure  to  accompany  vagotomy. 
Antrectomy  affords  maximal  protection 
against  recurrent  ulcer  but  has  a higher 
mortality  rate  than  pyloroplasty.  The  ulcer 
recurrence  rate  following  vagotomy  and  py- 
loroplasty is  higher  than  desirable  and  is 
usually  due  to  incomplete  vagal  denervation 
of  the  stomach.  Selective  gastric  vagotomy 
provides  a superior  method  for  achieving 
completeness  of  vagotomy  than  does  the  trun- 
cal vagotomy  technique.  The  only  disadvant- 
age of  selective  gastric  vagotomy  is  the  in- 
creased technical  difficulty  of  the  procedure. 
Because  selective  gastric  vagotomy  requires 
a more  extensive  and  meticulous  dissection 
than  does  truncal  vagotomy  and  necessarily 
increases  the  time  of  operation,  it  is  prob- 
ably not  advisable  to  perform  selective  gas- 
tric vagotomy  for  emergency  operations  or 
in  patients  who  are  considered  to  be  poor 
risks.  In  elective  operations,  however,  it 
is  usually  possible  to  perform  selective  gas- 
tric vagotomy  without  difficulty  and  without 
unduly  prolonging  the  operative  procedure. 
The  preliminary  results  of  this  prospective, 
randomized  study  suggest  that  selective  gas- 
tric vagotomy  and  pyloroplasty  affords  pa- 
tients equally  good  clinical  results  as  selective 
gastric  vagotomy  and  antrectomy. 
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Picture 


Gallery 


TAKEN  AT  THE  RECENT 
AMERICAN  MEDICAL 
ASSOCIATION  CLINICAL  SESSION 

Photo  No.  1,  front  row  (left  to 
right)  — Frank  P.  Stone,  M.D.,  Presi- 
dent-Elect NMA;  John  D.  Coe,  M.D., 
Omaha;  R.  Russell  Best,  M.D.,  Dele- 
gate to  the  AMA,  Section  on  General 
Surgery;  John  R.  Schenken,  M.D., 
NMA  Delegate  to  the  AMA.  Second 
row  — E.  F.  Leininger,  M.D.,  NMA 
Delegate  to  the  AMA;  Roger  D.  Ma- 
son, M.D.,  President  and  Alternate 
Delegate  to  the  AMA;  R.  F.  Sievers, 
M.D.,  NMA  Alternate  Delegate  to 
the  AMA;  Russell  L.  Gorthey,  M.D., 
Secretary-Treasurer  of  the  NMA. 
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Our  Medical  Schools 


Creighton  appoints 

Thomas  L.  Flickinger,  executive  director 
of  Creighton  Memorial  Saint  Joseph  Hos- 
pital, and  Dr.  Joseph  Holthaus,  dean  of  the 
Creighton  University  School  of  Medicine, 
recently  announced  the  appointment  of  two 
physicians  to  positions  at  the  hospital  and 
the  university. 

Dr.  Richard  Booth  will  assume  the  newly 
created  position  of  Medical  Services  Director 
of  Creighton  Memorial  Saint  Joseph  Hos- 
pital. Dr.  Booth  will  also  serve  as  an  Asso- 
ciate Dean  of  the  Creighton  University 
School  of  Medicine. 

Dr.  Vincent  Runco,  Jr.,  3426  S.  114th  Ave., 
has  been  appointed  director  of  the  Creigh- 
ton Medical  School  cardiology  program  and 
director  of  the  Creighton  Memorial  Saint  Jo- 
seph Hospital  Cardiac  Center. 

In  the  newly  created  position  of  Medical 
Services  Director  for  the  hospital  Dr.  Booth 
will  be  responsible  for  planning,  coordinat- 
ing and  implementing  all  Medical  Service 
programs.  He  will  cooperate  with  Creigh- 
ton University  Health  Service  deans  in  the 
coordination  of  health  teaching  programs. 
Chiefs  of  the  medical  and  dental  departments 
and  divisions  will  be  responsible  to  him  in 
matters  of  patient  service. 


DR.  RICHARD  BOOTH 


DR.  VINCENT  RUNCO,  JR. 


As  Associate  Dean,  Dr.  Booth  will  be  re- 
sponsible for  coordinating  the  clinical  teach- 
ing and  patient  care  activities  of  the  Creigh- 
ton University  School  of  Medicine  at  the 
hospital.  He  will  retain  his  position  as  Pro- 
fessor of  Medicine  on  the  Medical  School 
faculty.  According  to  Flickinger,  Dr.  Booth 
will  immediately  share  in  the  planning  and 
development  of  the  new  hospital  which  will 
be  part  of  the  Creighton  University  Health 
Sciences  Center. 

Dr.  Runco  will  replace  Dr.  Booth  as  Di- 
rector of  the  Carl  W.  Renstrom  Heart  Re- 
search Center  at  Creighton  Memorial  Saint 
Joseph  Hospital.  Dr.  Runco  will  retain  his 
position  as  Professor  of  Medicine  at  the 
Creighton  Medical  School. 


Dr.  Rigby  named 

Dr.  Perry  Rigby  has  been  named  an  assist- 
ant dean  for  curriculum  at  the  University  of 
Nebraska  Medical  Center. 

A faculty  member  at  Nebraska  since  1964, 
Dr.  Rigby  was  made  director  of  the  new 
division  of  hematology  in  1968.  In  1969  he 
was  made  a professor  of  medicine.  In  1965 
Dr.  Rigby  was  named  a Markle  scholar  in 
academic  medicine. 
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Dr.  Rigby  received  his  doctor  of  medicine 
degree  from  the  Western  Reserve  Univer- 
sity School  of  Medicine.  Following  intern- 
ship and  residency  at  the  University  of  Vir- 
ginia Hospital  in  Charlottesville,  he  was  a 
research  fellow  in  hematology  at  the  Mas- 
sachusetts Memorial  Hospital  in  Boston. 

A native  of  East  Liverpool,  Ohio,  Dr.  Rig- 
by was  graduated  summa  cum  laude  from 
Mount  Union  College  in  Alliance,  Ohio. 

Dr.  Rigby  succeeds  Dr.  Paul  Hodgson,  who 
requested  to  be  relieved  of  the  post  of  as- 
sistant dean  to  devote  more  time  to  teaching 
and  surgical  duties. 

Continuing  education:  U of  N 

Three  courses  are  on  the  continuing  educa- 
tion calendar  for  March  at  the  University 
of  Nebraska  Medical  Center. 

1.  Starting  out  the  month  will  be  the 
second  Family  Practice  Review,  March  6 
through  17.  Last  year’s  course  was  attended 
by  56  physicians  from  16  states. 

Like  last  year’s  course,  this  year’s  program 
is  designed  to  prepare  family  physicians  for 
the  examination  of  the  American  Board  of 
Family  Practice.  A special  feature  will  be 
the  simulated  board  examination,  illustrating 
all  the  techniques  used  by  the  American 
Board  of  Family  practice  Certifying  Exam- 
ination. 

Each  day’s  presentation  will  close  with  a 
test  on  the  material  of  the  day,  a review 
of  two  or  three  medical  specialties. 

Dr.  Francis  Land,  professor  and  chairman 
of  the  department  of  family  practice  at  the 
University  of  Nebraska  Medical  Center,  is 
coordinator  of  the  course  which  is  accept- 
able for  98  prescribed  hours  by  the  Ameri- 
can Academy  of  Family  Practice. 

Preregistration  is  required.  The  fee  of 
$400  includes  tuition,  breakfast  and  lunch 
each  day,  two  banquets,  and  transportation 
to  and  from  the  hotel. 

2.  The  eighth  annual  course  on  cardio- 
pulmonary resuscitation  will  be  Monday, 
March  27.  Dr.  Denis  Cuka,  associate  profes- 
sor of  surgery  (anesthesia)  at  the  Medical 


Center,  is  coordinator  of  the  course,  which 
carries  six  hours  of  credit  with  the  AAFP. 
The  fee  of  $25  covers  all  laboratory  expenses 
and  one  luncheon. 

3.  A course  on  obstetrics  and  gynecology 
will  be  co-sponsored  by  the  Creighton  Uni- 
versity School  of  Medicine  on  Thursday  and 
Friday,  March  23  and  24. 

Guest  faculty  members  will  include  Dr. 
John  M.  Lein,  associate  dean  of  the  Uni- 
versity of  Washington  School  of  Medicine, 
Seattle;  Dr.  James  A.  O’Leary,  professor  and 
chairman  of  the  department  of  obstetrics  and 
gynecology,  Loyola  University  Medical  Cen- 
ter, Maywood,  Illinois;  and  Dr.  James  War- 
ren, professor  and  chairman  of  the  depart- 
ment of  obstetrics  and  gynecology  at  the 
Washington  University  Medical  Center,  St. 
Louis,  Missouri. 

Dr.  Joseph  Scott,  associate  professor  of 
obstetrics  and  gynecology  at  the  University 
of  Nebraska  Medical  Center,  is  coordinator 
of  the  course,  which  carries  12  hours  of 
AAFP  credit. 

The  fee  of  $50  includes  two  luncheons. 

Sessions  will  be  held  in  the  auditorium  of 
the  Basic  Science  Building. 

Creighton  announces  changes 

Dr.  Andrew  Hahn,  Chairman  of  the  Creigh- 
ton University  Health  Sciences  Curriculum 
Committee,  says  that  within  the  next  60  days 
the  committee  will  make  specific  recommen- 
dations for  curricula  changes  in  the  schools 
of  Medicine,  Dentistry,  Pharmacy  and  Nurs- 
ing. 

The  Curriculum  Committee  was  appointed 
early  in  November  by  Dr.  Robert  Heaney, 
Creighton’s  Vice  President  for  Health  Sci- 
ences. Committee  members  were  told  to  de- 
velop a comprehensive  new  educational  pro- 
gram for  the  Health  Sciences;  Identify  sub- 
jects that  may  be  irrelevant  to  a sound 
Health  Science  education  and  provide  guid- 
ance to  the  Health  Sciences  management 
team  in  developing  outlines  of  educational 
objectives  and  the  strategy  for  reaching 
those  objectives.  Dr.  Heaney  wants  the 
committee’s  recommendations  by  February, 
1972. 
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Dr.  Hahn  says  the  committee  has  set  four 
goals : prepare  a recommendation  for  re- 

ducing the  time  students  spend  in  existing 
programs;  recommend  new  programs  or  re- 
visions of  current  programs;  increase  mo- 
bility within  the  curricula  and  make  pro- 
grams more  flexible  in  an  effort  to  better 
accommodate  students;  and,  more  fully  inte- 
grate minority  groups  into  the  Health  Sci- 
ences. 

The  committee  chairman  says  “We  very 
definitely  are  studying  ways  to  reduce  the 
number  of  years  it  takes  to  educate  physi- 
cians, dentists,  pharmacists  and  nurses.  We 
are  also  examining  the  possibility  of  creating 
programs  to  allow  earlier  specialization  as 
well  as  to  train  medical  assistants,  midwives 
and  other  health  science  specialists.” 

Dr.  Hahn  says  “new  programs  must  be 
feasible,  flexible,  financially  prudent  and 
academically  superior  to  current  programs. 
Change  simply  for  the  sake  of  change  can- 
not be  accepted.”  He  also  emphasizes  that 
the  committee  is  open  to  suggestions  and 
comments  from  practicing  Health  Science 
professionals. 

U of  N appoints  Dr.  McFadden 

Dr.  Harry  W.  McFadden,  Jr.,  has  been 
named  an  interim  associate  dean  for  graduate 
studies  and  research  in  the  University  of 
Nebraska  system. 

Dr.  McFadden  has  been  chairman  of  the 
department  of  microbiology  at  the  Univer- 
sity of  Nebraska  Medical  Center  since  1956. 
He  joined  the  faculty  in  1947. 

Dr.  McFadden  is  a 1943  graduate  of  the 
University  of  Nebraska  College  of  Medicine 
and  a 1941  graduate  of  the  University  of 
Nebraska. 


Urology  residency  at  Creighton 

Dr.  Joseph  Holthaus,  dean  of  the  Creigh- 
ton University  School  of  Medicine,  has  an- 
nounced the  establishment  of  a new  residency 
program  in  the  school’s  urology  department. 
The  program  will  consist  of  a three  year  resi- 
dency beginning  July  1 of  this  year.  De- 
signed to  accept  one  new  resident  each  year, 


the  program  will  give  those  chosen  an  oppor- 
tunity to  work  with  physicians  at  four  local 
hospitals,  exposing  them  to  a broad  spectrum 
of  clinical  opinion. 

Dr.  Myron  P.  Walzak,  chairman  of  the 
Department  of  Urology,  says  the  new  pro- 
gram is  organized  in  such  a way  that  an 
individual  will  be  given  increasing  respon- 
sibilities according  to  his  developing  skills 
and  experience.  The  resident  will  spend  the 
entire  first  year  at  Creighton  Memorial  Saint 
Joseph  Hospital  caring  for  urologic  patients. 
He  will  perform  surgery  according  to  his 
training  and  capability.  The  second  year 
will  include  six  months  at  the  Veterans  Ad- 
ministration hospital  and  Douglas  County 
hospital  while  the  final  year  offers  rotation 
on  other  services  such  as  nephrology  or  pedi- 
atric urology  at  Childrens  hospital.  In  his 
final  year,  the  resident  will  also  be  given 
almost  total  responsibility  for  resident  rota- 
tion and  supervision. 

Dr.  Walzak  is  now  taking  applications 
from  persons  who  would  like  to  be  considered 
for  the  first  year  resident  position. 


Dr.  Holthaus  appoints 

Dr.  Joseph  Holthaus,  Dean  of  the  Creigh- 
ton University  School  of  Medicine,  made 
the  following  appointments  during  Decem- 
ber : 

Effective  immediately,  I have  appointed 
Mr.  John  B.  Hermann  to  the  position  of  Ex- 
ecutive Assistant  Dean.  I have  taken  this  ac- 
tion as  a move  toward  freeing  myself  from 
some  of  the  routine  administrative  duties 
for  the  School.  Mr.  Hermann  will  serve  as  a 
member  of  the  Executive  Committee  of  the 
School  of  Medicine  during  the  period  of  this 
appointment. 

I am  also  happy  to  announce,  after  many 
years  of  need,  the  appointment  of  Mr.  Bryce 
Brasel  as  Editor  of  the  Health  Sciences  In- 
formation Bureau,  Department  of  Public  Re- 
lations and  Public  Information.  Bryce,  for- 
merly Administrative  Assistant  to  Mayor 
Eugene  Leahy,  started  to  work  December  1. 
Prior  to  going  to  work  for  the  city,  Bryce 
had  extensive  experience  in  news  and  broad- 
casting in  Omaha. 
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Dr.  Nayak  honored 

Dr.  Ramnath  Nayak,  Assistant  Professor 
of  Medicine  at  Creighton  University’s  School 
of  Medicine,  will  serve  as  President  of  the 
Nebraska  Diabetes  Association  for  a second 
year. 

„ 

Dr.  Nayak  graduated  from  the  T.N.  Medi- 
cal College  in  Bombay,  India,  in  1955  and 
came  to  the  United  States  in  1958.  After 
serving  as  a Resident  in  Medicine  and  a Re- 
search Fellow  in  Endocrinology  and  Cardio- 
vascular Disease  in  Brooklyn,  New  York,  for 
nearly  four  years,  he  moved  to  McGill  Uni- 
versity and  the  Royal  Victoria  Hospital  in 
Montreal,  Canada  where  he  received  his 
Ph.D.  in  Experimental  Medicine.  Dr.  Nayak 
came  to  Omaha  and  joined  the  faculty  of 
Creighton  University’s  School  of  Medicine 
in  1968. 

Creighton  seeks  dental  dean 

Dr.  Robert  Heaney,  Creighton  University 
Vice  President  for  Health  Sciences,  has  ap- 


pointed a 12-member  search  committee  to 
find  a dean  for  the  Creighton  School  of  Den- 
tistry. The  position  has  been  vacant  since 
November  1 when  Dr.  Raymond  Shaddy  was 
elevated  from  Dental  School  dean  to  Asso- 
ciate Vice  President  for  Health  Science  Plan- 
ning. 

The  search  committee  is  made  up  of  the 
dean  of  the  Creighton  School  of  Medicine,  a 
professor  of  anatomy  from  the  medical 
school,  two  dental  students  and  eight  mem- 
bers of  the  dental  school  faculty.  Joseph  M. 
Holthaus,  M.D.,  medical  school  dean,  and 
Paul  E.  Tamisiea,  D.D.S.,  are  co-Chairmen. 

In  addition  to  Drs.  Holthaus  and  Tamisiea, 
committee  members  include:  Robert  Vining, 
D.D.S.;  John  Butkus,  D.D.S. ; Bernard  Bo- 
gatz,  D.D.S. ; Richard  Hungerford,  D.D.S. ; 
Eugene  Stormberg,  D.D.S. ; William  Carlisle, 
D.D.S.;  David  Hoover,  D.D.S.;  Julian  Bau- 
mel,  Ph.D.;  Brad  Graber,  junior  dental  stu- 
dent and  Alan  Nalbor,  senior  dental  student. 


Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS— 
Febr.  26  — Kearney 

There  are  no  meetings  scheduled  for 

March  except  Oral  Plastic  Clinic. 

AMERICAN  FERTILITY  SOCIETY  — 
Fifth  Postgraduate  Course  and  28th  An- 
nual Meeting;  Waldorf-Astoria  Hotel, 
New  York  City;  February  27,  1972.  Write 
to : Herbert  H.  Thomas,  M.D.,  Medical 
Director,  American  Fertility  Society, 
1801  Ninth  Avenue  South,  Suite  101, 
Birmingham,  Alabama  35205. 

RURAL  HEALTH  — 25th  National  Confer- 
ence. Sponsored  by  the  AMA  Council  on 
Rural  Health  at  the  St.  Francis  Hotel,  San 
Francisco,  March  16-17,  1972. 

NEBRASKA  MEDICAL  ASSOCIATION, 
Annual  Session  — April  30  - May  3,  1972, 
Hotel  Cornhusker,  Lincoln,  Nebraska. 


AMERICAN  COLLEGE  OF  SPORTS  MEDI- 
CINE, 19th  Annual  Meeting  — May  1-3, 
1972;  Philadelphia,  Pa.  Write  to:  Donald 
Herrmann,  Executive  Secretary,  ACSM, 
1440  Monroe  St.,  Madison,  Wis.  53706. 


AMERICAN  MEDICAL  ASSOCIATION, 
Annual  Session  — June  18-22,  1972,  San 
Francisco  - Hilton  Hotel,  San  Francisco, 
California. 


FOURTEENTH  ANNUAL  MIDWEST  IN- 
TERPROFESSIONAL SEMINAR  ON 
DISEASES  COMMON  TO  ANIMALS 
AND  MAN  — September  7-8,  1972,  fea- 
turing an  Arbovirus  Symposium  at  Ne- 
braska Center  for  Continuing  Education, 
33rd  and  Holdrege  Streets,  Lincoln,  Ne- 
braska 68503.  Write  to  Dr.  H.  E.  McCon- 
nell, Director,  State  Health  Laboratories, 
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State  Capitol  Building,  Lincoln,  Nebraska 
68509. 


AMERICAN  ASSOCIATION  FOR  LABORA- 
TORY ANIMAL  SCIENCE,  23rd  Annual 
Session,  October  16-20,  1972 ; Chase-Park 
Plaza  Hotel,  St.  Louis,  Missouri.  Write  to : 
Joseph  J.  Garvey,  Exec.  Secy.,  AALAS, 
P.O.  Box  10,  Joliet,  Illinois  60434. 

AMERICAN  MEDICAL  ASSOCIATION, 
26th  Clinical  Convention  — Netherland- 
Hilton  Hotel,  Cincinnati,  Ohio,  November 
26-29,  1972. 

NEBRASKA  MEDICAL  ASSOCIATION, 
Annual  Session  — April  29  - May  2,  1973. 


Welcome  New  Members 

Alan  D.  Forker,  M.D. 

1512  First  National  Bank  Bldg. 
Lincoln,  Nebraska  68508 

Robert  Goyne,  M.D. 

48th  and  “A”  Streets 
Lincoln,  Nebraska  68510 

Roderick  E.  Harley,  M.D. 

5625  “O”  Street 
Lincoln,  Nebraska  68510 

Sushil  S.  Lacy,  M.D. 

University  of  Nebr.  Medical  Center 
Omaha,  Nebraska  68105 

Charles  Sweet,  M.D. 

Albion,  Nebraska  68620 


Nebraska  RMP 


On  the  label  of  Pepto-Bismol®  it  advised 
that  temporary  stool  darkening  may  be  ob- 
served. What  is  the  reason  for  this  color- 
ing? 

Pepto-Bismol®  contains  bismuth  subsalicy- 
late which  will  react  with  gastric  acid  to 
form  a white  precipitate  of  bismuth  oxy- 
chloride.1 During  passage  through  the  lower 
bowel  region  this  may  react  with  sulfhydryl 
groups,  resulting  in  darkening  of  the  feces.2 

1.  Martin,  et  al  Eds:  Remington’s  Pharmaceutical 
Science,  13th  ed.,  Mack  Publishing  Co.,  1965. 

2.  Goodman  L,  Gilman  A:  The  Pharmacological 
Basis  of  Therapeutics,  4th  ed.,  The  MacMillan  Co., 
New  York,  1970. 


X-ray  Therapy  in  Acne:  Therapeutic  Re- 
sponse and  Patient  Cooperation  — E.  Ep- 
stein (400  30th  St.,  Oakland,  Calif  94609). 
Cutis  8:321-328  (Oct)  1971. 

A series  of  1,051  patients  with  acne  were 
treated  with  x-irradiation  (59.1%  of  all  the 
patients  encountered  with  this  dermatosis 
in  a private  practice).  Two  dosage  sched- 


ules were  used:  about  660  and  900  roentgens 
total  dose,  each  given  in  12  treatments  over 
a period  of  about  four  months.  There  were 
no  significant  differences  in  therapeutic  re- 
sults with  either  of  the  two  schedules.  This 
suggests  that  the  usual  recommended  dose 
of  75  R could  be  reduced  to  60  R,  without 
sacrificing  benefits.  Nearly  14%  of  the  pa- 
tients cleared  completely,  and  more  than  50% 
obtained  better  than  an  85%  improvements. 
Nearly  65%  of  the  patients  receiving  one 
half  of  the  recommended  therapy  were  in  the 
highly  benefited  group  (86%-f).  More 
than  one  half  completed  the  12  treatments, 
while  80%  submitted  to  more  than  six 
treatments,  which  indicated  good  patient  co- 
operation. These  figures  did  not  decrease 
during  the  1946  to  1960  “maximum  scare 
period,”  demonstrating  that  there  was  no  real 
resistance  to  radiation  therapy  on  the  part 
of  the  patients.  Of  the  parameters  studied, 
the  most  important  were  the  number  of 
treatments  and  the  total  dosage  followed  by 
severity,  age  and  extent  of  involvement.  Re- 
sults suggest  that  therapy  should  be  with- 
held until  the  patient  reaches  an  age  between 
161/2  and  17  years.  Less  important  were  sex, 
duration,  type  of  equipment.  Ionizing  radia- 
tion exerts  a beneficial  effect  on  acne. 
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Penicillin  G and  Wound  Healing  — R.  Pohl 
and  T.  K.  Hunt  (Dept  of  Surgery,  Univ 
of  California,  San  Francisco  94122).  Arch 
Surg  101:610-611  (Nov)  1970. 

This  experiment  was  performed  to  deter- 
mine whether  the  dosages  of  pencillin  G po- 
tassium currently  in  clinical  use  have  the 
potential  to  interfere  with  wound  healing. 
However,  data  on  healing  in  rats  cannot  be 
rigidly  applied  to  humans,  and  the  medica- 
tions were  given  in  two  large  doses  rather 
than  continuously  as  in  clinical  practice.  The 
lack  of  any  evidence  of  interference  with 
wound  strength  even  after  doses  correspond- 
ing to  80  million  units/day  in  a man  weigh- 
ing 70  kg  (154  lb)  strongly  suggests,  how- 
ever, that  currently  used  penicillin  G potas- 
sium dose  schedules  do  not  constitute  a risk 
to  wound  healing. 


Leg-Vein  Thrombosis  Following  Myocardial 
Infarction  — A.  R.  Lorimer  et  al  (Royal 
Infirmary,  Glasgow,  Scotland).  Lancet 
2:792-793  (Oct  17)  1970. 

Intravenous  injection  of  labelled  fibrino- 
gen (125I)  followed  by  external  counting  has 
been  used  to  assess  the  incidence  of  leg- 
vein  occlusion  in  fifty  patients  with 
suspected  recent  myocardial  infarction. 
Of  the  35  patients  found  to  have  had 
a recent  infarction,  12  developed  radio- 
isotope evidence  of  leg-vein  occlusion.  There 
was  only  one  such  incident  among  the  15 
patients  who  initially  were  treated  similarly 
but  who  were  found  not  to  have  sustained  a 
recent  infarction.  Four  patients  developed  a 
probable  pulmonary  embolus;  all  four  had 
counts  indicating  venous  thrombosis,  but 
only  two  had  suggestive  clinical  features. 


Prognostic  Typing  in  Breast  Cancer  — F. 

Hartveit  (Gade  Institute,  Univ  of  Bergen, 
Bergen,  Norway).  Br  Med  J 4:253-257 
(Oct  30)  1971. 

Infiltrating  breast  carcinomas  which  recur 
within  ten  years  or  more  after  operation  are 
reported  to  contain  tumor  cells  of  character- 
istic morphology.  The  cytological  features 
of  these  tumor  cells,  ie,  clear  cell  borders  and 
nuclei  with  a smooth  outline  lying  well  apart 


from  each  other  and  separated  by  cytoplasm, 
form  the  basis  of  the  system  of  classification. 
Three  cytological  types  are  recognized,  the 
prognosis  being  best  in  type  III.  Typing  is 
carried  out  on  specimens  routinely  stained 
with  hematoxylin  and  eosin.  The  results  of 
typing  were  reproducible  in  over  90%  of 
cases  and  independent  of  the  histology  of  the 
lesion.  Correlation  to  survival  time  was  dem- 
onstrated in  a total  of  222  cases. 


Results  of  Palliative  Operations  for  Carcin- 
oma of  Pancreas  — N.  J.  Feduska,  T.  L. 
Dent,  and  S.  M.  Lindenauer  (Univ  Hosp, 
Ann  Arbor,  Mich  48104) . Arch  Surg  103 : 
330-334  (Aug)  1971. 

The  records  of  101  consecutive  patients 
writh  adenocarcinoma  of  the  pancreas  were 
reviewed.  Diagnostic,  palliative,  and  poten- 
tially curative  operations  were  all  associat- 
ed with  a high  operative  mortality.  Relief 
of  symptoms  was  accomplished  in  53%  of 
patients  surviving  palliative  operations,  78% 
surviving  chemical  splanchnicectomy,  and 
67  % surviving  pancreaticoduodenectomy. 
Palliative  biliary  and  gastric  decompression 
did  not  significantly  prolong  survival.  “Cura- 
tive” pancreaticoduodenectomy,  while  it 
failed  to  effect  a cure,  provided  the  best 
method  of  palliation. 


Isolation  of  Rubella  Virus  From  Abortion 
Material  — K.  M.  Thompson  and  J.  O’H. 
Tobin  (Withington  Hosp,  Manchester,  Eng- 
land). Brit  Med  J 2:264-265  (May  2) 
1970. 

Rubella  virus  was  isolated  from  the  fetus 
or  products  of  conception  in  29  out  of  32 
(91%)  pregnancies  terminated  because  of 
clinical  maternal  rubella  proved  or  supported 
by  laboratory  findings  in  the  first  trimester 
of  pregnancy.  Virus  was  isolated  from  sim- 
ilar material  from  only  three  of  19  (16%) 
other  clinical  cases  of  rubella  in  which  the 
laboratory  findings  were  inconclusive  or 
against  the  diagnosis  or  in  which  no  labora- 
tory tests  were  done.  Virus  was  found  in  the 
amniotic  fluid  if  the  fetus  was  injected  and 
there  was  no  evidence  that  the  placenta  was 
any  real  barrier  to  fetal  infection. 
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Advertisements  in  this  column  are  at  a rate  of  ten 
cents  per  word  with  a minimum  of  $4.00  per  insertion. 
Copy  must  be  received  by  the  fifth  of  the  month  pre- 
ceding date  of  publication  and  should  not  exceed  50 
words.  Advertisements  from  members  of  the  Ne- 
braska Medical  Association  will  be  accepted  without 
charge  for  one  issue.  Each  advertisement  will  be  taken 
out  following  its  first  appearance  unless  otherwise 
instructed.  Where  numbers  follow  advertisements, 
replies  should  be  addressed  in  care  of  The  Nebraska 
Medical  Journal,  1902  First  National  Bank  Building, 
Lincoln,  Nebraska  68508. 


CLINIC  AVAILABLE  — General  practice 
in  furnished  clinic.  County  seat  town,  SW 
Nebraska.  3 nursing  homes  in  town,  good 
territory.  Write  Box  8,  Beaver  City,  Nebraska. 


DECKER  FIBEROPTIC  CULDOSCOPE  — 
Complete  with  case.  Excellent  condition.  Ask- 
ing $250.00.  Contact  Box  31,  Nebraska  Medi- 
cal Journal,  1902  First  National  Bank  Build- 
ing, Lincoln,  Nebraska  68508. 


WANTED  NOW  — General  Surgeon  to 
practice  with  ten  man  group  in  Hibbing,  Min- 
nesota. Great  area  for  one  interested  in  hunt- 
ing, fishing,  snowmobiling,  skiing,  or  any  out- 
of-door  living.  Superior  schools,  junior  col- 
lege. Modern  clinic  building  but  two  blocks 
from  excellent  hospital  facilities.  Patient  area 
of  50,000.  Compatible  staff.  Call  collect  or 
write  to:  John  J.  Muller,  M.D.  or  O.  A.  Seavey, 
Administrator,  Adams  Clinic,  P.  A.,  Hibbing, 
Minnesota  55746.  Telephone:  218-262-3425. 


JUNIOR  MEDICAL  STUDENT  at  Duke 
desires  to  work  in  out  state  family  physi- 
cians office.  Available  April  to  September. 
Has  passed  Basic  Science  and  Part  I of  Na- 
tional Boards.  If  interested,  contact  Dan 
Goodenberger,  2784  Duke  Hospital,  Durham, 
North  Carolina  27710. 


GENERAL  PRACTITIONER/SURGEON  — 
Retired-Illness-Selling  Medical  Building-West- 
ern Nebraska.  Community  recently  missle  ac- 
tivated. Excellent  opportunity.  Building  large 
enough  to  divide  into  suites  and  rent  for  ad- 
ditional income.  Priced  much  below  value — 
$16,000.  Contact:  Edwin  R.  Core,  M.D.,  712 
South  Howard  Street,  Kimball,  Nebraska 
69145.  Area  Code  308-235-2680. 


TWO  G.P.’s  WANTED  IMMEDIATELY  to 
join  general  surgeon — G.P.,  age  47,  and  OB- 
G.P.,  age  38,  in  long  established  practice. 
Rural  community  of  3,000  in  East  Central  Ne- 
braska serving  an  area  of  15,000.  Guaranteed 
salary  of  $2,000  monthly  with  early  oppor- 
tunity for  partnership.  Three  month  yearly 
vacation  or  advanced  study.  New  clinic  fully 
equipped  adjacent  to  new  accredited  hospital 
with  41  bed — acute,  41  bed  long  term.  Five 
minutes  from  home.  Excellent  new  schools, 
hunting,  fishing.  Ideal  location  to  raise  fam- 
ily. Write  Steenburg  Clinic,  1405  7th  Street, 
Aurora,  Nebraska  68818.  Phone  (402)  694- 
3191. 
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the  ampicillin  derivative 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


“ Your  dinner  was 
perfect  — from  soup 
to  ‘DicarbosiV ” 


Dicarbosil. 

ANTACID 

Write  for  Clinical  Samples 

ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis,  Missouri  63102 
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ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

Manuscripts  to  be  presented  for  publication  in  the 
JOURNAL  should  be  typewritten,  double  - spaced,  on  one 
side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
letter  sized  (8%  by  11  in.)  white  paper.  Wide  margins 
(at  least  1^4  in.  on  left)  should  be  left  free  of  typing. 
On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 
consecutively,  the  page  number  being  shown  in  the  right 
upper  comer  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations 
shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  the  author’s  name,  its  number  and  an  indi- 
cation of  its  “top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent 
directly  to  the  Editor  at  the  Journal’s  address. 

Letters  to  the  Editor  submitted  for  publication  should  be 
prepared  as  above,  and  must  carry  the  notation : To  be 

Published. 

Repnnts  should  be  ordered  from  the  printer,  NEWS 
Printing  Company,  Norfolk,  Nebr.  68701. 


Pre-Sate  ® 

(chlorphentermine  HC1) 

CAUTION:  Federal  law  prohibits  dispensing  without 
prescription. 

Indications:  Pre-Sate  (chlorphentermine  hydrochlo- 
ride) is  indicated  in  exogenous  obesity,  as  a short 
term  {i.e.,  several  weeks)  adjunct  in  a regimen  of 
weight  reduction  based  upon  caloric  restriction. 
Contraindications:  Glaucoma,  hyperthyroidism,  phe- 
ochromocytoma,  hypersensitivity  to  sympathomi- 
metic amines,  and  agitated  states.  Pre-Sate 
(chlorphentermine  hydrochloride)  is  also  contrain- 
dicated in  patients  with  a history  of  drug  abuse  or 
symptomatic  cardiovascular  disease  of  the  following 
types:  advanced  arteriosclerosis,  severe  coronary 
artery  disease,  moderate  to  severe  hypertension,  or 
cardiac  conduction  abnormalities  with  danger  of  ar- 
rhythmias. The  drug  is  also  contraindicated  during 
or  within  14  days  following  administration  of  mona- 
mine oxidase  inhibitors,  since  hypertensive  crises 
may  result. 

Warnings:  When  weight  loss  is  unsatisfactory  the 
recommended  dosage  should  not  be  increased  in 
an  attempt  to  obtain  increased  anorexigenic  effect; 
discontinue  the  drug.  Tolerance  to  the  anorectic 
effect  may  develop.  Drowsiness  or  stimulation  may 
occur  and  may  impair  ability  to  engage  in  potenti- 
ally hazardous  activities  such  as  operating  ma- 
chinery, driving  a motor  vehicle,  or  performing 
tasks  requiring  precision  work  or  critical  judgment. 
Therefore,  such  patients  should  be  cautioned  ac- 
cordingly. Caution  must  be  exercised  if  Pre-Sate 
(chlorphentermine  hydrochloride)  is  used  concom- 
itantly with  other  central  nervous  system  stimu- 
lants. There  have  been  reports  of  pulmonary  hyper- 
tension in  patients  who  received  related  drugs. 
Drug  Dependence:  Drugs  of  this  type  have  a poten- 
tial for  abuse.  Patients  have  been  known  to  increase 
the  intake  of  drugs  of  this  type  to  many  times  the 
dosages  recommended.  In  long-term  controlled 
studies  with  high  dosages  of  Pre-Sate,  abrupt  ces- 
sation did  not  result  in  symptoms  of  withdrawal. 
Usage  In  Pregnancy:  The  safety  of  Pre-Sate  (chlor- 
phentermine hydrochloride)  in  human  pregnancy  has 
not  yet  been  clearly  established.  The  use  of  ano- 
rectic agents  by  women  who  are  or  who  may  be- 
come pregnant,  and  especially  those  in  the  first 
trimester  of  pregnancy,  requires  that  the  potential 
benefit  be  weighed  against  the  possible  hazard  to 
mother  and  child.  Use  of  the  drug  during  lactation 
is  not  recommended.  Mammalian  reproductive  and 
teratogenic  studies  with  high  multiples  of  the  human 
dose  have  been  negative. 

Usage  In  Children:  Not  recommended  for  use  in 
children  under  12  years  of  age. 

Precautions:  In  patients  with  diabetes  mellitus  there 
may  be  alteration  of  insulin  requirements  due  to 
dietary  restrictions  and  weight  loss.  Pre-Sate  (chlor- 
phentermine hydrochloride)  should  be  used  with 
caution  when  obesity  complicates  the  management 
of  patients  with  mild  to  moderate  cardiovascular 
disease- or  diabetes  mellitus,  and  only  when  dietary 
restriction  alone  has  been  unsuccessful  in  achieving 
desired  weight  reduction.  In  prescribing  this  drug 
for  obese  patients  in  whom  it  is  undesirable  to  in- 
troduce CNS  stimulation  or  pressor  effect,  the  phy- 
sician should  be  alert  to  the  individual  who  may  be 
overly  sensitive  to  this  drug.  Psychologic  disturb- 
ances have  been  reported  in  patients  who  concomi- 
tantly receive  an  anorexic  agent  and  a restrictive 
dietary  regimen. 

Adverse  Reactions:  Central  Nervous  System:  When 

CNS  side  effects  occur,  they  are  most  often  mani- 
fested as  drowsiness  or  sedation  or  overstimulation 
and  restlessness.  Insomnia,  dizziness,  headache, 
euphoria,  dysphoria,  and  tremor  may  also  occur. 
Psychotic  episodes,  although  rare,  have  been  noted 
even  at  recommended  doses.  Cardiovascular:  tachy- 
cardia, palpitation,  elevation  of  blood  pressure. 
Gastrointestinal:  nausea  and  vomiting,  diarrhea,  un- 
pleasant taste,  constipation.  Endocrine:  changes 
in  libido,  impotence.  Autonomic:  dryness  of  mouth, 
sweating,  mydriasis.  Allergic:  urticaria.  Genitouri- 
nary: diuresis  and,  rarely,  difficulty  in  initiating 
micturition.  Others:  Paresthesias,  sural  spasms. 
Dosage  and  Administration:  The  recommended  adult 
daily  dose  of  Pre-Sate  (chlorphentermine  hydrochlo- 
ride) is  one  tablet  (equivalent  to  65  mg  chlorphen- 
termine base)  taken  after  the  first  meal  of  the  day. 
Use  in  children  under  12  not  recommended. 
Overdosage:  Manifestations:  Restlessness,  confu- 
sion, assaultiveness,  hallucinations,  panic  states, 
and  hyperpyrexia  may  be  manifestations  of  acute  in- 
toxication with  anorectic  agents.  Fatigue  and  de- 
pression usually  follow  the  central  stimulation. 
Cardiovascular  effects  include  arrhythmias,  hyper- 
tension, or  hypotension  and  circulatory  collapse. 
Gastrointestinal  symptoms  include  nausea,  vomiting, 
diarrhea,  and  abdominal  cramps.  Fatal  poisoning 
usually  terminates  in  convulsions  and  coma. 
Management:  Management  of  acute  intoxication  with 
sympathomimetic  amines  is  largely  symptomatic  and 
supportive  and  often  includes  sedation  with  a bar- 
biturate. If  hypertension  is  marked,  the  use  of  a 
nitrate  or  rapidly  acting  alpha-receptor  blocking 
agent  should  be  considered.  Experience  with  he- 
modialysis or  peritoneal  dialysis  is  inadequate  to 
permit  recommendations  in  this  regard. 

How  Supplied:  Each  Pre-Sate  (chlorphentermine 
hydrochloride)  tablet  contains  the  equivalent  of 
65  mg  chlorphentermine  base;  bottles  of  100  and 
1000  tablets. 

Full  information  available  on  request. 

WARNER-CHILCOTT 

Division,  Warner-Lambert  Company 
Morris  Plains,  New  Jersey  07950 
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IN  ASTHMA 
IN  EMPHYSEMA 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HC1.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HC1.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HC1.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  Vi  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  PO YTHRESS  & COMPANY,  INC  , RICHMOND,  VIRGINIA  23217 
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REPRINTS 


OF  YOUR 


Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 


It  costs  very  little 
to  run  reprints — 
write  us  for  prices 

NEWS  Printing  Company 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 
Letterheads  • Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 


The  Law  . . . 

National  health  insurance 

The  House  Ways  and  Means  Committee 
will  begin  executive  sessions  on  national 
health  insurance,  having  completed  extensive 
public  hearings  last  fall.  The  Committee  is 
expected  to  work  out  its  own  proposal,  in- 
cluding replacement  or  modification  of  the 
Medicaid  program.  The  Administration  will 
amend  its  national  health  insurance  plan  in 
order  to  meet  some  of  the  objections  which 
have  been  raised  with  respect  to  the  original 
bill.  Legislation  providing  for  additional 
regulation  of  the  health  insurance  industry 
is  also  expected  from  the  Administration. 

Sickle  cell  anemia 

A great  deal  of  publicity  was  generated 
last  year  when  a number  of  prominent  ath- 
letes and  entertainers  began  a campaign  for 
a special  attack  on  sickle  cell  anemia,  a her- 
editary disease  common  among  black  Ameri- 
cans. The  Senate  passed  S.  2676  to  provide 
federal  grants  for  the  identification,  preven- 
tion and  treatment  of  sickle  cell  disease,  and 
the  bill  will  be  given  high  priority  in  the 
House. 

Maternal  and  child  health 

Maternal  and  child  health  programs,  pos- 
sibly including  a broad  scale  day  care  center 
program,  will  be  a major  topic  during  the 
second  session.  To  begin  with,  the  special 
project  grants  authorized  under  title  V of 
the  Social  Security  Act  will  expire  at  the 
end  of  the  current  fiscal  year,  and  accord- 
ingly will  need  to  be  renewed  during  this 
session.  The  Administration  is  seeking  a 
one  year  extension.  The  subject  of  child 
care  is  likely  to  become  a controversial  issue, 
in  view  of  the  fact  that  the  President  vetoed 
S.  2007,  the  Economic  Opportunity  Amend- 
ments of  1971.  The  bill,  as  sent  to  the  Presi- 
dent, included  a $2.1  billion  child  care  plan 
which  originally  had  been  proposed  in  separ- 
ate legislation.  Representative  Mills  has  stat- 
ed that  he  considers  child  health  and  welfare 
to  be  a major  objective  for  this  Congress.  A 
program  of  some  type,  therefore,  is  likely  to 
emerge. 


16-A 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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A gratifying 
announcement  about 
Empirin  Compound 
with  Codeine 

You  may  now  specify  up  to  five  refills 
within  six  months  when  you  prescribe 
Empirin  Compound  with  Codeine 
(unless  restricted  by  state  law). 

It  is  significant  in  this  era  of  increased 
regulation,  that  Empirin  Compound  with  Co- 
deine has  been  placed  in  a less  restrictive  category. 
You  may  now  wish  to  consider  Empirin  with 
Codeine  even  more  frequently  for  its  predictable 
analgesia  in  acute  or  protracted  pain  of  moderate 
to  severe  intensity. 

Empirin  Compound  with  Codeine  No.  3 contains 
codeine  phosphate*  (32.4  mg.)  gr.  V2.  No.  4 
contains  codeine  phosphate*  (64.8  mg.)  gr.  1. 
*(Warning— may  be  habit-forming.)  Each  tablet 
also  contains:  aspirin  gr.  3V2,  phenacetin  gr.  IVi, 
caffeine  gr.  Vi. 


Medicinews  . . . 

Geriatric  society  to  meet 

The  American  Geriatrics  Society  (AGS) 
will  hold  its  29th  Annual  Meeting  April  5-6 
at  the  Americana  Hotel  in  New  York. 

The  two  days  of  scientific  sessions  will 
include  special  award  lectures  on  major 
issues  in  geriatric  medicine,  reports  on  clin- 
ical research  in  the  field  and  panel  discus- 
sions on  topics  of  general  interest  to  clini- 
cians caring  for  geriatric  patients. 

The  AGS  is  a national  medical  society 
whose  8,000  members  are  medical  specialists 
or  allied  health  personel  interested  in  geri- 
atric medicine.  Irving  J.  Wright,  M.D., 
New  York,  N.Y.,  President  of  the  American 
Geriatrics  Society,  said  the  meeting  is  also 
open  to  other  physicians  and  surgeons,  in- 
terns, residents,  nurses,  occupational  thera- 
pists and  other  paramedical  personnel  and 
to  members  of  organizations  with  a special 
interest  in  geriatrics.  There  is  no  registra- 
tion fee. 


“My  goodness,  you’d  think  they  had  never  be- 
fore seen  a copy  of  The  Nebraska  Medical 
Journal.” 

22-A 


PFIZERPEN 
DOSAGE  FORMS 


Orange-flavored 

Pfizerpen  VK  for  Oral  Solution 

(potassium  phenoxymethyl  penicillin) 

125  mg.  (200,000  units)/5  cc.: 
bottles  of  1 00  cc.  and  1 50  cc. 

250  mg.  (400,000  units)/ 5 cc.: 
bottles  of  1 00  cc.  and  1 50  cc. 

Pfizerpen  VK  Tablets 

(potassium  phenoxymethyl  penicillin) 

250  mg.  (400,000  units):  bottles  of  100. 
500  mg.  (800,000  units):  bottles  of  100. 


J 

Butterscotch-caramel-flavored 
Pfizerpen  G Powder  for  Syrup 
(potassium  penicillin  G) 

400.000  units/5  cc.: 

bottles  of  1 00  cc.  and  200  cc. 

Pfizerpen  G Tablets 
(potassium  penicillin  G) 

200.000  units:  bottles  of  100  and  500. 

250.000  units:  bottles  of  100. 

400.000  units:  bottles  of  100  and  1000, 
and  unit-dose  pack  of  100  (10  x 10's). 

800.000  units:  bottles  of  100. 


LABORATORIES  DIVISION 

PFIZER  INC  NEW  YORK  NY  10017 


Now  there  are  two  ways  to  cut  the  cost  of  brand-name  penicillin  therapy. 

Pfizerpen  VK  now  joins  Pfizerpen  G (potassium  penicillin  G)  for  true  economy  in  brand-name 
penicillin  therapy. 

When  you  write  penicillin  VK,  it's  for  acid  stability,  solubility  and  rapid  absorption.  But  when 
you  write  Pfizerpen  VK,  you  add  economy.  Pfizerpen  VK,  more  economical  than  the  two  lead- 
ing brand-name  penicillin  VK  products.  G or  VK.  Just  make  sure  it's  Pfizerpen. 

Tablets  and  Powder  for  Syrup 

, PFIZERPEN  VK  , 

(POTASSIUM  PHENOXYMETHYL  PENICILLIN) 

GORVK.  JUST 
MAKE  SURE  IT’S  PFIZERPEN. 


ORGANIZATIONS,  STATE 

Alcoholics  Anonymous 

Lincoln  Center  Bldg.,  Lincoln  68508 
American  Red  Cross 

1701  “E”  St.,  Lincoln  68508 
The  Arthritis  Foundation,  Nebraska  Chapter 
Vernon  G.  Ward,  M.D.,  President 
302  Doctors  Building,  Omaha  68131 
Cerebral  Palsy  Association  of  Nebraska 
Joy  Piper,  Executive  Director 
4665  Leavenworth,  Omaha  68106 
Creighton  University  School  of  Medicine 
Joseph  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68131 
International  College  of  Surgeons 

Joseph  J.  Borghoff,  M.D.,  Regent  for  Nebraska 
7906  Dodge  Street,  Omaha  68114 
Multiple  Sclerosis  Society 

Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln  68522 
Muscular  Dystrophy  Assn,  of  America 
Robert  Fitzgerald,  District  Director 
6054  Ames  Ave.,  Omaha  68104 

National  Cystic  Fibrosis  Research  Foundation, 
Nebraska  Chapter 

Mrs.  Mona  Boyd,  Executive  Secretary 
636  Medical  Arts  Bldg.,  Omaha  68102 

National  Foundation,  Inc. 

Dick  Rumbolz,  1620  “M”  St.,  Lincoln  68508 

Nebraska  Association  of  Medical  Assistants 
Mrs.  Barbara  Powell,  President 

57C0  Francis,  Lincoln  68505 

Nebraska  Association  of  Pathologists 
Milton  N.  Stastny,  M.D.,  Sec’y-Treas. 

8303  Dodge,  Omaha  68114 

Nebraska  Blue  Cross  - Blue  Shield 

Wm.  H.  Heavey,  Executive  Director 
72nd  and  Mercy  Road,  Omaha  68124 

Nebraska  Chapter 

American  Academy  of  Family  Practice 
William  De  Roin,  M.D.,  Secy. 

8258  Hascall  St.,  Omaha  68124 

Nebraska  Chapter 

American  Academy  of  Pediatrics 

H.  E.  Wallace,  M.D.,  State  Chairman 
5145  “O”  St.,  Lincoln  68510 
James  Wax,  M.D.,  Sec’y-Treas. 

118  So.  88th,  Omaha  68114 

Nebraska  Chapter 

American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  M.D.,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha  68131 

Nebraska  Chapter 
American  College  of  Surgeons 

Dr.  Carl  W.  Sasse,  Jr. 

8300  Dodge  Street,  Omaha  68114 

Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 

Nebraska  Diabetes  Association,  Inc. 

Mrs.  E.  H.  Reitan,  Executive  Secy. 

2305  South  10th  St.,  Omaha  68108 

Nebraska  Dietetic  Association 

Marie  Knickrehm,  Ph.D.,  President 
Univ.  of  Nebr.,  East  Campus,  Lincoln  68503 

Nebraska  Division  American  Cancer  Society 

Peter  J.  Zwier,  Executive  Vice  President 
4201  Dodge,  Omaha  68131 

Nebraska  Epilepsy  League,  Inc. 

Box  6412,  Elmwood  Station,  Omaha  68106 

Nebraska  Heart  Association 

Mrs.  Martha  Robertson,  Exec.  Director 
3624  Farnam  Street,  Omaha  68131 


Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln  68508 
Nebraska  Nursing  Home  Association 

Eugene  J.  Thompson,  Executive  Secretary 
3100  “O”  Street,  Lincoln  68510 
Nebr.  Academy  of  Opthalmology  & Otolaryngology 
William  Carter,  M.D.,  Secretary 
234  Doctors  Building,  Omaha  68131 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

602  South  44th  Avenue,  Omaha  68105 
Nebraska  Public  Health  Association 
H.  E.  McConnell,  Dr.  P.H.,  President 
State  Health  Dept.,  Lincoln  68509 
Nebraska  Rheumatism  Association 
Dr.  Arthur  Weaver,  President 
Lincoln,  Nebraska 

Nebraska  Society  for  Crippled  Children 
4016  Farnam,  Omaha  68131 
Nebraska  Society  for  Internal  Medicine 
John  G.  Brazer,  M.D.,  President 
5804  N.W.  Radial,  Omaha  68104 
Nebraska  Society  of  Anesthesiologists 
Dean  Watland,  M.D.,  President 
8601  W.  Dodge  Road,  Omaha  68114 
Nebraska  Society  of  Medical  Technologists 
Marilyn  Crane,  President 
4019  Nicholas,  Omaha  68131 
Nebraska  State  Department  of  Health 
Henry  Smith,  M.D.,  Director 
State  Capitol  Bldg.,  Lincoln  68509 

Nebraska  Medical  Association 
Ken  Neff,  Executive  Secretary 
1902  First  National  Bank  Bldg.,  Lincoln  68508 

Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
307  Baird  Bldg.,  Omaha  68102 

Nebraska  State  Obstetric  and  Gynecology  Society 
Willis  H.  Taylor,  Jr.,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  68131 

Nebraska  State  Orthopedic  Society 

Harold  Horn,  M.D.,  Secretary 
3145  “O”  Street,  Lincoln  68510 

Nebraska  State  Radiological  Society 
James  P.  Schlichtemier,  M.D.,  Sec’y-Treasurer 
8303  Dodge  St.,  Omaha  68114 

Nebraska,  South  Dakota,  North  Dakota  District 
Branch  of  the  American  Psychiatric  Association 

Harry  C.  Henderson,  M.D.,  President 
105  South  49th  St.,  Omaha  68132 

Nebraska  Tuberculosis  & Respiratory  Disease  Assn. 

Delmer  Serafy,  Executive  Secretary 
406  W.O.W.  Building,  Omaha  68102 

Nebraska  Urological  Association 

Louis  W.  Gilbert,  M.D.,  Sec’y-Treasurer 
903  Sharp  Building,  Lincoln  68508 

Nebraska  Veterinary  Medical  Association 

Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings  68901 

Omaha  Mid-West  Clinical  Society 

Mary  E.  Pilloud,  Executive  Secretary 
1040  Medical  Arts  Building,  Omaha  68102 

POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha  68105 

Rehabilitation  Service  Division 

Fred  A.  Novak,  Assistant  Commissioner 
1701  So.  17th  St.,  Lincoln  68502 

University  of  Nebraska  College  of  Medicine 
Cecil  L.  Wittson,  M.D.,  President 
42nd  and  Dewey,  Omaha  68105 
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Notify  The  Journal  of  Any  Changes  Concerning  Your  Organization. 


‘It  must  be  a tough  life,  always  rushing  to  an  emergency.’ 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal,  Exec.  Dir. 

Volker  at  Brookside,  Kansas  City,  Missouri  64112 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 

American  College  of  Legal  Medicine 

Miss  Betty  Hanna,  Exec.  Sec. 

60  East  Scott  St.,  Suite  402,  Chicago,  Illinois  60610 

American  College  of  Obstetricians  & Gynecologists 
Michael  Newton,  M.D.,  Dir. 

79  West  Monroe  Street,  Chicago,  Illinois  60603 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Exec.  Dir. 
4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 

American  College  of  Radiology 

William  C.  Stronach,  L.L.B.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60076 

American  College  of  Surgeons 
Dr.  C.  Rollins  Hanlon,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 

American  Diabetes  Association 
Mr.  J.  Richard  Connelly,  Exec.  Dir. 

18  East  48th  St.,  New  York,  New  York  10017 

American  Heart  Association 
James  M.  Hundley,  M.D.,  Exec.  Dir. 

44  East  23rd  St.,  New  York,  New  York  10010 

National  Hemophilia  Foundation 

25  West  39th  Street,  New  York,  New  York  10018 


American  Hospital  Association 

Edwin  L.  Crosby,  M.D.,  Exec.  Vice-Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 

American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hy.,  Park  Ridge,  Illinois  60068 

American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

Hearst  Building,  Third  at  Market,  San  Francisco, 
California  94103 

American  Society  of  Clinical  Pathologists 
Albert  G.  Boeck,  Jr.,  Exec.  Dir. 

710  South  Wolcott  Ave.,  Chicago,  Illinois  60612 

American  Medical  Association 

Ernest  B.  Howard,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 

American  Urological  Association 

Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  North  Carles  St.,  Baltimore,  Maryland  21201 

The  Arthritis  Foundation 

Mr.  Daniel  E.  Button,  Executive  Director 
1212  Ave.  of  the  Americas,  New  York,  N.Y.  10036 

International  College  of  Surgeons 
Aldo  Parentela,  M.D.,  Int.  Exec.  Sec. 

1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 

National  Multiple  Sclerosis  Society 
257  Park  Avenue  South 
New  York,  New  York  10010 

Radiological  Society  of  North  America 

Maurice  D.  Frazer,  M.D.,  Sec. 

713  East  Genesee  St.,  Syracuse,  New  York  13210 

Vocational  Rehabilitation  Administration 

Mary  E.  Switzer,  Commissioner 
Washington,  D.C. 
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Medici  news  . . . 

Clinical  electroencephalography 

Under  the  auspices  of  the  Training  and 
Education  Committee  of  the  American  Elec- 
troencephalographic  Society,  a continuation 
course  on  “Clinical  Electroencephalography” 
will  be  held  October  9th  through  October 
11th,  1972  at  the  Shamrock  Hilton  Hotel  in 
Houston,  Texas.  The  Course  is  designed  to 
review  the  fundamentals  and  principal  ap- 
plications of  electroencephalography  to  clin- 
ical medical  practice.  A distinguished  fac- 
ulty will  present  the  material,  whose  ex- 
panded curriculum  will  include  time  for  in- 
dividual interpretation  sessions  and  closed- 
circuit  TV  demonstrations  from  Baylor  Uni- 
versity Medical  School.  This  Course  is 
approved  by  the  American  Medical  Associa- 
tion Council  on  Continuing  Medical  Educa- 
tion. Inquiries  about  further  details  of  the 
Course  or  registration  procedures  should  be 
addressed  to:  Dr.  Donald  W.  Klass,  EEG 
Course  Director,  Mayo  Clinic,  Rochester, 
Minnesota  55901. 


Doctors  and  nurses  get  together 

The  American  Medical  Association  and 
the  American  Nurses’  Association  have  es- 
tablished a national  commission  to  discuss 
and  recommend  changes  in  medical  and  nurs- 
ing practice  that  will  improve  health  care 
in  the  United  States. 

The  ultimate  goal  of  the  new  AM  A- AN  A 
commission  is  to  recommend  to  both  profes- 
sions necessary  action  which  will  encourage 
optimum  working  relationships  and  assure 
the  best  care  of  patients. 

Areas  expected  to  be  examined  by  the 
new  commission  include  current  clinical  prac- 
tice, patient  care  procedures,  new  methods 
of  providing  care,  and  relationships  with 
new  categories  of  health  care  personnel. 

It  is  expected  that  there  will  be  counter- 
part committees  of  physician  and  nurse  prac- 
titioners in  every  state  to  deal  with  these 
and  related  subjects. 

The  National  Commission  for  the  Study 
of  Nursing  and  Nursing  Education  is  assist- 
ing in  launching  the  new  commission  by  spon- 
soring the  first  meeting. 


Councilor  Districts  and  Counties 

First  District:  Councilor:  Thomas 

J.  Gurnett,  Omaha.  Counties : 
Douglas,  Sarpy. 

Second  District : Councilor : Louis 

J.  Gogela,  Lincoln.  Counties : 
Lancaster,  Otoe,  Cass. 

Third  District:  Councilor:  H.  C. 

Stewart,  Pawnee  City.  Counties  : 
Gage,  Johnson,  Nemaha,  Pawnee, 
Richardson. 

Fourth  District:  Councilor:  Rob- 

ert B.  Benthack,  Wayne.  Coun- 
ties : Knox,  Cedar,  Dixon,  Dakota, 
Antelope,  Pierce,  Thurston,  Madi- 
son, Stanton,  Cuming,  Wayne. 

Fifth  District:  Councilor:  Robert 

Sorenson,  Fremont.  Counties: 
Burt,  Washington,  Dodge,  Platte, 
Colfax,  Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  Houtz 

Steenburg,  Aurora.  Counties : 
Saunders,  Butler,  Polk,  Seward, 
York,  Hamilton. 

Seventh  District:  Councilor:  Lyle 

Nelson,  Crete.  Counties : Saline, 
Clay,  Fillmore,  Nuckolls,  Thayer, 
Jefferson. 

Eighth  District : Councilor : Robert 
Waters,  O’Neill.  Counties:  Cher- 
ry, Keyapaha,  Brown,  Rock,  Holt, 
Sheridan,  Boyd. 

Ninth  District:  Councilor:  Hiram 

Walker,  Kearney.  Counties : Hall, 
Custer,  Valley,  Greeley,  Sher- 
man, Howard,  Dawson,  Buffalo, 
Grant,  Hooker,  Thomas,  Blaine, 
Wheeler,  Loup,  Garfield. 

Tenth  District:  Councilor:  Charles 

W.  Landgraf,  Jr.,  Hastings. 
Counties : Gosper,  Phelps,  Adams, 
Furnas,  Harlan,  Webster,  Kear- 
ney, Red  Willow,  Chase,  Frontier, 
Dundy,  Hitchcock. 

Eleventh  District:  Councilor:  Bruce 
F.  Claussen,  North  Platte.  Coun- 
ties : Lincoln,  Perkins,  Keith,  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  A.  J. 
Alderman,  C hadron.  Counties: 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyenne,  Sioux, 
Dawes. 


NEBRASKA  MEDICAL  ASSOCIATION 
Council  Districts  and  Component  County  Medical  Societies 

COMPONENT  COUNTY  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY 


Adams D.  W.  Kingsley,  Jr.,  Hastings — D.  B.  Foote,  Jr.,  Hastings 

Antelope-Pierce R.  E.  Kopp,  Plainview D.  F.  Johnson,  Jr.,  Osmond 

Boone Roy  Smith,  Albion Wm.  Reardon,  St.  Edward 

Box  Butte J.  J.  Ruffing,  Hemingford F.  P.  Sucgang,  Alliance 

Buffalo J.  H.  Bancroft,  Kearney David  Bacon,  Kearney 

Burt Clifford  Hadley,  Lyons Isaiah  Lukens,  Tekamah 

Cass R.  J.  Dietz,  Plattsmouth G.  D.  Knosp.  Elmwood 

Cheyenne-Kimball-Deuel C.  U.  Bitner,  Sidney John  Byrd,  Kimball 

Cuming L.  L.  Ericson,  West  Point Eugene  Sucha,  West  Point 

Custer Thomas  Lucas,  Broken  Bow 

Dawson W.  K.  Weston,  Lexington W.  B.  Elfeldt,  Lexington 

Dodge W.  H.  Hill,  Fremont W.  B.  Eaton,  Fremont 

Five  County R.  B.  Benthack,  Wayne G.  L.  John,  Wayne 

Four  County James  Maly,  Fullerton Otis  Miller,  Ord 

Gage John  Porter,  Beatrice K.  E.  Gustafson,  Beatrice 

Garden-Keith-Perkins W.  G.  Seng,  Oshkosh H.  W.  Rounsborg,  Oshkosh 

Hall B.  B.  Woodruff,  Grand  Island—. B.  J.  Moor,  Grand  Island 

Hamilton J.  M.  Woodard,  Aurora E.  A.  Steenburg,  Aurora 

Holt  & Northwest A.  D.  Gilg,  Bassett William  Becker,  Lynch 

Howard R.  W.  Hanisch,  St.  Paul E.  C.  Hanisch,  St.  Paul 

Jefferson Gordon  Johnson,  Fairbury Frank  Falloon,  Fairbury 

Knox R.  H.  Kohtz,  Bloomfield D.  J.  Nagengast,  Bloomfield 

Lancaster John  Clyne,  Lincoln J.  E.  Stitcher,  Lincoln 

Lincoln J.  E.  Nickel,  North  Platte Miles  Foster,  North  Platte 

Madison R.  E.  Klaas,  Norfolk F.  Martin,  Norfolk 

N.W.  Nebraska L.  M.  Magruder,  Chadron Lewis  McCormick,  Crawford 

Omaha-Douglas C.  E.  Wilson,  Omaha D.  J.  Pavelka,  Omaha 

Otoe G.  E.  Burbridge,  Nebraska  City.  C.  J.  Formanack,  Syracuse 

Phelps F.  W.  Brewster,  Holdrege Mr.  Rex  Kelly,  Holdrege 

Platte-Loup  Valley T.  Lemke,  Jr.,  Columbus A.  H.  Liebentritt,  Columbus 

Saline Robert  Quick,  Crete Jerry  Adler,  Crete 

Saunders S.  E.  Wallace,  Wahoo J.  E.  Hansen,  Jr.,  Wahoo 

Scotts  Bluff F.  J.  Hatch,  Scottsbluff 

Seward Roger  Meyer,  Utica Paul  Plessman,  Seward 

S.E.  Nebraska Keith  Shuey,  Tecumseh John  Krickbaum,  Auburn 

S.W.  Nebraska R.  A.  Cottingham,  McCook J.  S.  Carson,  McCook 

South  Central  Nebraska J.  A.  Mountford,  Davenport L.  G.  Bunting,  Hebron 

Stanton H.  S.  Tennant,  Stanton 

Washington K.  C.  Bagby,  Blair 

York-Polk J.  D.  Bell,  York B.  N.  Greenberg,  York 
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Books 


Dimetapp  Extentabs® 

INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  12  years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 
and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient’s  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 
such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  dis- 
tress. 

HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500. 


Lipreading,  by  Elizabeth  Hazard;  published  by 
Charles  C.  Thomas,  Springfield,  Illinois,  1971;  614" 
by  9 14",  hard  cover,  205  pages,  $9.75. 

This  book  is  intended  for  student  and  teacher; 
the  author  is  a deaf  teacher  and  is  herself  depend- 
ent on  lipreading.  There  are  65  lessons  and  hun- 
dreds of  exercises,  including  syllable  drills,  word 
drills,  and  word  comparisons.  There  are  no  pictures, 
but  a mirror  is  recommended;  an  index  is  not  sup- 
plied, but  is  probably  not  needed. 

The  deaf  would  rather  read  lips  than  ask  others 
to  write  notes  or  learn  sign  language.  This  is  a 
good  book  for  pupil  and  instructor.  It  is  a fine 
gift  for  anyone  who  needs  or  simply  wants  to  learn 
to  read  lips.  It  is  well  done. 


— F.C. 


Markets  for  The  Medical  Author,  by  John  G. 
Deaton,  M.D.;  614"  by  914",  hard  cover,  published 
by  Warren  H.  Green,  Inc.,  St.  Louis,  Missouri,  1971; 
92  pages;  $10.0. 


Dr.  Deaton  is  a Diplomate  of  the  American  Board 
of  Internal  Medicine  and  is  a Medical  Director  at 
Mexia  State  School  in  Mexia,  Texas.  His  book  lists 
336  journals  pertaining  to  medicine  (listed  by  spe- 
cialty)., and  65  paramedical  journals  and  house  or- 
gans, as  well  as  64  medical  book  publishers;  it  is 
the  first  of  a kind  in  the  medical  field.  It  has 
a good  index,  and  such  things  as  proofreaders 
marks,  reference  styles,  and  abbreviation  sources. 

It’s  a very  good  book;  mine  is  going  to  stay 
right  on  my  desk. 


—F.C. 


Current  Diagnosis  and  Treatment,  by  Marcus 
Krupp,  Milton  Chatton,  and  associate  authors.  Pub- 
lished January,  1972,  by  Lange  Medical  Publica- 
tions, Los  Altos,  California.  962  pages  (714"  by 
1014 ");  $11.00;  flexible  cover. 

Current  Diagnosis  and  Treatment  first  appeared 
in  1962  and  is  revised  each  year.  I had  the  pleasure 
of  reviewing  it  in  the  May  1970  issue  (page  347) 
of  the  Journal.  The  884  pages  have  been  increased 
to  962,  and  the  number  of  authors  from  34  to  36. 
The  price  is  the  same. 

Perhaps  it  is  not  meant  to  be  used  as  a text- 
book of  medicine,  but  I have  done  it.  It  is  long 
enough,  modern  enough,  and  thorough  enough.  It 
is  unusually  easy  to  read  and  has  a proper  index. 

Best  Buy  of  the  Year. 

—F.C. 
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Graded  Approach  to  Management  of  Pene- 
trating Wounds  of  Heart  — F.  M.  Steichen 
et  al  (3459  Fifth  Ave,  Pittsburgh  15213). 
Arch  Surg  103:574-580  (Nov)  1971. 

An  analysis  of  58  “unselected”  penetrat- 
ing wounds  of  the  heart  is  presented.  Twen- 
ty-one “lifeless  patients”  received  immediate 
thoracotomy  and  repair;  seven  survived. 
Thirty-three  with  frank  hemorrhage  or  pro- 
gressive tamponade  were  subjected  to  urgent 
cardiography;  24  survived.  Four  patients 
classified  as  stable  tamponade  were  treated 
by  pericardiocentesis  and  all  survived.  Un- 
favorable influences  on  survival  were  gun- 
shot wounds  (as  opposed  to  stab  wounds), 
left  ventricular  wounds,  coronary  artery 
wounds,  and  associated  abdominal  injuries. 
Where  available,  cardiopulmonary  bypass 
and  circulatory  assist  devices  should  be  kept 
on  stand-by  for  use  in  those  patients  with 
intracardiac  and  coronary  injuries  who 
would  not  survive  without  the  help  of  extra- 
corporeal circulation  or  postoperative  sup- 
port of  a failing  circulation. 


“My  problem  isn’t  fantasy.  What  troubles  me  is  reality.” 
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THE  NEBRASKA  MEDICAL  JOURNAL 


HE’S  DEAD,  I THINK 

I had  been  an  intern  for  about  ten  hours 
when  a nurse  telephone-woke  me  to  come 
and  pronounce  someone.  Pronounce  him 
what,  I asked  foolishly,  and  the  answer  was 
dead,  of  course ; you’re  not  dead  until  a 
doctor  says  so.  I knew  when,  with  pulse 
and  breathing,  someone  was  alive,  but  when 
was  a person  dead?  It  seemed  at  the  time 
a heavy  responsibility,  and  I injected  epine- 
phrine into  his  heart  while  they  all  watched, 
impatient  but  fascinated.  They  asked  if  I 
would  do  that  every  time,  but  I never  did. 
Anyway,  we  used  to  hold  cold  mirrors  to  the 
mouth,  cut  arteries,  wait  for  putrefaction, 
listen  to  the  heart  and  to  the  breath,  and 
do  all  sorts  of  things,  but  motivation  has 
changed  all  that,  and  I do  not  trust  mo- 
tivation. 

Where  there’s  life  there’s  hope,  we  used 
to  say,  but  where  there’s  death  there’s  hope 
may  make  sense  if  you’re  waiting  for  some- 
one to  die  so  you  can  get  his  heart  or  kidney. 
So  now  we  have  learned  to  speak  of  some- 
thing called  brain  death,  and  we  go  by  un- 
equal or  dilated  pupils  or  flat  electrocardio- 
grams or  electroencephalograms.  And  there 
is  even  a concept  called  transplantation 
death  and  you  may  be  dead  before  you  know 
it.  A patient’s  brain  may,  I know,  be  irre- 
versibly damaged  before  respiration  ceases, 
but  with  all  the  committees  in  the  world,  I 
am  afraid  of  motivation.  If  you  are  wait- 
ing for  someone  to  die,  you  cannot  decide 
honestly. 

The  problem  is  plain,  committee  members 
are  honest,  the  recipient’s  need  is  real,  and 
we  should  not  wait  too  long  merely  to  avoid 
being  accused  of  not  waiting  long  enough: 
what  of  our  duty  to  the  patient  waiting  for 
the  kidney?  Will  we  stand  accused,  one 
day,  of  waiting  too  long  while  his  chance  of 
surviving  ran  out?  It  is  not  unlikely. 

The  time-of-death  problem  is  still  waiting 
to  be  solved. 

— F.C. 


BRING  BACK  THE  DECILITER 

A dl  is  a deciliter,  and  a deciliter  is  a 
tenth  of  a liter;  ml  is  a milliliter,  or  a 
thousandth  of  a liter.  All  of  this  means 
that  a dl  is  the  same  as  100  ml,  and  this 
brings  me  to  my  suggestion. 

Many  laboratory  values  are  expressed  in 
grams  or  milligrams  per  100  ml,  and  the 
awkward  phrase  “per  100  ml”  occurs  re- 
peatedly, as  for  calcium,  hemoglobin,  sodium, 
uric  acid,  ammonia,  cholesterol,  creatinine, 
and  glucose.  Since  a unit  already  exists,  why 
not  use  it? 

We  say  pounds  per  square  inch,  not  per 
ten  square  inches;  milligrams  per  kilogram, 
not  per  five  kilograms;  and  we  tell  how 
many  ounces  or  pounds  there  are  in  a cubic 
foot,  not  in  a hundred  cubic  feet. 

Fasting  blood  glucose  would  be  reported 
as  90  mg/dl,  not  90  mg  per  100  ml;  and 
hemoglobin  could  read  14  gm/dl,  or  g/dl. 
If  we  adopt  the  change  I suggest,  we  would 
be  changing  names,  not  things.  If  it  is 
argued  that  dl  looks  like  ml,  which  it  does 
not,  I suggest  that  we  take  a good  look  at 
mg  and  ng,  both  of  which  are  commonly 
used. 

Of  course,  milligrams  per  100  cc  (or  100 
ml),  mg  per  cent,  and  mg%  are  all  the 
same.  I feel  the  need  to  look  up  mg%  every 
time  I see  it,  but  mg/dl  is  self  explanatory. 
If  we  must  use  100  ml  as  a convenient  vol- 
ume-unit, let’s  call  it  by  its  right  name, 
the  dl. 

—F.C. 


GOOD-BYE,  INCH 

It  is  possible  that  we  have  fallen  behind 
the  times  and  the  world  in  our  reluctance  to 
adopt  the  metric  system,  and  I have  shared 
this  reluctance.  I always  liked  grains ; they 
are  nice.  I find  it  easier  to  write  gr  1/150 
than  0.4  mg;  I like  that  big  150,  and  it  is 
hard  to  tell  0.4  from  0.04  or  even  to  know 
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gm  from  mg.  But  I give  up  now,  before 
I am  the  last  die-hard  to  surrender. 

Hods  and  furlongs  and  chains  are  of  little 
use.  The  foot-rule  and  the  yardstick  are 
going,  and  the  quart  and  gallon  will  follow, 
I suppose.  Farewell  to  the  foot  and  its  12 
inches,  and  let  us  forget  the  peck  and  the 
ell  and  the  pint,  and  the  gill,  whatever  that 
was.  We  will  have  to  learn  Latin  and  Greek 
prefixes,  and  our  lives  will  be  shaken.  Fourth 
down  and  3 yards  becomes  4th  and  2.7 
meters.  An  ounce  of  prevention  may  van- 
ish with  the  grain  of  truth.  A miss  is  as 
good  as  1.6  kilometers. 

Lest  we  forget,  there  are  some  crutches 
to  tide  us  over.  A kilogram  is  something 
like  2 lb,  a kilometer  is  about  half  a mile, 
a meter  is  not  too  different  from  a yard,  and 
a centimeter  is  almost  half  an  inch.  But 
we  will  one  day  abandon  these  aides-memoire 
and  learn  to  think  in  cm  and  mg. 

There  are  other  advantages  to  be  had  by 
changing.  We  will  conform  to  the  rest  of 
the  scientific  world,  we  will  move  into  a 
modern  atmosphere,  and  we  can  divide  by 
ten.  But  we  will  have  to  deal  with  “those 
damned  dots,”  the  decimals,  something  I 
view  with  mixed  emotions,  if  not  alarm. 

And  what  will  become  of  our  dozens  of 
eggs,  our  shc-packs  of  beer,  and  our  fifths 
of  whiskey?  And  time:  I hope  they  let  us 
keep  minutes  and  seconds. 

And  especially  week-ends. 

— F.C. 


MEDICAL  WRITING:  A SPECIALTY 

We  no  longer  ask  if  a doctor  specializes; 
we  may  only  want  to  know  ivhich  is  his  spe- 
cialty, since  everybody  has  one,  or  very 
nearly  everybody.  For  some  of  us  specialize 
and  have  no  specialty  to  contain  us.  It  is 
my  purpose  to  make  a place  for  what  is 
probably  the  last  neglected  group  of  physi- 
cians without  a recognized  specialty,  the 
medical  writers.  If  we  do  not  see  patients, 
we  advise  those  who  do.  Pathologists  may 
rarely  if  at  all  see  live  patients,  and  radi- 
ologists may  not  see  patients  at  all.  Then 


there  are  administrators,  deans  of  medical 
schools,  lecturers  in  forensic  medicine  and 
in  medical  history,  biostatisticians,  and  di- 
rectors of  medical  education. 

We  may  write  a book  or  edit  a journal  and 
influence  a hundred  doctors  as  they  treat 
a thousand  patients.  Like  teachers,  we  never 
know  where  our  influence  ends;  and  like 
good  teachers,  it  may  never  end.  Our  ad- 
missions standards  will  be  different  from 
the  surgeon’s,  but  so  are  the  pathologist’s; 
they  are  easily  established. 

It  is  my  desire  to  form  a new  specialty 
for  physicians  who  write  medical  books  and 
articles,  and  for  doctors  who  edit  medical 
journals  and  compose  columns  for  news- 
papers and  lay  magazines,  and  perhaps  to 
make  a place  for  deans  and  lecturers,  and  for 
physicians  who  deserve  a specialty  and  do 
not  have  one. 

Write  to  me. 

— Frank  Cole,  M.D. 


Anesthesia,  Pregnancy,  and  Miscarriage: 
Study  of  Operating  Room  Nurses  and 
Anesthetists  — E.  N.  Cohen,  J.  W.  Bell- 
ville  and  B.  W.  Brown,  Jr.  (Stanford  Univ 
School  of  Medicine,  Stanford,  Calif  94305). 
Anesthesiology  35:343-347  (Oct)  1971. 

A survey  was  undertaken  to  evaluate  the 
possible  relationship  between  spontaneous 
miscarriage  and  exposure  to  the  operating 
room.  The  study  was  carried  out  by  per- 
sonal interview  of  67  operating  room,  and 
92  general  duty  nurses.  During  the  years 
1966  to  1970,  29.7%  of  pregnancies  in  oper- 
ating room  nurses  ended  in  spontaneous  mis- 
carriage, compared  with  only  8.8%  in  the 
control  group.  A similar  pattern  was  ob- 
served in  a second  study  of  50  anesthetists 
and  81  physicians  practicing  in  specialties 
other  than  anesthesia.  During  the  six-year 
period  1965  to  1970,  the  anesthetists  evi- 
denced a 37.8%  spontaneous  miscarriage 
rate,  compared  with  10.3%  in  the  control 
group.  Miscarriages  occurred  earlier  in  both 
operating  room  nurses  and  anesthetists  com- 
pared with  their  control  groups. 


72 


Nebraska  M.  J. 


ORIGINAL  ARTICLES 


Little  League  Elbow 


^^HERE  is  a traumatic  condi- 
| tion  occurring  in  athletes  with 
JL  enough  frequency  and  with 
such  serious  sequelae  that  a review  of  the 
nature,  causes,  prevention,  and  treatment  is 
in  order  and  should  be  brought  to  the  at- 
tention  of  physicians  dealing  with  this  prob- 
lem. 

In  my  experience  as  physician  for  ath- 
letes, both  professional  (hockey,  boxing  and 
baseball)  and  amateur  (boxing,  basketball, 
and  baseball)  injuries  have  not  been  uncom- 
mon. Rigorous  attempts  are  made  to  mini- 
mize the  effects  of  these  injuries  by  the 
judicious  use  of  training,  equipment,  and 
coaching,  and  in  the  event  of  an  injury,  rapid 
and  thorough  treatment. 

This  paper  is  presented  for  familiarization 
with  an  often  missed  and  preventable  com- 
plication in  pitchers. 

Little  League  Elbow  is  an  anatomical  and 
pathological  entity  caused  by  overindulgence, 


JOHN  D.  EWING.  M.D..  F.A.C.S.* 
Omaha,  Nebraska 


quantitatively  and  qualitatively,  in  pitching 
by  a youth  of  nine  to  fifteen  years  of  age. 

“Elbow  trouble”  is  the  most  frequent 
cause  of  a pitcher’s  early  demise  in  big 
league  baseball.  These  athletes  are  well 
trained,  limit  their  appearances  in  competi- 
tion, have  access  to  good  trainers  and  sports 
physicians,  and  have  good  training  habits, 
yet  still  develop  disturbances. 

The  little  leaguer  has  none  of  these  ad- 
vantages, and  in  addition  is  handicapped  by 
the  fact  that  his  elbow  joint  has  not  ma- 
tured; the  epiphyses  are  not  closed.  Yet  he 
strains  his  elbow  during  pitching  with  the 
same  stresses  as  the  big  leaguer. 

The  pathological  changes  result  from  the 
overstretching  and  straining  of  the  muscles 
and  tendons,  and  the  resultant  pulling  on  the 
incompletely  attached  medial  epicondyle  in 
the  case  of  the  curve  ball  hurlers. 

The  flexors,  carpi  radialis,  carpi  ulnaris, 
and  digitorum  sublimus,  along  with  the  pron- 
ator teres  and  palmaris  longus,  attach  to  the 
medial  epicondyle.  In  throwing  a curve  ball, 
the  pitcher  hyperextends  the  forearm,  and 
supinates  and  hyperextends  the  wrist,  thus 
putting  an  overstress  on  these  muscles  and 
the  medial  epicondyle. 

In  the  case  of  the  fast  ball  artist,  the 
arm  is  hyperextended  and  pronated,  and  the 
wrist  flexed,  jamming  the  head  of  the 
radius  against  the  capitulum,  at  the  same 
time  straining  the  extensor  carpi  radialis 
and  extensor  carpi  ulnaris. 

Constant  and  repetitive  strain  on  this 
musculoskeletal  system  can  detach  portions 
of  these  epicondyles.  The  occurrence  is 
much  more  common  in  the  thrower  of  curve 
balls.  This  overstress  can  result  in  a form 
of  osteochondritis,  the  severity  of  which, 
pathologically  and  functionally,  depends  up- 

*Team  Physician  of  the  Omaha  Royals. 
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on  the  length  of  time  that  the  condition  is 
allowed  to  progress  unrecognized. 

The  condition  can  be  recognized  early. 
Any  lad  who  after  pitching  four  or  less 
innings  complains  of  soreness  after  24 
hours  should  be  suspect.  If  a pitcher  should 
complain  of  soreness  after  every  pitching 
turn  or  repeatedly  has  soreness  which  does 
not  subside  within  24  hours,  he  should  not 
be  allowed  to  pitch  with  the  standard  one 
day  rest;  and  should  not  pitch  while  still 
sore  even  though  he  may  still  be  allowed 
two  more  innings  in  the  same  week.  Con- 
tinued soreness  deserves  a careful  exam- 
ination and  x-rays. 

There  are  definite  rules  for  pitchers.  In 
the  nine  to  thirteen  group,  if  a player 
pitches  four  or  less  innings,  he  must  have 
one  day  rest;  four  innings  or  more,  three 
days  rest  with  a maximum  of  six  innings 
in  a week.  In  the  senior  league,  thirteen  to 
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Figure  2.  Musculo  skeletal  system  of  elbow  involved  in 
curve  ball  hurling. 


fifteen,  a player  may  not  pitch  more  than 
nine  innings  in  a calendar  week,  nor  in 
more  than  one  game  per  day,  and  if  he 
pitches  in  four  or  more  innings  he  must 
have  three  days  rest;  one  day’s  rest  if  he 
pitches  in  less  than  four  innings. 

Even  with  these  attempted  safeguards 
elbows  differ  in  their  structure  between 
boys.  Some  players  might  be  up  to  this 
schedule  and  others  might  have  to  pitch  less. 
Though  strict  rules  may  be  followed,  for 
some  the  pitching  chores  might  be  too 
much.  The  supervision  and  training  should 
be  on  an  individual  basis.  The  reason  for 
this  is  that  most  players  will  not  complain, 
and  in  some  cases  parental  exhortations, 
coaching  acquiescence  or  the  plaudits  of 
the  crowd  may  be  the  stimulus  to  participate 
in  spite  of  pain,  soreness  and  limitation  of 
motion.  Coaches  should  be  cognizant  of  the 
possibility  of  this  injury  and  should  be 
charged  with  familiarizing  their  players 
with  the  seriousness  of  the  condition  and 


Figure  3.  Fragmentation  of  capitulum  in  fast  ball 
pitcher. 
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instruct  them  in  the  causes,  prevention  and 
treatment. 

1.  Coaches  should  teach  their  young 
pupils  the  principles  of  stress,  fol- 
lowed by  fatigue,  followed  by  rest, 
rehabilitation  and  then  gradual  return 
to  maximum  stress. 

2.  Players  should  be  cautioned  against  in- 
discriminate practice,  year  round  prac- 


Figrure  4.  Musculo  skeletal  system  around  elbow  in- 
volved in  fast  ball  pitching. 


tice,  and  prolonged  practice  during  the 
season  after  pitching  regularly. 

3.  Players  should  be  instructed  in  ade- 
quate warmups. 

4.  They  should  be  instructed  in  off-sea- 
son arm  development  exercises ; we 
use  a wheel  on  a wall  exercising  off- 
season and  warming  up  during  the 
season  for  strengthening  and  loosen- 
ing the  shoulder,  elbow  and  wrist. 

5.  All  pitchers  should  have  postgame 
therapy.  We  use  ice  baths  on  all 
pitchers  for  ten  minutes  to  a half 
hour  depending  on  the  length  of  the 
hurling  stint,  then  rest  for  24  hours, 
then  gradual  return  over  three  days 
to  full  motion. 

If  in  spite  of  all  these  precautions,  the 
diagnosis  of  this  injury  is  made,  and  frag- 
mentation or  disruption  of  the  epicondyle  is 
demonstrated  radiographically,  treatment 
should  begin  immediately.  First,  complete 
rest  in  a sling  and  anti-inflammatory  agents 
are  given  orally.  The  pain  will  usually  sub- 
side within  a few  days.  Whirlpool  treat- 
ments are  given  three  or  four  times  a week. 
Gradually  movement  is  started,  but  no  ex- 
tremes of  motion  are  allowed.  Throwing  is 
not  allowed  until  there  is  radiographic  evi- 
dence of  union.  Most  of  these  cases  will  heal 
with  this  treatment.  One  fast  ball  pitcher 
who  developed  this  serious  injury  will  re- 
quire surgery.  Little  league  elbow  is  pre- 
ventable, and  its  occurrence  mars  the  image 
of  an  otherwise  healthful  sport. 
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PKU  Testing  in  Omaha-Dougias  County 


PUBLIC  Law  283  requiring  the 
testing  for  phenylketonuria  of 
all  newborn  infants  in  Nebras- 
ka was  passed  by  the  1967  Legislature  and 
became  operative  in  October,  1967.  The 
culmination  of  this  legislative  act  repre- 
sented four  years  of  effort  by  many  con- 
cerned citizens  and  professionals.  Since  its 
enactment,  the  Omaha-Dougias  County 
Health  Department  has  kept  a monthly  ac- 
count of  all  hospital  laboratory  reports  on 
the  newborn.  Screening  for  this  disorder 
became  practical  following  the  development 
of  the  Guthrie  inhibition  assay  for  phenyl- 
alanine.1* 2 

The  importance  of  PKU  testing  in  the 
newborn  has  demonstrated  its  value  in  de- 
tecting early  the  true  cases  of  phenyl- 
ketonuria, in  addition  to  a heterogenous 
group  of  infants  who  do  not  have  typical 
phenylketonuria  requiring  prolonged  treat- 
ment.3* 4 Current  findings  suggest  that  there 
are  several  clinical  conditions  associated  with 
elevated  serum  phenylalanine  levels  such  as 
tyrosinemia.  Mass  screening  programs 
have  helped  to  elucidate  these  other  forms 
of  elevated  serum  phenylalanine  which  are 
not  true  phenylketonuria.  Any  positive  test- 
ed infant  should  be  further  evaluated  to  as- 
certain the  correct  diagnosis. 

As  false  negatives  are  rare,  the  Guthrie 
test  should  be  repeated  at  the  first  pediatric 
office  visit  at  4-6  weeks  of  age  for  any  infant 
who  is  breast-fed  or  was  receiving  antibiotics 
at  the  time  of  the  first  Guthrie  Test. 

False  positives  are  more  common  than 
false  negatives,  and  result  from  immature 
liver  function,  vitamin  C deficiency,  genetic 
changes  in  the  metabolism  of  phenylalanine 
and  tyrosine  that  are  distinct  from  phenyl- 
ketonuria. 

The  purpose  of  this  paper  is  to  review  the 
experience  in  Omaha-Dougias  County.  A 
PKU  Pilot  Project  for  reporting  on  new- 
born infants  was  started  in  March,  1965  with 
all  hospitals  with  obstetrical  services  co- 
operating and  reporting.  The  Guthrie  test 
was  used  by  all  the  hospital  laboratories. 
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Table  1 shows  the  results  from  1965  through 
1970. 

One  of  the  most  important  aspects  of  mass 
screening  has  been  to  diagnose  phenylke- 
tonuria at  an  earlier  age  and  thus  to  insti- 
tute treatment  earlier.  Here  in  Nebraska, 
Garfield  and  Carver  surveyed  the  patients 
in  the  Beatrice  State  Home  and  found  15 
cases,  only  one  of  which  had  been  diagnosed 
as  phenylketonuria  upon  admission.5 

All  newborns  are  routinely  tested,  and 
thus  it  was  not  thought  necessary  to  account 
for  the  rare  infant  who  for  some  specific 
medical  reason  was  not  tested  in  the  new- 
born period. 


Year 

Table  1 

No.  of 
Resident 
Births 

Negative 

Tests 

DX  Phenyl- 
ketonuria 

1965  * 

. 9,630 

9,471 

1 

1966  _ 

. 8,074 

8,871 

0 

1967 

. 6,975 

8,155 

0 

1968  ___  _ 

. 6,777 

8,340 

0 

1969  _ 

. 7,078 

9,102 

0 

1970 

. 7,573 

9,131 

1 

* — Started  3-65 

46,107 

53,070 

2 

As  can  be  seen  in  Table  1,  more  tests  are 
done  than  births,  due  to  repeat  testing  or 
to  births  of  nonresidents.  The  number  of 
confirmed  cases  of  PKU  was  2;  a ratio  of 
1:23,000.  Both  positive  cases  were  residents 
of  Omaha-Dougias  County.  This  is  a higher 
ratio  than  reported  in  other  sections  of  the 
county,  the  rate  being  1:10,000.6  The  rea- 
sons for  this  have  yet  to  be  elucidated. 

What  has  happened  to  these  infants  who 
were  screened  by  the  Guthrie  test  and  with 
further  medical  evaluation  were  diagnosed 

♦Chief,  Maternal  and  Child  Health  Division,  Omaha-Dougias 
County  Health  Department 

fPreventable  Disease  Control  Officer,  Omaha-Dougias  Coun- 
ty Health  Department 
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Table  2 


Year 

Age  at 
Diagnosis 

Treatment 

Follow-up 

1965 

6 weeks 

Diet  at 

6 weeks 

At  4%  years — 
Development  normal 

1970 

12  days 

Diet  at 

12  days 

At  6 months — 
Development  normal 

as  phenylketonuria? 

Table  2 shows  the  re- 

3.  Two 

cases  were  diagnosed  as  phenyl 

suits  of  follow-up  on  diagnosed  PKU  infants. 


ketonuria  — a ratio  of  1:23,000. 


For  the  postively  diagnosed  infant  the 
low  phenylalanine  diet  is  available  from  the 
State  Department  of  Health. 

The  Revised  Statutes  Supplement,  1967, 
of  the  PKU  Law  were  amended  in  1969  re- 
placing the  results  of  the  PKU  test  on  the 
birth  certificate  with  a monthly  report  from 
the  hospital  to  the  State  Health  Department. 

Summary 

1.  PKU  testing  was  started  on  a pilot  basis 
in  1965  and  became  mandatory  in  1967. 

2.  Since  1965,  46,107  newborn  to  residents 
of  Omaha  - Douglas  County  have  been 
tested. 


4.  These  2 patients  have  developed  nor- 
mally to  date.  They  have  been  main- 
tained on  the  low  phenylalanine  diet. 
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The  Bone  Marrow  Reticulocyte  Count 
In  Hematological  Disorders 


Introduction 

RETICULOCYTES  constitute  ap- 
proximately t/2  of  the  erythro- 
cyte precursor  cells  in  the  nor- 
mal marrow  and  therefore  about  to  1/6 
of  the  total  marrow  cellularity.1’ 2 There  are 
normally  as  many,  and  usually  somewhat 
more,  reticulocytes  in  the  marrow  compared 
to  the  peripheral  blood ; the  marrow  reticulo- 
cytes are  measurably  larger  and  younger 
with  more  RNA.3  Although  the  importance 
of  reticulocytes  in  the  evaluation  of  hemato- 
logic disorders  is  often  emphasized,  the  quan- 
titative study  of  marrow  reticulocytes  in  dis- 
ease states  is  not  commonly  done,  however, 
despite  their  obvious  importance. 

Materials  and  Methods 

Marrow  aspirations  (1-2  cc)  were  per- 
formed on  53  patients  using  standard  tech- 
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nique,  and  the  resulting  material  was  imme- 
diately put  into  wet  preparations  wTith  bril- 
liant cresyl  blue  stain.4  The  number  of 
reticulocytes  was  recorded  while  enumerat- 
ing 1,000  RBC  in  the  immediate  vicinity  of 
marrow  particles.  By  this  technique  of 
evaluation,  it  is  not  expected  that  marrow 
retie  counts  will  be  lower  than  peripheral 
blood  counts.  Multiple  evaluations  were 
done,  including  repeat  counts,  repeat  mar- 
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rows  on  the  same  patient,  and  other  marrow 
stains  including  Wright’s  stain  and  the  Prus- 
sian blue  stain  for  iron.  Acridine  orange 
stained  marrows  were  done  and  evaluated 
using  an  AO  fluorolume  fluorescent  micro- 
scope setup  to  confirm  observations  on  the 
quantitative  number  of  reticulocytes  in  bone 
marrow  smears.  Complete  blood  counts  were 
performed  serially  along  with  other  diag- 
nostic studies.  Diagnoses  were  made  by 
standard  evaluation  techniques. 

Results 

The  marrow  reticulocyte  counts  (MR) 
varied  from  0.1%  to  25%.  The  number  of 
patients  evaluated  with  specific  illnesses 
are  recorded  in  Tables  1 and  2.  Table  1 
illustrates  those  instances  where  the  mar- 
row reticulocytes  (MR)  were  more  (at  least 
150%)  than  the  reticulocytes  in  the  peri- 
pheral blood  (PR).  Generally  the  marrow 
reticulocytes  were  greater  than  5%  in  this 
group,  though  not  invariably.  It  was  found 
that  those  patients  in  whom  the  production 
of  erythrocytes  in  the  marrow  was  expect- 
ed to  be  increased  had  relatively  high  mar- 
row reticulocyte  counts.  The  conditions 
with  increased  erythropoiesis  included  pa- 

Table  1 

BONE  MARROW  RETICULOCYTES  (MR) 
COMPARED  TO  BLOOD  RETICULOCYTES 
(PR)  IN  HEMATOLOGIC  DISORDERS 


MR>PR  (more  marrow)  (MR>5%) 

Hemolytic  anemia  5 

Polycythemia  (CHB,  cerebellar 

hemangioblastoma)  1 

Recovery  from  drug  depression 3 

Recovery  with  therapy  (leukemia) 7 

Treatment  with  iron  6 

Miscellaneous  5 

Pulmonary  disorders 5 

Total 32 


Table  2 

BONE  MARROW  RETICULOCYTES  (MR) 
COMPARED  TO  BLOOD  RETICULOCYTES  (PR) 
IN  HEMATOLOGIC  DISORDERS 


MR=PR  (equivalent  numbers)  (MR <2.5%) 

Leukemia  (relapse)  9 

Untreated  cancer  4 

RMFA  (relative  marrow  failure 

anemia,  anemia  of  chronic  disorders). 10 

Untreated  iron  deficiency 8 

Drug  intoxication 1 

Pulmonary  disorders  3 

Total 35 


tients  with  hemolytic  anemia,  recovery  from 
hematological  illnesses  and  from  drug  de- 
pression, patients  treated  with  iron,  and  cer- 
tain patients  whose  peripheral  blood  was 
close  to  normal. 

Table  2 illustrates  those  instances  when 
the  bone  marrow  reticulocytes  were  approxi- 
mately equal  to  the  peripheral  blood  reticulo- 
cytes; often  the  counts  were  below  3%  in 
both.  These  illnesses  included  leukemia  and 
other  malignancies,  those  patients  with 
chronic  disorders  who  had  anemia,  untreat- 
ed iron  deficiency  and  certain  pulmonary  dis- 
orders ; some  of  these  latter  were  hypoxemic 
but  not  polycythemic  and  had  increased  iron 
stores  in  the  bone  marrow.  Table  3 illus- 
trates the  individual  observations  in  each 
category  of  diagnosis  with  their  respective 
hemoglobin,  peripheral  blood  reticulocyte 
and  bone  marrow  reticulocyte  counts.  It  is 
apparent  that,  at  high  peripheral  reticulocyte 
counts,  the  marrow  counts  are  also  high  as 
in  hematolytic  anemia;  an  equivalent  num- 
ber is  approached  under  these  circumstances. 
At  lower  levels  of  peripheral  reticulocyte 
number,  generally  the  marrow  has  more 
reticulocytes  than  the  peripheral  blood.  In 
polycythemia,  the  marrow  showed  consider- 
ably more  reticulocytes  than  the  peripheral 
blood.  In  chronic  refractory  anemia,  the 
marrow  reties  were  high  compared  to  the 
periphery,  and  this  may  indicate  ineffective 
erythropoiesis  in  this  disorder.  Recovery 
from  drug  depression,  recovery  with  therapy 
in  acute  leukemia,  and  iron  replacement  in 
iron  deficiency  illustrate  that  bone  marrow 
reticulocytes  significantly  increase  as  ex- 
pected in  these  disorders. 

In  those  patients  with  leukemia  in  relapse, 
involvement  in  the  marrow  by  leukemic  cells 
is  reflected  in  very  low  marrow  reticulocyte 
counts  and  in  low  peripheral  blood  reticulo- 
cyte counts.  An  equivalent  low  number  may 
reflect  a low  marrow  production  of  red  cells 
in  these  disorders.  Those  patients  with  un- 
treated cancer  and  with  the  anemia  of  chron- 
ic disorders  for  other  reasons  showed  an 
equilibrium  of  reticulocytes  in  the  marrow 
and  peripheral  blood;  there  appeared  to  be 
a shunting  of  reticulocytes  from  marrow  to 
peripheral  blood,  possibly  with  some  mild 
increase  in  erythrocyte  production.  This, 
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Table  3 


(MR>PR) 


Peripheral 

Marrow 

Category  — Diagnosis  No. 

Hgb. 

Retie 

Retie 

Hemolytic  anemia 

5 

11.4 

18.7 

25.0 



23.8 



12.8 

2.8 

12.3 

10.7 

14.0 

18.6 

13.8 

1.8 

4.7 

9.0 

2.6 

4.7 

Polycythemia  C.H.B. 

1 

19.0 

1.8 

10.5 

Chronic  refractory  anemia 

1 

12.0 

1.4 

8.3 

Recovery  drug  depression 

3 

10.7 

2.6 

7.7 

11.1 

0.7 

3.6 

11.9 

3.2 

6.0 

Recovery  with  therapy  (Leukemia) __ 

5 

14.9 

3.2 

4.1 

7.0 

2.0 

7.7 

12.0 

11.3 

14.0 

9.3 

0.7 

3.1 

9.6 

3.3 

10.8 

Iron  deficiency  (treatment  with  iron) 

7 

9.3 

6.3 

9.4 

8.4 

1.4 

6.4 

7.1 

1.96 

4.2 

7.8 

1.1 

3.0 

7.2 

2.2 

3.0 

6.8 

3.2 

6.3 

7.8 

3.0 

4.0 

Pulmonary  disorders 

6 

14.2 

2.3 

7.5 

14.9 

0.5 

2.0 

15.3 

0.6 

3.2 

14.5 

0.8 

1.6 

17.5 

2.3 

3.2 

14.7 

0.9 

2.4 

Leukemia  (relapse) 

7 

9.0 

0 

0 

16.1 

0.2 

0.2 

8.8 

0.1 

0.3 

9.3 

0.6 

0.7 

15.6 

0.5 

0.5 

8.0 

0.8 

1.1 

8.6 

0.6 

0.6 

Untreated  cancer 

5 

11.5 

4.9 

3.6 

7.3 

2.2 

0.3 

14.3 

1.0 

0.9 

10.5 

1.0 

1.4 

9.7 

6.0 

6.3 

Anemia  of  chronic  disorders 

(RMFA) 

5 

10.3 

2.2 

2.6 

12.3 

0.2 

0.2 

11.0 

2.9 

3.1 

9.6 

1.8 

2.2 

10.0 

1.8 

1.8 

Fe  deficiency 

6 

4.7 

1.7 

1.8 

11.0 

1.1 

1.4 

9.1 

2.0 

2.1 

8.5 

1.0 

1.7 

6.6 

2.0 

2.8 

7.8 

3.0 

4.0 

Drug  intoxication 

1 

10.0 

0.3 

0.5 

Pulmonary  disorders 

2 

13.3 

0.9 

1.0 

17.6 

0.5 

0.7 

however,  did  not  compensate  for  the  anemia 
which  was  present. 

In  untreated  iron  deficiency,  the  lack  of 
iron  wrould  appear  to  limit  the  red  blood  cell 
production,  and  reticulocytes  appear  to  be 
equal  in  marrow  and  peripheral  blood  at  a 
low  level.  In  drug  intoxication,  as  expected, 
both  marrow  and  peripheral  blood  reticulo- 
cytes were  low.  Some  pulmonary  disorders 
appear  to  reflect  the  equivalent  marrow  and 
peripheral  blood  reties  at  this  low  level 
reminiscent  of  the  anemia  of  chronic  dis- 
orders. 

Discussion 

Seip  in  1953,  and  Reiff  et  al,  in  several 
papers  beginning  in  1958,  have  studied  the 
bone  marrow  reticulocyte  quantitatively.1’ 2 
The  methods  used  were  somewhat  more 
elaborate  than  the  methods  employed  in  the 
present  procedure,  but  the  observed  semi- 
quantitative  results  are  consistent  with  those 
recorded  elsewhere.  One  problem  is  sampling 
error  using  the  aspiration  technique.  The 
data  do  appear  consistent  nevertheless  with 
a uniform  approach  and  good  marrow  sam- 
pling. The  observation  that  the  marrow 
samples  are  often  twice  those  of  the  peri- 
pheral blood  in  individual  patients  is  con- 
sistent with  the  idea  that  there  are  at  least 
as  many  reticulocytes  in  the  marrow  as  the 
peripheral  blood,  and  that  both  of  these 
populations  are  counted  in  the  vicinity  of 
the  marrow  particle. 

Finch  has  suggested  that  a “shift”  of 
reticulocytes  from  the  marrow  to  the  peri- 
pheral blood  may  occur  in  illnesses  with  in- 
creased reticulocyte  production.5  This  shift 
may  also  occur  at  lower  reticulocyte  levels. 
The  shifting  of  reticulocytes  from  marrow 
to  peripheral  blood  probably  requires  a feed- 
back stimulus  from  events  in  the  periphery. 
The  acute  occurrence  of  this  shift  may  re- 
sult in  seemingly  false  high  reticulocyte 
counts  in  the  peripheral  blood ; a chronic 
manifestation  would  be  consistent  with 
equivalent  numbers  of  reties  in  marrow  and 
peripheral  blood  in  chronic  hemolytic  pro- 
cesses. 

Patients  with  the  anemia  of  chronic  dis- 
orders show  rather  consistently  an  equiva- 
lent number  of  reticulocytes  in  the  marrow 


and  peripheral  blood,  sometimes  at  a rela- 
tively low  level.  The  underlying  abnormality 
in  this  disorder  has  not  been  identified, 
though  defective  reutilization  of  iron  has 
been  shown  in  animals  and  in  people.  It  is 
well  known  that  these  patients  have  defec- 
tive reutilization  of  iron  from  the  reticulo- 
endothelial system,  limiting  their  erythro- 
cyte production.6  Since  iron  placed  in  the 
plasma  space  disappears  faster  than  normal, 
it  is  suggested  that  reticulocytes  are  put 
out  into  the  peripheral  blood  by  the  “shift” 
mechanism.  There  appears  to  be  a relative 
total  reticulocytopenia  in  these  disorders. 

Animal  experiments  involving  spleen 
transplants  in  mice  have  shown  the  most  se- 
vere defect  in  those  animals  who  had  ab- 
scesses and  who  received  spleens  loaded  with 
radioactive  iron,  as  compared  with  those  nor- 
mal animals  whose  transplanted  spleens 
were  obtained  from  animals  with  abscesses.7 

Patients  with  normocythemic  peripheral 
blood  and  chronic  obstructive  pulmonary  dis- 
ease showed  varying  results;  in  some  cases 
MR  were  greater  than  PR,  and  in  some  cases 
MR=PR.  The  iron  stores  in  the  marrow  of 
these  individuals  were  increased  and  par- 
ticulate, with  clumps  greater  than  5 microns. 
This  finding  is  generally  seen  in  the  anemia 
of  chronic  disorders.  These  patients  may 
show  a balance  in  effect  by  hypoxemia  stim- 
ulating marrow  production  and  the  anemia  of 
chronic  disorders  (with  destructive  and  in- 
flammatory disease  occuring  in  the  lung)  re- 
pressing blood  production.  The  result  is  nor- 
mocythemic peripheral  blood  and  other 
changes  consistent  with  the  anemia  of 
chronic  disorders. 

Summary 

The  marrow  reticulocyte  count  can  be  a 
valuable  diagnostic  and  prognostic  tool  in  the 
evaluation  of  hematological  disorders.  The 
relationships  between  MR  and  PR  are  indi- 
cated by  the  evaluation  of  hematologic  dis- 
eases, and  give  a semiquantitative  measure 
of  erythropoiesis  not  otherwise  obtained  by 
peripheral  blood  counts,  the  usual  marrow 
aspiration  studies,  or  in  fact  radioactive  iron 
turnover. 
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Adnexal  Masses:  Report  of  Two  Cases 


THE  diagnosis  of  pelvic  mass, 
whenever  the  symptomatology 
is  obscure,  is  still  a wise  deci- 
sion. However,  the  involvement  of  a preg- 
nancy episode  has  been  reported  with  enough 
regularity  so  that  one  should  always  consider 
this  possibility  when  listing  the  differential 
diagnosis.  The  following  two  case  presen- 
tations point  this  out.  The  first  case  is  a 
primary  ovarian  pregnancy;  the  second  case 
describes  an  ectopic  gestation  associated  with 
Mullerian  failure,  marked  enough  so  that 
gross  recognition  of  the  expected  Mullerian 
structure  was  not  noted.  Only  after  micro- 
scopic examination  was  the  diagnosis  of 
tubal  ectopic  gestation  apparent. 

Case  #1 

Clinical  History: 

A 33  year  old  white  female,  gravida 
6-para-5  was  seen  in  the  emergency 
room  on  the  24th  of  February,  1969, 
complaining  of  severe  abdominal  pain. 
On  the  28th  of  December,  1968,  the  pa- 
tient noted  “tissue”  that  had  passed 
from  the  vaginal  tract.  Her  doctor, 
after  examination,  informed  her  she 
had  miscarried,  and  continued  observa- 
tion was  advised  at  that  time.  She  con- 
tinued to  feel  pregnant  and  noted  inter- 
mittent episodes  of  abdominal  distention 
with  nausea.  The  patient  gave  history 
of  episodes  of  vomiting  which  she  had 
attributed  to  the  “flu.”  More  recent 
complaints  included  lower  abdominal 
distress,  a feeling  of  rectal  pressure, 
loose  stools,  and  right  shoulder  pain. 
Within  the  24  hours  prior  to  being  seen 
in  the  emergency  room,  the  lower  ab- 
dominal discomfort  became  very  severe 
with  intermittent  episodes  of  marked 
cramping  lasting  only  a short  time  and 
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relieving  spontaneously.  The  cramps 
continued  to  occur  approximately  every 
45  minutes,  lasting  about  30  seconds. 
The  discomfort  was  bilateral  but  more 
on  the  right  side  and  gradually  migrat- 
ing from  the  right  lower  quadrant  to 
the  right  upper  quadrant.  The  abdom- 
inal distention  had  also  been  increasing, 
and  she  developed  the  feeling  of  “chest 
pressure”  resulting  in  a shortness  of 
breath. 

Physical  Examination: 

Physical  examination  revealed  a well 
developed,  well  nourished,  white  female 
in  acute  distress.  The  lungs  were  clear 
to  auscultation  and  percussion.  The  car- 
diac rhythm  was  regular,  a grade  2 sys- 
tolic ejection-type  murmur  was  noted 
at  the  lower  left  sternal  border.  Ab- 
dominal examination  revealed  a gener- 
alized tenderness  with  guarding  more 
apparent  in  the  right  upper  quadrant. 
During  examination,  one  of  the  cramp- 
ing episodes  developed  and  produced  se- 
vere upper  abdominal  pain,  mainly  on 
the  right,  and  lasting  about  30  sec- 
onds. No  definite  masses  could  be  felt. 
The  abdomen  was  2+  distended;  per- 
cussion produced  tvmpani,  and  on  aus- 
cultation, high  pitched  tinkling  sounds 
were  heard  across  the  upper  abdomen. 

Pelvic  examination  revealed  a mark- 
edly tender  mass  associated  with  ab- 
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dominal  guarding,  making  complete 
evaluation  impossible.  The  mass  felt 
cystic,  and  although  tenderness  was 
more  in  the  right  lower  quadrant,  the 
impression  was  that  it  originated  from 
the  left  side.  Initial  blood  pressure  was 
112/70;  pulse,  100;  temperature,  97.4; 
and  respiration,  20.  Laboratory  ex- 
amination reports  were  as  follows : 
hemoglobin,  13  grams;  white  cells,  13,- 
500;  differential,  91  segs  and  9 lym- 
phocytes ; urinalysis,  negative.  Both  the 
Ortho  and  UCG  tests  w ere  positive. 
Pancreatic  amylase  was  100  Somogyi 
units.  Chest  x-ray  was  negative.  The 
radiologists’s  report  was  “a  question- 
able soft  tissue  mass  in  the  pelvic  area 
with  scattered  gas  in  the  small  intestine 
and  in  the  upper  epigastric  region.  No 
evidence  of  free  air  in  the  abdomen  or 
signs  of  intestinal  obstruction  were 


noted.”  Exploratory  laparotomy  was 
advised. 

The  abdomen  was  opened  through  a 
lower  right  rectus  incision  exposing  the 
abdominal  peritoneum.  A dark  dis- 
coloration was  evident  suggesting  free 
blood  in  the  peritoneal  cavity  and  con- 
firmed, after  incising  the  peritoneum. 
Approximately  1000  to  1500  ml  of  liquid 
blood  and  clots  were  evacuated.  Ex- 
ploration of  the  upper  abdomen  was 
essentially  negative.  Pelvic  examination 
revealed  the  uterus  to  be  enlarged  and 
in  the  midline.  The  right  adnexa  was 
normal ; the  left  adnexa  revealed  a mass 
approximately  10  cm  x 12  cm,  in  the 
position  of  the  left  ovary. 

The  mass  was  freed  using  both  blunt 
and  sharp  dissection.  It  was  then 
brought  through  the  abdominal  opening. 


ilill 


Figure  1.  Ovarian  tissue,  insert  showing  villi. 


82 


Nebraska  M.  J. 


Visual  inspection  revealed  a transparent 
sac  through  which  a fetus  could  be  seen. 
Later  measurements  w ere  consistent 
with  a four  months  gestation.  The  left 
tube  extended  over  the  mass;  the  frim- 
bria  was  flush  against  the  tumor  but 
did  not  seem  to  be  included.  The  mass 
was  removed  after  ligating  and  sever- 
ing the  infundibular  pelvic  and  ovarian 
suspensory  ligaments.  Gross  and  micro- 
scopic examination  were  consistent  with 
Spiegelberg’s  criteria  for  an  ovarian  ges- 
tation. The  postoperative  course  was 
essentially  uneventful.  Since  then,  the 
patient  has  again  become  pregnant  and 
delivered,  vaginally,  a viable  term  in- 
fant. 

Case  #2 

Clinical  History: 

A 32  year  old  white  female,  gravida 
3-para-2,  was  first  seen  in  the  emer- 
gency room  on  the  28th  of  March,  1969. 
Her  complaint  was  severe  left  lower 
quadrant  pain.  This  patient  had  first 
been  seen  by  her  doctor  on  the  20th  of 
March,  1969,  complaining  of  left  lower 
quadrant  distress,  which  she  had  noticed 
for  approximately  one  month.  It  was 
described  as  an  intermittent,  dull,  ach- 
ing type  of  pain  with  occasional  sharp 
stabs,  but  without  radiation.  It  was 
unrelated  to  urinary  or  bowel  functions, 


types  of  foods  consumed,  or  amount  of 
exertion.  Intercourse,  however,  gave 
her  the  feeling  of  “something  being 
blocked.” 

Her  last  menstrual  period,  on  Feb- 
ruary 15,  1969,  was  five  days  early  and 
prolonged.  Past  history  revealed  inter- 
menstrual  spotting  of  bright  red  blood 
several  months  previously,  but  none 
since.  The  initial  examination  was  essen- 
tially within  normal  limits,  except  for  the 
finding  of  a left  adnexal  mass.  Celi- 
otomy was  advised,  and  the  date  set  for 
the  29th  of  March,  1969.  However,  24 
hours  prior  to  being  seen  in  the  emer- 
gency room,  the  patient  developed  in- 
creasing severe  left  lower  quadrant 
discomfort,  associated  with  pain  radiat- 
ing down  the  left  arm.  Examination 
after  hospitalization,  revealed  an  anx- 
ious, well  developed,  white  female  who 
displayed  bouts  of  intermittent  pain, 
severe  enough  to  cause  her  to  double  up. 
Her  blood  pressure  was  130/90;  pulse, 
80;  respirations,  16;  temperature,  99.2. 
An  ECG  was  within  normal  limits. 
With  the  exception  of  the  abdomen  and 
pelvis,  the  rest  of  the  examination  was 
essentially  within  normal  limits.  Ab- 
dominal examination  revealed  a 1-j- 
generalized  tenderness  with  guarding, 
especially  in  the  left  lower  quadrant. 
Pelvic  examination  revealed  a large 


Figure  2.  Insert  showing  villi  under  high  power. 
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uterus,  midline  in  position  but  on  move- 
ment, reproduced  the  pain  in  the  left 
lower  quadrant.  Right  adnexal  area 
was  essentially  negative.  In  the  left 
adnexal  area,  a cystic  mass  approximate- 
ly 5 x 7 cm  was  noted.  Abdominal  ten- 
derness with  guarding  made  detailed 
examination  impossible.  Laboratory  re- 
sults were  as  follows:  hemoglobin,  13.7 
grams,  hematocrit,  40 ; white  blood 
count,  9550 ; differential  showed  2 
eosinophiles,  70  segs  and  20  lympho- 
cutes.  Urinalysis,  chest  x-ray  and  Pap 
smear  were  negative. 

Celiotomy  revealed  free  blood  in  the 
peritoneal  cavity.  Examination  of  the 
upper  abdomen  revealed  essentially  neg- 
ative findings  except  that  the  left  kidney 
and  ureter  could  not  be  demonstrated 
by  either  palpation  or  visual  inspection. 
Examination  of  the  pelvic  area  revealed 
the  uterus  to  be  small  and  pushed  to 
the  right.  The  right  tube  and  ovary 
were  normal.  Examination  of  the  left 
adnexal  area  revealed  a mass  appar- 
ently in  the  position  of  the  left  ovary 
but  a left  salpinx  or  broad  ligament 
could  not  be  demonstrated. 

The  round  ligament,  however,  was 


identified  and  could  be  traced  downward 
from  the  lateral  pelvic  wall  and  inserted 
into  the  uterus  at  the  level  of  the  in- 
ternal cervical  os.  The  mass  was  freed 
from  the  surrounding  tissues,  rupturing 
in  the  process.  Serous  sanguineous 
fluid  and  old  clots  were  expelled.  The 
initial  report  following  a frozen  section 
was  endometrioma.  Other  typical  areas 
of  endometriosis  were  noted  and  ex- 
cised. The  postoperative  course  was 
essentially  uneventful.  The  final  path- 
ology report  after  examination  of  the 
permanent  tissue  sections  was  as  fol- 
lows : “Ovarian  cortex  containing  a hem- 
orrhagic corpus  luteum.  Tissue  con- 
sistent with  fallopian  tube  and  contain- 
ing a fribrin  clot  and  placenta  villi.” 
Final  diagnosis  was  left  tubal  ectopic 
pregnancy. 

Comments 

Spiegelberg’s  criteria,  cited  in  1878,  still 
remains  the  basis  for  diagnosis  of  primary 
ovarian  pregnancy.  His  four  criteria  are 
as  follows: 

1.  The  tubes  must  be  normally  intact  and 
have  no  organic  connection  with  the 
gestation  sac. 


Figure  3.  Author’s  conception  of  findings  at  surgery. 
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2.  The  gestation  sac  must  occupy  the  nor- 
mal anatomic  site  of  the  ovary. 

3.  The  gestation  sac  must  be  connected 
to  the  uterus  by  the  utero-ovarian 
ligament. 

4.  Unquestionable  ovarian  tissue  must  be 
demonstrated  in  the  walls  of  the  sac. 

The  etiology  favored  by  most,  suggests  a 
mechanical  cause  which  interferes  with  the 
normal  expulsion  of  the  ovum,  and  after 
fertilization  tends  to  implant  in  ovarian 
stroma.1  Other  considerations  are : mal- 
functions of  the  tubal  physiology,  the  cre- 
ation of  a favorable  surface  for  nidation, 
i.e.,  cases  of  endometriosis,  or  local  decidual 
changes.1*6  Stahman  reported  one  case  as- 
sociated with  an  intrauterine  device.3  Mal- 
kasian,  et  al2  reported  two  cases  of  primary 
ovarian  pregnancy,  and  after  reviewing  the 
literature  stated  the  incidence  of  ovarian 
pregnancy  overall  varied  from  1:11,156  to 
1:55,316.  The  incidence  of  ovarian  gesta- 
tion in  reference  to  just  eccyesis  varied  from 
1:24  to  1:486. 


Floyd,5  in  1967,  found  only  150  cases  of 
valid  ovarian  pregnancy  reported  in  the 
world’s  literature,  66  of  which  were  in  the 
American  literature.  Boronow6  reported  the 
average  age  to  be  27  years  and  the  average 
parity  1.3.  Blood  loss  in  20%  of  these 
cases  was  over  750  ml  and  in  30%  blood  loss 
was  250  ml  or  less.  He  found  three  cases 
in  which  no  blood  loss  was  reported.  91% 
terminated  during  the  first  trimester,  but 
cases  have  been  reported  reaching  term  ges- 
tation.4*6 

In  the  first  case  we  presented,  it  was  in- 
teresting to  note  that  although  exploratory 
laparotomy  revealed  approximately  1500  ml 
of  blood  loss,  symptoms  of  shock  w7ere  not 
clinically  noted,  suggesting  the  ability  of  the 
body  to  mask  and  compensate  for  blood  loss 
when  over  a prolonged  period  of  time.  Also, 
the  severe  intermittent  episodes  of  pain  may 
well  have  been  labor  contractions. 

A coexisting  ipsilateral  eccyesis  and  pri- 
mary Mullerian  failure  is  indeed  rare.  The 
presence  of  endometriosis  found  in  Case  2 
suggests  a possible  eitology.  Postoperative 


Figure  4.  Photograph  showing  smooth  muscle,  clot  and  villi. 
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intravenous  pyelography  revealed  function 
only  on  the  right  side,  again  confirming  the 
impression  of  absence  of  the  left  kidney  and 
ureter.  Possible  explanations  may  be  con- 
sidered: 1.  A developed  right  horn  with  a 
poor  development  of  left  horn  and  salpinx 
but  sufficient  to  allow  sperm  to  migrate 
to  the  adnexal  site;  2.  A transpelvic  mi- 
gration of  the  sperm  from  the  right  salpinx 
to  the  left  adnexal  area,  thus  fertilizing 
an  ovum  and  implanting  in  a maldeveloped 
tube  or  at  the  site  of  an  endometriosis. 


Summary 

Presented  are  two  cases  of  eccyesis  involv- 
ing unusual  circumstances,  one  being  of  a 
case  of  primary  ovarian  pregnancy  and  the 
other  a gestational  episode  associated  with 
Mullerian  failure.  Data  and  comments  after 
review  of  literature  and  personal  experiences 
were  presented. 

The  author  wishes  to  thank  Dr. 
Werner  K a e s e,  Olmsted  Medical 
Group ; Dr.  R.  D.  Schrantz,  Olmsted 


Figure  5.  Insert  showing  clot  and  villus  under  high  power. 


Figure  6.  Insert  showing  clot  and  villus  under  high  power. 
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Community  Hospital,  Rochester, 
Minnesota,  and  Dr.  Charles  Severn, 
University  of  Nebraska  Medical 
Center,  Omaha,  Nebraska,  whose 
help  is  sincerely  appreciated. 
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Primary  Hyperparathyroidism  in  Childhood 
Presenting  as  Renal  Stones* 


PRIMARY  hyperparathyroidism 
appears  to  be  rare  in  children.1 
This  report  describes  a 12  year 
old  girl  who  presented  with  renal  calculi,  in 
whom  a parathyroid  adenoma  was  later 
demonstrated.  The  pertinent  literature  re- 
lated to  this  condition  in  childhood  will  be 
reviewed.  Diagnostic  procedures  and  thera- 
peutic approaches  will  be  emphasized.  Pri- 
mary hyperparathyroidism  is  one  of  those 
conditions  which  can  be  cured  by  adequate 
surgical  therapy  but  unless  the  physician 
thinks  of  the  possibility,  the  disorder  can 
easily  be  overlooked  and  lead  to  the  irre- 
versible damage  of  a number  of  major  organ 
systems. 

Case  Report 

The  patient,  a 12  year  old  white  fe- 
male, was  reportedly  well  until  two  years 
prior  to  admission  when  she  developed 
back  pain  and  fever,  which  led  to  a 
diagnosis  of  urinary  tract  infection. 
She  had  two  interim  infections  during 
the  following  year  after  which  she  was 
hospitalized  for  further  study.  Radio- 
graphic  evaluations  revealed  hydrone- 
phrosis secondary  to  ureteropelvic  junc- 
tion obstruction  and  a renal  stone.  An 
operative  procedure  was  done  which  in- 
volved an  internal  urethrotomy,  pyelo- 
plasty,  and  removal  of  the  calculus. 
Four  months  later,  x-rays  revealed  a re- 
current calculus,  which  progressively  in- 
creased in  size. 

The  patient  denied  a history  of  joint 
pain,  polyuria,  polydipsia,  anorexia, 
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nausea,  vomiting,  abdominal  pain,  or 
constipation.  Three  years  prior  to  ad- 
mission to  University  Hospital,  she  sus- 
tained a fracture  of  her  left  radius. 
She  is  one  of  five  children  and  was  born 
following  a normal  pregnancy,  labor,  and 
delivery.  Her  past  development  was 
normal.  Her  father  has  a history  of 
passing  a “kidney  stone”  20  years  ago. 
Six  of  eleven  of  the  mother’s  siblings 
gave  a history  of  “kidney  stones.” 

After  admission  to  the  pediatric  urol- 
ogy service,  a plain  film  of  the  abdomen 
revealed  two  calculi  involving  the  right 
kidney  (Fig.  1)  and  one  in  the  left 
collecting  system.  A retrograde  pyelo- 
gram  and  cystoscopy  showed  no  signifi- 
cant anatomical  abnormalities.  The  pos- 
sibility of  a genetic  predisposition  to 
renal  stone  formation  as  well  as  the 
possibility  of  a metabolic  or  endocrine 
disturbance  led  to  a diagnostic  evalua- 
tion by  the  pediatric  endocrine  service. 

Physical  Examination 

The  patient’s  height  was  152  centi- 
meters, or  5 feet  (60th  percentile  for 
age),  and  weight  was  44  kilograms,  or 

♦From  the  Department  of  Pediatrics,  University  of  Ne- 
braska College  of  Medicine  and  the  Pediatric  Service  of  the 
University  Hospital,  University  of  Nebraska  Medical  Center, 
Omaha,  Nebraska 
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96.8  pounds  (60th  percentile  for  age). 
The  ears,  nose,  and  throat  were  normal. 
The  eyes,  including  a funduscopic  exam- 
ination were  normal.  Palpation  of  the 
neck  revealed  no  thyromegaly  or  adja- 
cent masses.  Lungs,  heart,  extremities, 
and  neurological  examination  were  es- 
sentially normal.  There  was  slight  right 
flank  pain  with  right  costal  vertebral 
angle  tenderness. 

Laboratory  Data 

Hemoglobin  13.8  grams.  Leucocytes 
7,200  with  a normal  differential  count. 
Urine  specific  gravity  1.006-1.012,  os- 
molality — 483  milliosmoles/liter,  pH 
5-7,  protein  — 1-f,  RBC  3-20/hpf, 
WBC  15-150/hpf.  Urine  culture  — 
many  colonies  of  Pseudomonas  aenmgin- 
osa.  Urine  was  negative  for  cystine. 
Blood  glucose  — 76  mg%.  BUN  — 10 
mg%.  Total  serum  protein  — 6.2  gm%. 
Alkaline  phosphatase  21  King  - Arm- 
strong units  (normal  30).  Serum  elec- 
trolytes including  C02  content,  pH,  so- 
dium, potassium  and  chloride  were  nor- 
mal. Serum  calcium  9.2-14.2  mg% 


Figure  1.  Plain  film  of  the  abdomen  demonstrating  two 
calculi  in  right  collecting  system. 


(normal  9-11  mg%).  Serum  inorganic 
phosphate  1.1-3. 6 mg%  (normal  for 
age  4.0-7.0%).  Creatinine  clearance 
80-97  ml/min.  Urinary  inorganic  phos- 
phate 758-1500  mg/24  hours  (normal 
1000  mg/24  hours).  Urinary  calcium 
360-738  mg/24  hours  (normal  50-400 
mg/24  hours).  Tubular  reabsorption  of 
phosphate  69%  (normal  greater  than 
85%).  Chest  and  skeletal  x-rays  were 
normal.  There  was  no  evidence  of  soft 
tissue  calcification.  Radiographs  of 
the  teeth  showed  no  loss  of  lamina  dura. 
An  esophogram  showed  slight  deviation 
of  the  esophagus  to  the  right  at  the 
level  of  the  carina. 

Further  Course  and  Treatment 

Because  of  high  serum  calcium  values, 
low  serum  inorganic  phosphate,  and 
increased  urinary  excretion  of  phos- 
phate, the  parathyroid  glands  were  ex- 
plored. A left  inferior  parathyroid 
adenoma,  1 cm  x 1.5  cm,  was  removed. 
Histological  examination  of  the  adeno- 
ma showed  numerous  small  acinar-like 
structures,  the  cells  of  which  had  large, 
dark  staining  nuclei  which  were  sur- 
rounded by  a fibrous  tissue  capsule. 
(Figures  2 and  3).  Postopera tively,  the 
serum  calcium  values  decreased  to  7.4- 
9.6  mg  percent  with  transient  clinical 
signs  of  hypocalcemia  including  pares- 
thesias, twitching  and  a positive  Trous- 
seau sign.  These  abnormalities  were 
quickly  corrected  by  the  administration 
of  calcium  lactate. 

No  further  attempts  were  made  to 
remove  the  renal  calculi.  Due  to  a per- 
sistent. Pseudomonas  urinary  tract  in- 
fection, she  was  placed  on  long  term 
antibiotic  therapy.  Subsequently,  she 
has  twice  been  rehospitalized  for  evalu- 
ation of  her  renal  as  well  as  parathyroid 
function.  The  serum  calcium  and  in- 
organic phosphate  have  remained  with- 
in normal  limits.  The  renal  calculi  are 
persistent  radiographically  and  she  con- 
tinues to  have  a Pseudomonas  urinary 
tract  infection.  However,  her  inulin 
clearance  and  creatinine  clearance  studies 
indicate  normal  glomerular  function. 
Plans  have  been  made  to  remove  the  renal 
calculi  in  the  near  future. 
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Discussion 

On  the  basis  of  a strong-  family  history 
of  renal  stones,  it  appeared  that  this  patient 
might  have  had  a genetic  predisposition  to 
stone  formation.  However,  no  affected  fam- 
ily member  demonstrated  clinical  or  labora- 
tory evidence  of  hyperparathyroidism.  A 
second  possibility  was  excessive  mineraliza- 
tion of  the  drinking  water.  Their  well  water 
was  analyzed,  and  the  mineral  content  was 
normal.  It  is  also  possible  that  a genetic  pre- 
disposition to  renal  stone  formation  in  some 
way  augmented  the  tendency  toward  stone 
formation  in  primary  hyperparathyroidism 
in  our  patient. 

The  consistently  high  serum  calcium 
values  gave  strong  support  for  a diagnosis  of 
hyperparathyroidism,  either  primary  or  sec- 
ondary. On  the  basis  of  only  minimal  im- 
pairment of  renal  function,  secondary  hy- 
perparathyroidism was  highly  unlikely.  Ex- 
ploration of  the  parathyroid  glands  with  re- 
moval of  a parathyroid  adenoma  resulted  in 
the  conclusive  diagnosis. 


This  girl  presented  a clinical  picture  of 
two  related  disease  processes  — renal  calculi 
and  recurrent  urinary  tract  infections.  A 
number  of  factors  are  involved  in  the  forma- 
tion of  stones.  A reduction  in  urine  volume 
or  an  increase  in  the  excretion  of  solutes 
such  as  calcium,  oxalate,  uric  acid,  cystine, 
or  xanthine  can  lead  to  crystalluria  which 
along  with  a matrix  substance  leads  to  stone 
formation.  A number  of  conditions  such  as 
an  alkaline  urine,  foreign  bodies,  or  stasis 
are  also  conducive  to  stone  formation.2  Re- 
cent work  has  shown  that  the  urinary  ratio 
of  sodium  to  calcium  is  of  primary  im- 
portance in  stone  formation.  There  appears 
to  be  a competition  between  sodium  and  cal- 
cium ions  for  the  target  matrix  of  the  stone, 
thus  the  tendency  to  renal  stone  formation 
decreases  with  an  increased  amount  of  so- 
dium relative  to  calcium  in  the  urine.3 

According  to  Handy  et  al4  infection  follows 
the  stone  rather  than  causes  it.  They  point 
out  that  in  a partially  obstructed  kidney 
dilute  urine  rather  than  concentrated  urine 


Figure  2.  Photomicrograph  of  the  parathyroid  adenoma  showing  numerous  small  acinar  structures.  The  cells 
demonstrate  dark  staining  nuclei.  Note  the  fibrous  tissue  capsule.  X 450. 
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is  excreted  and  thus  even  if  flow  is  obstruct- 
ed, calcium  will  not  be  excreted  in  high 
enough  concentration  to  precipitate  out 
stones. 

In  four  out  of  five  stone  formers,  a definite 
etiology  is  not  detected.4  The  more  common 
diseases  associated  with  renal  calculi  are 
hyperparathyroidism,  renal  tubular  acidosis, 
cystinuria,  gout,  vitamin  D intoxication,  and 
sarcoidosis.5  On  the  basis  of  laboratory 
findings,  particularly  hypercalcemia,  and 
after  ruling  out  other  causes  of  hypercal- 
cemia the  renal  stones  in  our  patient  were 
strongly  suspected  to  be  secondary  to  hyper- 
parathyroidism. According  to  Bjernulf’s  re- 
view1 only  25%  of  cases  of  hyperparathy- 
roidism in  children  presented  with  stones. 

Unlike  50%  of  the  previously  reported 
cases  of  childhood  hyperparathyroidism,1 
this  girl  had  no  complaints  referrable  to  the 
skeletal  system.  She  fractured  her  radius, 
however  this  incident  followed  major  trauma. 
Her  skeletal  x-rays  did  not  show  the  typical 


findings  associated  with  hyperparathyroid- 
ism such  as  generalized  decalcification,  bone 
cysts,  or  subperiosteal  resorption  of  bone. 
X-rays  of  her  teeth  did  not  show  loss  of  the 
lamina  dura  as  seen  in  some  children  with 
primary  hyperparathyroidism.6’ 7 

Hyposthenuria,  polyuria,  and  polydipsia 
are  frequent  complaints  of  patients  with 
hyperparathyroidism.  These  symptoms  are 
due  to  the  direct  toxic  effect  of  calcium  on 
the  renal  tubular  concentrating  mechanism 
plus  the  osmotic  diuresis  which  occurs  in 
response  to  increased  solute  excretion.8- 9 
This  girl  had  only  minimal  impairment  of 
concentrating  ability  and  did  not  complain 
of  polyuria  or  polydipsia. 

A number  of  symptoms,  not  present  in 
this  girl  are  secondary  to  an  effect  of  cal- 
cium which  decreases  cell  membrane  per- 
meability. These  include  hypotonia,  leth- 
argy, irritability,  generalized  muscular  weak- 
ness, constipation,  nausea,  severe  occipital 
headaches,  bradycardia  and  heart  block.10 


Figine  3.  Higher  magnification  of  histologic  section  of  the  parathyrroid  adenoma.  X 1000. 


90 


Nebraska  M.  J. 


The  serum  and  urinary  calciums  in  our  pa- 
tient were  consistently  elevated.  A few 
cases  of  normocalcemic  hyperparathyroidism 
have  been  reported  in  which  a coexistent  dis- 
order lowers  the  serum  calcium.  In  some  cir- 
cumstances the  ionized  portion  of  calcium 
may  be  increased  while  the  total  serum  cal- 
cium is  normal.11  In  other  cases,  the  hyper- 
calcemia is  intermittent  rather  than  con- 
stant. In  this  situation  several  serum  cal- 
cium determinations  must  be  done  before 
hypercalcemia  is  detected.12 

Physiology  of  the  Parathyroids 

The  parathyroid  glands  have  an  important 
direct  regulatory  effect  on  calcium.  By 
means  of  a negative  feedback  mechanism, 
parathyroid  secretion  is  either  shut  off  as 
the  level  of  serum  calcium  rises  or  stimulated 
as  serum  calcium  falls.13  Parathyroid  hor- 
mone (PTH)  secretion  is  not  directly  depend- 
ent on  stimulation  by  a tropic  hormone  of  the 
anterior  pituitary.14  PTH  maintains  normal 
levels  of  serum  calcium  by  its  direct  action 
on  the  gastrointestinal  tract,  bone  and  the 
kidney.  PTH  promotes  the  absorption  of 
calicum  from  the  small  intestine,  an  action 
which  is  dependent  on  the  presence  of  Vita- 
min D.11  PTH  acts  directly  upon  bone  by 
stimulating  osteoclastic  activity  and  bone  re- 
sorption thus  mobilizing  calcium  and  in- 
organic phosphate  from  bone  into  extracel- 
lular fluids.10  The  direct  effect  of  PTH 
on  the  kidney  increases  the  tubular  reab- 
sorption of  calcium  probably  at  a distal  tubu- 
lar site  and  inhibits  the  renal  tubular  re- 
absorption of  phosphate.10 

Pathophysiology  of  Hyperparathyroidism 

Hyperparathyroidism  exists  in  two  forms. 
The  secondary  type  develops  in  response  to  a 
decrease  in  ionized  serum  calcium  in  a per- 
son with  intact  feedback  regulatory  mechan- 
isms for  calcium.  This  disease  entity  is  most 
commonly  associated  with  Vitamin  D defi- 
ciency, in  patients  with  intestinal  malabsorp- 
tion and  in  chronic  renal  disease.10 

Primary  hyperparathyroidism  results 
from  either  hyperplasia  or  adenoma.  The 
renal  tubules  are  the  most  sensitive  tissue 
to  increased  levels  of  PTH.  With  further 
secretion  of  PTH,  there  is  increased  bone  re- 
sorption and  increased  absorption  of  calcium 
from  the  gastrointestinal  tract.10 


Thyrocalcitonin  is  a potent  hypocalcemic 
agent  which  produces  its  effects  by  acting 
directly  to  inhibit  bone  resorption  of  cal- 
cium.13 A second  antagonistic  mechanism  in- 
volves a compensatory  change  in  bone  cel- 
lular activity  which  results  in  an  increase  in 
the  rate  of  bone  formation.  The  mech- 
anism for  this  is  unknown  but  it  accompanies 
excessive  PTH  action  on  bone.13 

Diagnosis 

The  classic  triad  of  hyperparathyroidism 
is  hypercalcemia,  hypophosphatemia,  and 
hypercalciuria.15  One  of  the  more  widely 
used  diagnostic  procedures  is  determination 
of  the  percent  reabsorption  of  filtered  phos- 
phate in  the  renal  tubule.  In  hyperpara- 
thyroidism, this  percentage  is  characteris- 
tically lower  than  normal.  The  tubular  reab- 
sorption of  phosphate  is  extremely  sensitive 
to  dietary  intake  of  inorganic  phosphate 
therefore,  if  intake  is  unknown,  the  test 
cannot  be  accurately  interpreted.11 

Alkaline  phosphatase  activity  is  high  only 
in  those  patients  with  manifestations  of  bone 
disease.13  As  a result  of  bone  destruction, 
products  of  bone  collagen  appear  in  the  urine 
as  hydroxyproline  - containing  peptide  frag- 
ments. Increased  urinary  hydroxyproline 
may  occur  before  there  is  x-ray  evidence  of 
skeletal  lesions.13 

A radioimmunoassay  for  parathyroid  hor- 
mone has  been  developed  but  as  yet  has  not 
consistently  provided  enough  separation  of 
the  normal  and  pathologic  ranges  for  it  to 
be  a useful  test.11 

A number  of  parathyroid  gland  stimula- 
tion and  suppression  tests  including  phos- 
phate deprivation,  calcium  infusion,  and 
parathyroid  hormone  infusion  have  been 
periodically  popular  as  a means  of  determin- 
ing whether  the  hyperfunction  of  the  glands 
is  secondary  to  hyperplasia  or  to  an  autono- 
mously functioning  adenoma.  None  of  these 
have  proven  consistently  reliable11  and  will 
ultimately  be  replaced  by  more  reliable  direct 
plasma  assays  of  PTH. 

Hypercalcemia  secondary  to  some  dis- 
orders is  readily  suppressed  by  cortisone  but 
that  due  to  hyperparathyroidism  is  usually 
not  suppressible.  Cortisone  administration 
has  been  employed  in  the  differential  diag- 
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nosis  of  hypercalcemia.  However,  several 
cases  with  hypercalcemia  secondary  to  hy- 
perparathyroidism have  been  suppressed  so 
this  procedure  is  no  longer  considered  a 
definitive  diagnostic  test.11 

Several  techniques  have  been  devised  in 
an  attempt  to  preoperatively  locate  the  hy- 
perfunctioning glands  or  the  adenomatous 
areas.  Esophograms  only  rarely  reveal  an 
upper  esophageal  indentation  from  a large 
parathyroid  tumor.  A second  method  em- 
ploys selenium  scanning  by  the  use  of  radio- 
active methionine.  Results  from  this  meth- 
od have  been  very  disappointing.  Only  aden- 
omas greater  than  two  grams  can  be  local- 
ized. The  frequency  of  both  false  posi- 
tive and  false  negative  scans  is  so  high  the 
procedure  cannot  be  used  either  to  make 
the  diagnosis  of  hyperparathyroidism  or  as 
a screening  procedure.16* 17  A third  method 
of  preoperative  localization  is  selective  ar- 
teriography. Studies  have  shown  that  this 
method  is  useful  in  localizing  nearly  two 
thirds  of  parathyroid  adenomas.18  The  dif- 
ficulty in  preoperative  tumor  localization 
should  not  deter  surgical  exploration  when 
the  physician  suspects  primary  hyperpara- 
thyroidism. 

Treatment 

Medical  treatment  of  primary  hyperpara- 
thyroidism is  essentially  symptomatic.  Oc- 
casionally, a hypercalcemic  crisis  requires 
medical  treatment  until  the  patient’s  con- 
dition has  improved  enough  to  permit  an 
operative  procedure.  Glucocorticoids  have 
been  employed  to  lower  the  serum  calcium 
but  are  ineffective  in  hyperparathyroid  in- 
duced hypercalcemia.  Parenteral  adminis- 
tration of  sodium  sulfate  causes  a prompt 
but  very  transient  decrease  in  serum  cal- 
cium.19 Chelating  agents  such  as  ethylene- 
dinitrilo  tetraacetate  (EDTA)  have  been 
used  with  variable  success  but  have  been 
abandoned  because  of  adverse  effects  on  the 
kidney.19  Massive  water  loading  combined 
with  maximal  diuresis  and  administration  of 
ethacrynic  acid  or  furosamide  is  perhaps  one 
of  the  safest  and  most  effective  methods  to 
lower  serum  calcium.11  Mithramycin,  a cyto- 
toxic antibiotic  has  been  used  to  lower  serum 
calcium  particularly  hypercalcemia  secon- 
dary to  parathyroid  carcinoma  but  the  com- 
plication of  excessive  bleeding  has  restricted 


its  use.20  Theoretically,  a good  agent  for 
treating  hypercalcemia  would  be  thyrocal- 
citonin,21  but  results  of  adequate  clinical 
trials  are  not  yet  available. 

Surgical  removal  of  a parathyroid  adenoma 
or  subtotal  resection  of  hyperplastic  glands 
is  followed  by  a prompt  decrease  in  serum 
calcium.  The  serum  inorganic  phosphate 
may  not  return  to  normal  for  six  to  ten  days. 
The  formation  of  renal  calculi  usually  but 
not  invariably  ceases.  However,  the  residual 
calculi  usually  persist.  The  excretion  of 
urinary  calcium  and  inorganic  phosphate 
slowly  returns  to  normal  with  an  associated 
decrease  in  polyuria. 

The  postoperative  course  in  patients  with 
skeletal  disease  may  be  more  complicated. 
Serum  calcium  may  fall  to  tetanic  levels 
within  four  to  ten  days  following  removal  of 
the  gland.  With  removal  of  the  source  of 
circulating  PTH,  bone  resorption  ceases  and 
rapid  remineralization  of  bone  occurs  with 
subsequent  drawing  of  minerals  into  the  bone 
matrix.  This  process  is  known  as  “bone 
hunger  tetany.”  Treatment  consists  of  plac- 
ing the  patient  on  a high  milk  and  calcium 
diet.11 

Summary 

A 12  year  old  girl  with  a parathyroid 
adenoma  has  been  described.  The  clinical 
features  of  renal  calculi  and  elevated  serum 
calcium  levels  led  to  the  diagnosis  and  re- 
moval of  a parathyroid  adenoma  confirmed 
the  clinical  impression.  It  would  appear  that 
her  renal  stones  must  be  surgically  removed 
before  her  chronic  urinary  tract  infection 
can  be  satisfactorily  controlled. 
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Therapy  for  Troubled  Marriages* 


SUCCESSFUL  treatment  for  a 
marriage  in  trouble  requires 
the  combined  action  of  husband 
and  wife.  We  are  convinced  of  this  in  our 
experience  at  Nebraska  Psychiatric  Insti- 
tute. Treatment  procedures  include  indi- 
vidual therapy  with  the  other  partner  being 
seen  collaterally,  conjoint  therapy  and  mari- 
tal group  therapy.  Marital  group  therapy 
has  been  in  existence  at  Nebraska  Psychi- 
atric Institute  as  far  back  as  1961,  and  I 
began  as  therapist  in  August,  1969. 

All  too  frequently,  before  they  reach  the 
therapist’s  door,  a couple’s  hostility  has 
become  too  great  for  any  mutual  effort.  One 
or  the  other  will  come  in  secretly;  in  fear, 
or  perhaps  in  defiance  of  the  other’s  wishes; 
frequently  arriving  in  a state  of  concealed 
panic,  or  with  superficial  complaints  of  de- 
pression, recurrent  anxiety  attacks,  etc. 
Many  individuals  do  not  have  the  slightest 
idea  that  their  marriage  is  a major  con- 
tributing factor  in  their  distress,  much 
less  that  the  marriage  is  seriously  threat- 
ened. Unaware  of  what  they  are  doing, 
these  patients  try  to  strike  nonverbal  bar- 
gains with  the  therapist  — they  accept 
treatment,  but  do  not  want  any  problems  in 
the  marriage  exposed.  Often  they  arrive 
with  the  intention  of  blaming  their  own  un- 
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happiness  on  their  partner,  or  seeking  a 
pseudopsychiatric  justification  for  promis- 
cuity, divorce,  or  other  negative  modes  of 
frustration  reduction. 

In  marital  therapy,  there  are  two  clients, 
and  we  must  concern  ourselves  with  the 
needs,  defenses,  and  interactions  of  each. 
The  first  step  is  to  achieve  a point  where 
they  participate  in  a joint  interview.  In  the 
conjoint  session,  they  generally  are  seen  by 
a psychiatrist  or  a social  worker.  These 
interviews  tend  to  focus  attention  on  the 
binding  factors  in  the  marriage  and  the  rela- 
tionship between  the  partners.  To  the  couple 
honestly  endeavoring  to  strengthen  their 
marriage,  such  an  interview  can  be  very 
reassuring.  As  the  joint  interview  demon- 
strates the  therapist’s  role  of  reinforcing  the 
marriage  relationship,  the  separate  indi- 
vidual interview,  e.g.,  each  member  assigned 

*1  want  to  thank  Mrs.  Myra  Robinson,  Research  Assistant 
at  Nebraska  Psychiatric  Institute,  for  her  help  with  the  or- 
ganization of  material  as  well  as  her  technical  writing  assist- 
ance. 
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to  a different  therapist,  can  be  misinter- 
preted as  a physical  expression  of  the  dis- 
tance between  the  partners.1  The  conjoint 
interview  also  serves  to  emphasize  that  mem- 
bers are  making  the  therapeutic  contract 
together  as  it  is  not  unusual  for  each  part- 
ner to  feel  that  the  other  is  really  in  need 
of  greater  assistance.2  During  the  con- 
joint sessions,  areas  to  be  explored  include 
whether  the  couple’s  differences  are  truly 
marital,  the  extent  to  which  they  are  mo- 
tivated to  seek  help  and  their  willingness  and 
ability  to  work  on  problem  areas. 

Choice  of  Marital  Therapy 

Of  the  treatment  modalities  available, 
marital  group  therapy  provides  a useful 
therapeutic  procedure  for  dealing  with  dis- 
turbed marital  interaction.  The  types  of 
people  who  have  responded  well  to  marital 
group  therapy  include  those  mildly  neurotic 
persons  whose  marriages  are  basically 
sound  but  who  are  disturbed  by  misconcep- 
tions, misunderstandings,  and  misinterpre- 
tations. There  are  also  those  persons  whose 
marriages  can  be  described  as  sadomaso- 
chistic unions  with  each  partner  engaged 
in  mutually  provocative  acting  out.  Others 
include  immature  people  of  both  sexes  suf- 
fering from  feelings  of  inadequacy  and  con- 
fused sexual  identification;  and  mildly  de- 
pressed adequate  people  trying  to  satisfy 
their  own  dependency  needs  through  their 
marriages.3 

A marital  therapy  (couples)  group  gen- 
erally consists  of  4 - 7 couples.  Inasmuch  as 
there  are  always  members  absent,  over- 
attendance seldom  is  a problem.  Groups  are 
openended,  and  members  leave  if  withdrawal 
seems  advisable  or  when  they  feel  they  have 
reached  their  optimum. 

Tasks  of  the  Group  Therapists 

Couples  groups  on  the  Adult  Outpatient 
Service  are  conducted  by  two  therapists,  one 
of  whom  is  a psychiatric  resident  and  the 
other  a social  worker  who,  as  a staff  mem- 
ber, remains  with  the  group  during  the 
changeover  of  residents.  These  changes  in 
therapist  occur  approximately  every  six 
months.  They  rarely  have  been  commented 
on  by  group  members,  and  may  reflect  the 
cohesiveness  of  the  group.  The  advantages 
of  this  frequent  change  are  felt  to  outweigh 


the  disadvantages.  Members  are  exposed 
periodically  to  a variety  of  therapy  styles 
and  therapists’  personalities. 

We  have  found,  as  did  Markowitz,  that 
cotherapists  work  well  together,  particular- 
ly when  one  is  alert  to  the  nuances  of  feel- 
ing displayed,  while  the  other  is  conceptual- 
ly oriented  and  more  sensitive  to  verbal 
communications.4  On  two  occasions,  we 
have  had  a man  and  a woman  working  to- 
gether as  cotherapists.  This  seems  to  be 
an  ideal  situation  because  the  dual-sex  ther- 
apy team  removes  the  problem  of  sex-linked 
biases  in  communication  and  interpretation. 
Representation  of  both  sexes  on  the  treat- 
ment team  provides  a means  of  handling 
problems  that  arise,  such  as  transference, 
attempts  at  manipulation,  or  dominance  by 
one  partner.5 

Each  spouse  presents  family  problems 
from  his  own  perspective  and  with  the  hope 
that  the  solution  will  be  in  his  favor.  Co- 
therapy  enables  therapists  to  avoid  the  role 
of  a judge  or  referee,  with  each  monitoring 
the  other  as  to  method,  context  and  aware- 
ness. Initially,  group  members  seem  to  see 
the  therapists  as  friends,  allies  or  parent 
figures.  Transference  and  dependency  prob- 
lems can  develop  as  a result  of  such  percep- 
tions. Therefore,  the  therapists  attempt  to 
direct  each  couple  by  encouraging  them  to 
commit  themselves  to  each  other,  and  to  re- 
invest their  interests  together,  rather  than 
focusing  upon  the  therapists  and  their 
opinions,  as  a substitute  for  each  other, 
or  for  their  opinions. 

Within  the  group,  the  therapists  are  at 
the  same  time  participants  and  observers. 
They  must  be  active,  open,  and  at  times 
even  blunt.  They  move  into  expressed  mar- 
ital conflicts,  attempting  to  encourage  and 
direct  the  interactional  processes  of  the 
partners.  They  move  in  and  out  to  assess 
what  is  happening  and  to  objectify  experi- 
ences. They  attempt  to  remain  alert  to  the 
shifting  care  of  conflict,  following  them  as 
they  move,  and  engaging  partners  in  the 
positive  process  of  working  through  such 
differences.  They  also  attempt  to  clarify 
issues,  diminish  anxiety  and  modify  or 
strengthen  defense  mechanisms.  They  per- 
ceive the  tendency  of  partners  to  console 
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themselves  by  engaging  in  marital  blame  and 
punishment,  and  redirect  such  behavior ; 
hopefully  they  hold  out  the  possibility  of  a 
new  and  better  relationship.6 

Couples  Group  Number  One 

In  an  attempt  to  test  some  of  the  theories, 
we  began  by  organizing  a group  of  three 
couples  in  their  middle  thirties  who  met  for 
90  minutes.  These  six  individuals  had  fairly 
unhealthy  premarital  histories;  the  women 
unable  to  separate  from  their  families,  and 
the  men  rather  insecure,  with  a great  num- 
ber of  dependency  needs.  One  problem  com- 
mon to  all  couples  involved  recurrent  mutual 
attempts  at  domination,  which  resulted  in 
stormy  quarrels  and  often  physical  damage 
to  their  houses  and  furnishings.  Such  con- 
flicts were  not  sadistic  in  nature,  but  re- 
sembled a sibling  rivalry. 

Initially,  members  were  asked  to  introduce 
themselves,  provide  some  identifying  infor- 
mation (e.g.,  age,  occupation,  number  of 
children,  etc.).  The  method  chosen  to  dis- 
seminate this  basic  information  often  proved 
to  be  indicative  of  future  behavior  patterns. 
Subsequently,  one  of  the  therapists  cited 
information  illustrative  of  commonality 
within  the  group,  and  stressed  structure, 
confidentiality  and  rules  for  behavior  within 
the  therapy  sessions.  Group  members  were 
also  queried  about  personal  goals  in  attend- 
ing therapy.  As  this  discussion  brought 
forth  the  personal  goals  of  each  member, 
it  also  enabled  us  to  formulate  goals  in  com- 
pleting the  therapeutic  contract.  Partners 
are  encouraged  to  attend  together  (i.e.,  only 
in  rare  instances  without  his  or  her  spouse ) . 
In  the  case  of  one  couple  faced  with  unique 
health  and  babysitting  problems,  the  wife  at- 
tends one  week,  the  husband  the  next,  and 
they  attend  together  every  third  week. 

This  group  has  focused  on  disturbed  com- 
munication patterns,  and  distortions  of  and 
errors  in  perception.  Members  have  provid- 
ed us  with  many  opportunities  to  point  out 
how  poorly  the  unverified  assumptions  or 
“the  mind  reading  act”7  of  one  partner  co- 
incides with  the  thoughts  of  the  other.  We 
found  that  as  the  reticent  spouse  became 
more  verbal,  his  partner  became  less  eager 
to  speak  for  him  and  more  inclined  to  verify 


suppositions  before  making  authoritative 
statements. 

We  have  stressed  the  negative  aspects  of 
this  speech  pattern  to  newer  members  and 
asked  them  to  speak  about  themselves,  using 
“I”  and  to  avoid  speaking  of  their  spouse 
by  using  “he”  and  “she.”  Veteran  mem- 
bers who  had  been  previously  coached  have 
pointed  this  out  to  newer  members  and  have 
often  limited  the  need  for  verbal  participa- 
tion on  the  part  of  the  therapists.  We  feel 
that  it  is  quite  worthwhile  to  have  couples 
provide  objective  evaluation  of  each  other’s 
problems.  Long  time  group  members  who 
have  gained  insight  from  their  experiences, 
make  observations  which  are  unquestionably 
accepted  by  newer  members. 

Couples  Group  Number  Tivo 

The  second  couples  group  was  organized 
in  October  1969,  after  the  benefit  of  the 
first  experience  became  obvious  and  the 
technique  was  recognized  as  appropriate  to 
an  increasing  number  of  patients.  The  ma- 
jority of  the  couples  in  this  second  group 
were  in  their  forties,  and  their  problems 
seemed  chronic.  All  had  children,  and  the 
ages  ranged  from  those  attending  school 
to  many  who  had  already  left  home.  We 
concluded  that  as  long  as  there  were  young- 
sters in  the  home,  some  gratification  could 
be  derived  from  them,  keeping  the  primary 
focus  off  the  spouse.  The  stability  of  these 
marriages,  then,  seemed  to  depend  upon  the 
distance  maintained  between  the  partners, 
with  the  wives  generally  expressing  their 
anger  and  dissatisfaction  in  the  marriage, 
while  the  husband  manifested  passivity  and 
apparent  reasonableness.  Few  of  these  in- 
dividuals had  achieved  much  success  in  life. 
Nearly  all  had  a history  of  individual  psy- 
chotherapy which  proved  to  be  of  little  avail. 
Two  of  the  couples  had  requested  joint  ther- 
apy, but  as  Jones  noted,  such  couples  can 
gain  perspective  only  in  group  therapy  be- 
cause in  conjoint  sessions  they  characteris- 
tically engage  in  “issue  hashing.”8  He  felt 
that  couples  like  ours  stayed  together  not 
because  they  wanted  to  but  because  they  felt 
they  must. 

The  first  six  months  with  this  group 
involved  helping  them  to  recognize  their  use 
of  projection.  The  qualities  they  abhorred 
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in  their  partners  were  often  the  qualities 
they  themselves  possessed  or  had  propen- 
sity toward.  “Mates  in  dysfunctional  mar- 
ital pairs  see  their  spouses  as  they  expect 
them  to  be,  rather  than  as  they  really  are, 
and  expect  them  to  act  accordingly.”9  We 
have  seen  partners  view  their  mates  as  sig- 
nificant people  from  the  past,  and  in  roles 
fitting  their  own  expressed  hopes  rather 
than  the  mate’s  actual  capabilities.  Then  the 
unsuspecting  and  unperceptive  spouse  is 
faced  with  the  impossible  task  of  resolving 
crises  from  the  partner’s  premarital  life 
experience.  One  couple  has  replaced  ir- 
relevant disputes  with  more  direct  and  con- 
sructive  means  of  expressing  frustration, 
and  has  adopted  more  realistic  expectations 
of  what  satisfaction  their  marriage  can  and 
can’t  provide.  The  behavior  displayed  when 
they  presented  probably  will  not  cease  en- 
tirely, but  if  it  can  be  reduced,  it  is  likely 
to  be  tolerated  better  and  will  allow  room 
for  healthier  satisfactions  to  develop. 

Couples  Group  Number  Three 

The  third  group  was  formed  in  May 
1970,  and  is  composed  of  young  couples  in 
their  twenties.  Two  younger  couples  had 
been  introduced  into  Group  Number  Two, 
but  found  they  shared  little  in  common  with 
the  other  couples,  were  depressed  by  the 
chronicity  of  the  problems  presented,  and 
they  suffered  being  “parented”  by  the  older 
couples.  Members  of  this  group  tend  to  be 
fairly  healthy ; while  some  have  neurotic 
traits,  they  appear  to  have  developed  fairly 
socially  adaptive  means  of  coping  with  their 
character  problems.  Difficulties  often  begin 
when  the  young  wife  feels  confined  in  the 
home  while  her  husband  is  away  at  work. 

They  discuss  problems  of  living,  from 
management  of  their  children  to  whether 
wives  (in  a group)  should  sit  in  cocktail 
lounges.  Everyone  in  conflict  feels  isolated, 
and  we  sincerely  believe  that  these  feelings 
are  noticeably  reduced  within  this  group. 
The  sense  of  hopelessness  and  helplessness 
often  abates  when  shared  with  others  who 
have  experienced  similar  conflicts.  The  fear 
of  being  unique  is  reduced  when  doubts  are 
verbalized.  Sensitive  areas,  such  as  sexual 
attitudes  and  problems,  are  discussed  with- 
in this  group  rather  than  in  individual  ses- 
sions, because  the  couples  join  in  readily 


when  such  issues  are  brought  up,  and  they 
seem  to  be  wanting  an  opportunity  to  talk. 
Helping  another  couple  has  resulted  in  a 
sense  of  accomplishment,  and  has  provided 
an  added  incentive  to  tackle  their  own  prob- 
lems. 

In  reviewing  various  options,  they  have 
discussed  setting  up  rules  for  marriage,  in- 
cluding the  technique  of  discussing  hard 
feelings  or  misunderstandings,  and  main- 
taining open  channels  of  communication. 
The  importance  of  mutual  agreement  in 
many  areas  of  the  marital  relationship  has 
been  brought  up.  Unilateral  authority  is 
viewed  as  being  both  selfish  and  dangerous 
because  it  implies  conscious  or  unconscious 
rejection,  abandonment,  and  in  a very  real 
sense,  inequality.  The  therapists  recognize 
that  this  misuse  of  authority  may  be  in  re- 
sponse to  a partner’s  effort  to  meet  his  own 
dependency  needs  while  seeming  to  ignore 
those  of  his  mate.  Such  misuse  of  authority 
may  be  an  expression  of  the  feeling  of  a 
spouse  whose  partner’s  very  presence  threat- 
ens his  independence  — augmenting  his  de- 
pendency yearnings  to  an  intolerable  degree. 

As  yet,  we  have  done  very  little  interpre- 
tation to  this  group.  We  have  attempted  to 
have  the  couples  focus  on  areas  of  agreement 
and  try  to  reach  accord  with  regard  to  most 
interpersonal  behavior,  and  we  have  stressed 
that  compromises  must  be  made.  Goals  are 
elicited  early,  as  with  other  groups,  and  they 
are  kept  before  us  constantly.  Whenever 
marital  goals  are  not  agreed  upon,  the  mar- 
riage itself  is  almost  certain  to  lose  direction. 
The  inevitable  result  of  such  a loss  is  a shat- 
tered relationship  and  a major  therapeutic 
regression. 

Summary 

At  Nebraska  Psychiatric  Institute,  we  feel 
that  marital  group  therapy  is  a workable 
therapeutic  procedure  for  dealing  with  dis- 
turbed marital  interactions.  The  group  ob- 
tains for  its  members  a healthier  marital 
equilibrium  through  emphasis  on  correction 
of  errors  in  perception  and  communication, 
alleviation  of  reciprocal  anxieties  and  facili- 
tation of  intimacy.  Through  continuing 
service,  we  hope  to  turn  couples  from  de- 
fensive and  fruitless  justification  of  their 
dysfunctional  grooves  to  constructive  par- 
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Helps  control 
the  underlying  problem- 

anxiety 


Miltown' 

(meprobamate) 

when  reassurance  is  not  enough 


Indications:  Relief  of  anxiety  and  ten- 
sion; adjunctively  in  various  disease 
states  in  which  anxiety  and  tension  are 
manifested;  and  to  promote  sleep  in 
anxious,  tense  patients. 
Contraindications:  Acute  intermittent 
porphyria  and  allergic  or  idiosyncratic 
reactions  to  meprobamate  or  related 
compounds  such  as  carisoprodol,  meb- 
utamate,  tybamate,  carbromal. 
Warnings:  Drug  Dependence:  Physical 
and  psychological  dependence  and 
abuse  have  occurred.  Chronic  intoxica- 
tion, from  prolonged  use  and  usually 
greater  than  recommended  doses,  leads 
to  ataxia,  slurred  speech,  vertigo.  Care- 
fully supervise  dose  and  amounts  pre- 
scribed, and  avoid  prolonged  use, 
especially  in  alcoholics  and  addiction- 
prone  persons.  Sudden  withdrawal  after 
prolonged  and  excessive  use  may  pre- 
cipitate recurrence  of  pre-existing 
symptoms  (e.g.,  anxiety,  anorexia,  in- 
somnia) or  withdrawal  reactions  (e.g., 
vomiting,  ataxia,  tremors,  muscle  twitch- 
ing, confusional  states,  hallucinosis; 
rarely  convulsive  seizures,  more  likely 
in  persons  with  CNS  damage  or  pre- 
existent or  latent  convulsive  disorders). 
Therefore,  reduce  dosage  gradually  (1- 
2 weeks)  or  substitute  a short-acting 
barbiturate,  than  gradually  withdraw. 
Potentially  Hazardous  Tasks:  Driving  a 
motor  vehicle  or  operating  machinery. 
Additive  Effects:  Possible  additive 
effects  between  meprobamate,  alcohol, 
and  other  CNS  depressants  or  psycho- 
tropic drugs.  Pregnancy  and  Lactation: 
Safe  use  not  established;  weigh  poten- 
tial benefits  against  potential  hazards 
in  pregnancy,  nursing  mothers,  or 
women  of  childbearing  potential.  Ani- 


mal data  at  five  times  the  maximum 
recommended  human  dose  show  reduc- 
tion in  litter  size  due  to  resorption.  Mep- 
robamate appears  in  umbilical  cord 
blood  at  or  near  maternal  plasma  levels, 
and  in  breast  milk  at  levels  2-4  times 
that  of  maternal  plasma.  Children  Un- 
der Six:  Drug  not  recommended. 
Precautions:  To  avoid  oversedation,  use 
lowest  effective  dose,  particularly  in 
elderly  and/or  debilitated  patients.  Con- 
sider possibility  of  suicide  attempts;  dis- 
pense least  amount  of  drug  feasible  at 
any  one  time.  To  avoid  excess  accu- 
mulation, use  caution  in  patients  with 
compromised  liver  or  kidney  function. 
Meprobamate  may  precipitate  seizures 
in  epileptics. 

Adverse  Reactions:  Central  Nervous  Sys- 
tem: Drowsiness,  ataxia,  dizziness, 
slurred  speech,  headache,  vertigo, 
weakness,  paresthesias,  impairment  of 
visual  accommodation,  euphoria,  over- 
stimulation,  paradoxical  excitement, 
fast  EEG  activity.  Gastrointestinal:  Nau- 
sea, vomiting,  diarrhea.  Cardiovascu- 
lar: Palpitations,  tachycardia,  various 
forms  of  arrhythmia,  transient  ECG 
changes,  syncope;  also,  hypotensive 
crises  (including  one  fatal  case).  Aller- 
gic or  Idiosyncratic:  Usually  after  1-4 
doses.  Milder  reactions:  itchy,  urticarial, 
or  erythematous  maculopapular  rash 
(generalized  or  confined  to  groin). 
Others:  leukopenia,  acute  nonthrombo- 
cytopenic purpura,  petechiae,  ecchy- 
moses,  eosinophilia,  peripheral  edema, 
adenopathy,  fever,  fixed  drug  eruption 
with  cross  reaction  to  carisoprodol,  and 
cross  sensitivity  between  meproba- 
mate/mebutamate  and  meprobamate/ 
carbromal.  More  severe,  rare  hypersen- 


sitivity: hyperpyrexia,  chills,  angioneu- 
rotic edema,  bronchospasm,  oliguria, 
anuria,  anaphylaxis,  erythema  multi- 
forme, exfoliative  dermatitis,  stomatitis, 
proctitis,  Stevens-Johnson  syndrome; 
bullous  dermatitis  (one  fatal  case  after 
meprobamate  plus  prednisolone).  Stop 
drug,  treat  symptomatically  (e.g.,  possi- 
ble use  of  epinephrine,  antihistamines, 
and  in  severe  cases  corticosteroids). 
Hematologic:  Agranulocytosis  and 
aplastic  anemia  (rarely  fatal),  but  no 
causal  relationship  established.  Rarely, 
thrombocytopenic  purpura.  Other:  Ex- 
acerbation of  porphyric  symptoms. 
Usual  Adult  Dosage:  1200  to  1600  mg 
daily,  in  three  or  four  divided  doses; 
doses  above  2400  mg  daily  not  recom- 
mended. 

Overdosage:  Suicidal  attempts  with  me- 
probamate, alone  or  with  alcohol  or 
other  CNS  depressants  or  psychotropic 
drugs,  have  produced  drowsiness,  leth- 
argy, stupor,  ataxia,  coma,  shock,  vas- 
omotor and  respiratory  collapse,  and 
death.  Empty  stomach,  treat  symptomati- 
cally; cautiously  give  respiratory  assist- 
ance, CNS  stimulants,  pressor  agents 
as  needed.  Meprobamate  is  metabo- 
lized in  the  liver  and  excreted  by  the 
kidney.  Diuresis  and  dialysis  have  been 
used  successfully.  Carefully  monitor 
urinary  output;  avoid  overhydration;  ob- 
serve for  possible  relapse  due  to  incom- 
plete gastric  emptying  and  delayed 
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ticipation  in  a process  where  they  can  exam- 
ine the  effects  of  their  behavior  and  experi- 
ment with  positive  alternatives.  We,  as 
therapists,  feel  there  is  more  to  learn.  It 
would  be  unrealistic  to  deny  the  probability 
that  these  patients  will  continue  to  have 
problems  within  their  marriages,  despite  at- 
tendance at  a marital  therapy  group.  Self- 
defeating  patterns  will  be  repeated,  as  will 
negative  behavior.  Criteria  for  the  compo- 
sition of  therapy  groups  will  have  to  be  re- 
fined. Of  concern,  too,  is  the  possibility  that 
members  may  become  “hooked  on  the  group 
approach”  to  problem-solving,  feeling  that 
their  marriage  has  “failed  miserably”  when 
they  experience  their  first  crisis  away  from 
the  group  setting,  and  conclude  that  they 
haven’t  resolved  it  adequately.  However,  it 
is  the  author’s  conclusion  that  the  advant- 
ages of  this  therapeutic  model  far  outweigh 
the  disadvantages. 
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Current  Thoughts  on  Management 
Of  Hyperthyroidism 


PART  II 
Radioiodine 

Radioiodine  has  been  used  for  25  years  to 
reduce  thyroid  hyperfunction  in  Graves’  dis- 
ease. Concentration  of  iodine  in  the  thyroid 
permits  selective  delivery  of  the  radiation 
of  131I  to  the  follicular  cell  setting  up  a chain 
of  events  leading  to  reduced  output  of  thy- 
roid hormone.  Radiation  destroys  some 
cells,  leaves  others  intact,  and  produces 
changes  in  some  so  that  hormone  synthesis 
is  reduced.  The  technique  is  simple.  It 
does  not  require  hospitalization.  The  pa- 
tient merely  drinks  the  radioactive  solution. 
There  is  no  mortality,  tetany,  or  vocal  cord 
paralysis.  The  effect  appears  in  4 to  6 
weeks  with  gradual  improvement  in  most 
patients.  The  goiter  usually  disappears  or 
diminishes  in  size.  With  conventional  doses 
of  181I,  60  to  75%  become  euthyroid  after 
one  dose,  20  to  30%  require  a second  dose, 
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and  5 to  10%  require  three  or  more  doses.13 
The  treatment  is  suitable  for  elderly  pa- 
tients, especially  those  with  heart  disease; 
for  patients  who  have  relapsed  after  thyroid- 
ectomy or  adequate  drug  treatment ; and 
for  those  with  severe  chronic  illnesses  in 
whom  persistence  of  hyperthyroidism  is  dan- 
gerous. 

There  is  no  method  to  predict  the  optimal 
quantity  for  a given  patient.  A dose  just 
right  for  one  patient  can  have  no  effect  or 
produce  hypothyroidism  in  another.  Elab- 
orate calculations  of  dose  based  on  the  esti- 
mated weight  of  the  gland  by  palpation,  the 
thyroid  uptake  of  radioiodine,  and  the  ef- 
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Medicine,  University  of  Alabama  School  of  Medicine,  and 
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fective  half-life  of  tracer  131I  give  no  bet- 
ter results  than  arbitrary  fixed  doses.  The 
reasons  for  this  are  that  palpation  is  not 
an  accurate  way  of  estimating  the  size;  the 
uptake  and  half-life  of  the  tracer  may  dif- 
fer from  the  therapeutic  dose;  and  there 
is  no  way  to  predict  individual  radiosensitiv- 
ity. The  usual  initial  dose  is  4 to  10  milli- 
curies. 

Hypothyroidism  is  the  only  significant  ad- 
verse effect  of  131I  treatment.  Figure  3 
shows  that  5 to  40%  receiving  conventional 
doses  became  hypothyroid  one  year  after 
treatment.  Then  there  was  a gradual  in- 
crease in  the  incidence  at  the  rate  of  2 to 
3%  yearly,  so  that  the  incidence  may  be 
30  to  70%  after  10  years.14  Extrapolation 
suggests  that  eventually  all  patients  become 
hypothyroid.  The  data  plotted  in  the  figure 
show  that  patients  receiving  higher  total 
doses  of  131I  had  a higher  incidence  of  hypo- 
thyroidism. In  contrast,  some  patients  re- 
quiring multiple  large  doses  are  peculiarly 
resistant  to  131I.  The  reasons  for  hypothy- 
roidism are  damage  to  the  genetic  apparatus 


so  that  cells  cannot  replicate,  damage  to  the 
blood  supply  by  progressive  fibrosis,  and 
possible  triggering  of  an  autoimmune  pro- 
cess by  release  of  thyroid  antigens  after  ir- 
radiation. 

Recent  studies  indicate  that  the  high  in- 
cidence of  hypothyroidism  after  131I  may  be 
lowered  by  reducing  the  dose.  Doses  one 
half  those  used  earlier,  as  shown  in  the  low- 
est curve  in  Figure  3,  give  a much  lower 
incidence  of  hypothyroidism ; however  it 
takes  longer  to  control  the  hyperthyroidism. 
Rapid  control  after  131I  alone  and  a low  inci- 
dence of  hypothyroidism  are  mutually  ex- 
clusive. Recurrent  hyperthyroidism  after 
conventional  doses  is  rare;  if  a lower  dose 
is  used,  a higher  incidence  of  recurrence  may 
be  expected. 

Hypoparathyroidism  after  131I  treatment 
is  very  rare;  there  are  only  3 reported 
cases.14  The  position  of  the  parathyroid 
glands  outside  the  capsule  may  spare  them 
from  the  beta  radiation  which  penetrates 
only  2 mm.  Hypercalcemia  due  to  possible 


Hypothyroidism  After  l3lI  Rx 


Figure  3.  Cumulative  incidence  of  hypothyroidism  after  treatment  with  131-1 
plotted  from  data  of  5 series  of  patients. (14)  Approximate  mean  dose  of  131-1  for 
each  series  is  noted.  Lowest  curve  shows  reduced  incidence  of  hypothyroidism  follow- 
ing administration  of  one-half  the  usual  dose. 
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destruction  of  calcitonin  producing-  tissue 
has  not  been  described. 

The  well-documented  association  of  car- 
cinoma of  the  thyroid  in  children  who  re- 
ceived external  radiation  to  the  neck  aroused 
concern  about  potential  carcinogenic  effects 
of  radioiodine.  But  there  are  probably  only 
4 reports  of  carcinoma  after  131I  treatment.14 

Microscopic  thyroid  carcinoma  was  found 
in  2.5%  of  thyroidectomy  specimens  in  an 
Armed  Forces  Institute  of  Pathology  series 
of  2000  specimens  from  patients  with  Graves’ 
disease.15  This  is  about  the  same  incidence 
as  in  a Mayo  Clinic  series  of  800  autopsied 
patients  with  clinically  normal  thyroid 
glands.16  In  view  of  the  large  number  of 
patients  treated  with  181I,  probably  more 
than  200,000,  and  the  high  incidence  of  mi- 
croscopic, though  not  clinical,  carcinoma  in 
both  hyperthyroidism  and  the  general  popu- 
lation, it  is  surprising  that  many  more  car- 
cinomas have  not  been  reported.  In  a series 
of  22,000  131I  treated  patients  recently 
studied  by  the  National  Center  for  Radio- 
logical Health,  there  was  no  increase  in  the 
incidence  of  leukemia  in  these  patients  ;17 
this  confirmed  an  earlier  British  report. 
The  dose  to  the  ovaries  is  approximately 
.12  rad /me  and  is  similar  to  that  of  x-ray 
examination  of  the  colon  or  kidneys. 

In  view  of  the  uncertainty  of  a given  dose 
of  131I,  it  is  reasonable  to  use  antithyroid 
drugs  in  conjunction  with  radioiodine  be- 
cause the  effect  of  drugs  is  more  predictable. 
The  drug  can  be  started  24  to  72  hours  after 
131I  and  does  not  interfere  with  its  effect. 
To  decrease  the  frequency  of  hypothyroid- 
ism, it  is  reasonable  to  use  doses  of  2 to  4 
millicures  and  put  the  patient  on  an  anti- 
thyroid drug  for  4 to  12  months;  the  ef- 
fect of  131I  can  be  assessed  4 to  6 weeks 
after  stopping  the  drug.  Subsequent  doses 
of  131I  should  not  be  given  for  6 months 
after  a previous  dose.  This  may  prolong 
treatment.  For  patients  with  severe  asso- 
ciated diseases  for  whom  hyperthyroidism  is 
dangerous,  larger  initial  doses  of  131I  and  ad- 
ditional doses  at  3 month  intervals  are  prob- 
ably better. 

Propranolol 

For  several  years,  drugs  which  deplete  tis- 
sue catecholamines  or  block  beta  adrenergic 


receptor  sites  have  been  used  in  hyperthy- 
roidism because  some  of  the  effects  of  thy- 
roid hormones  are  similar  to  those  of  cate- 
cholamines. Reserpine,  guanethidine,  and 
propranolol  slow  heart  rate,  sometimes  re- 
ducing cardiac  output,  and  produce  improve- 
ment in  tremor,  nervousness,  lid-lag,  and 
sweating.  There  may  even  be  gain  in  weight 
and  strength.  Propranolol,  a specific  beta 
adrenergic  blocker,  has  a shorter  duration 
of  action  and  fewer  side  effects  than  re- 
serpine or  guanethidine,  and  has  been  used 
in  doses  of  20  to  80  mg  every  4 to  8 hours 
with  considerable  benefit.18  Propranolol  has 
been  given  intravenously  in  doses  of  1 to  5 
mg  to  reduce  tachycardia  and  is  rapidly  bene- 
ficial for  thyrotoxic  storm.  These  drugs  do 
not  affect  the  thyroid  and  are  only  adjuvants 
to  the  basic  treatment  directed  at  control  of 
excessive  thyroid  hormone  secretion.  The 
principal  uses  for  propranolol  are  (a)  to  ob- 
tain symptomatic  improvement  while  diag- 
nostic studies  are  in  progress,  (b)  for  rap- 
id improvement  before  and  after  thyroidec- 
tomy and  in  thyroid  storm,  and  (c)  as  an 
adjunct  after  treatment  with  radioiodine. 

Selection  of  Therapy 

For  young  people,  pregnant  women,  and 
patients  with  a recent  onset  of  hyperthyroid- 
ism, antithyroid  drugs  appear  to  offer  the 
best  result.  The  thyroid  is  left  intact  and 
there  are  no  permanent  consequences.  Fif- 
ty-eight percent  of  patients  have  a lasting 
remission.  Reduction  in  the  size  of  the 
goiter  with  treatment  heralds  a good  long- 
term result.  Recent  studies  suggest  that 
treatment  may  be  stopped  when  normal  thy- 
roid suppressibility  returns.  Ordinarily, 
therapy  is  continued  for  one  year,  and  a sec- 
ond course  is  often  worthwhile.  This  long 
duration  of  treatment  and  the  high  re- 
currence rate  are  the  principal  disadvant- 
ages. 

Radioiodine  is  indicated  for  treatment  of 
hyperthyroidism  in  patients  with  a compli- 
cating medical  illness  for  whom  recurrence 
of  hyperthyroidism  is  hazardous,  for  the 
elderly,  for  patients  with  recurrent  hyper- 
thyroidism after  surgery,  and  for  those  who 
have  relapsed  after  adequate  treatment  with 
antithyroid  drugs.  The  simplicity  of  admin- 
istration and  freedom  from  many  of  the  com- 
plications found  after  surgery  are  distinct 
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advantages.  The  high  incidence  of  hypothy- 
roidism after  the  conventional  dose  of  5 to 
10  me  of  131I  is  undesirable,  particularly  in 
the  young,  because  of  the  need  for  lifelong 
medication.  Reduction  of  the  dose  and  con- 
trol of  the  hyperthyroidism  with  antithy- 
roid drugs  offer  hope  for  more  satisfactory 
long-term  results,  but  this  prolongs  therapy. 
Carcinogenesis  after  clinical  use  of  131I  has 
not  yet  materialized.  Thyroidectomy  is 
an  effective  treatment  of  hyperthyroidism; 
however,  the  high  incidence  of  significant 
complications  makes  it  imperative  that  se- 
lection of  patients  for  this  form  of  ablation 
be  most  judicious. 
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President's  Page 


Confrontation  seems  to  be  a prime  charac- 
teristic of  our  lives.  No  community,  state, 
or  nation  is  without  some  form  of  polariza- 
tion: black  vs  white,  youth  vs  “the  estab- 
lishment,” have  vs  have-not,  labor  vs  man- 
agement, etc.  The  health  professions  have 
likewise  been  involved  in  this  polarization 
with  those  whom  we  would  serve  and  care 
for.  Why? 

The  causes  of  these  confrontations  are 
multiple  and  complicated.  I would  not  pre- 
sume to  answer  for  all  the  issues  and  can 
only  offer  hints  for  the  benefit  of  medicine. 
We  can  begin  by  briefly  examining  the  po- 
sitions taken  by  physicians  and  the  public. 

Our  patients  are  well  aware  of  the  fan- 
tastic advances  of  medicine  in  recent  years. 
The  press  does  a good  job  of  reporting  each 
new  medication,  each  new  surgical  proce- 
dure, and  even  each  new  experiment.  Today, 
the  public  expects  each  service  or  procedure 
to  be  universally  available  at  minimal  cost 
with  maximum  quality.  This  is  probably 
naive  and  idealistic  to  be  sure,  but  it  is  most 
certainly  the  wish  of  every  patient. 

What  does  the  physician  want?  What  is 
his  position  in  this  confrontation?  He 
wants  to  be  free  to  practice  his  profession 
and  treat  those  who  seek  his  services  with- 
out limitations  or  harrassment.  He  expects 
to  work  within  a system  which  will  honor 
his  professionalism  and  preserve  the  physi- 
cian-patient relationship  of  mutual  trust  and 
interest.  For  these  services  he  expects  a rea- 
sonable fee. 

These  two  positions,  on  the  surface,  do 
not  seem  so  far  apart.  Both  groups  desire 
the  highest  quality  of  medical  care.  Physi- 
cians have  long  since  agreed  that  cost  con- 
trol is  important  (peer  and  utilization  re- 
view consume  thousands  of  physician  man- 
hours). Availability  of  medical  services  has 
also  been  of  prime  concern  to  both  groups. 

As  pointed  out  by  Drs.  Parrott  and  Roth 
of  the  AMA,  it  is  in  trying  to  solve  all  three 


issues  simultaneously  that  the  true  dilemma 
is  visualized.  We  can  provide  high  quality 
at  reasonable  cost  if  access  is  limited.  We 
can  also  provide  high  quality  with  increased 
access  but  only  at  very  high  cost,  and  cost 
control  with  universal  availability  results  in 
decreased  quality.  So  far,  no  individual  or 
group  has  solved  this  enigma  and  its  intro- 
duction into  the  political  arena  has  only 
resulted  in  increased  frustration. 

Probably  no  single  answer  exists  for  a 
problem  as  complex  as  this  and  efforts  to 
provide  a universal,  monolithic  system  are 
pre-destined  to  failure.  Cooperation  between 
physicians  and  other  allied  health  profes- 
sions has,  and  will  continue  to  be,  of  prime 
importance  to  finding  the  best  solutions. 
Likewise,  the  patient  and  third  party  car- 
riers have  a role  of  responsibility  to  play 
in  providing  the  best  possible  medical  and 
health  care.  The  one  absolutely  essential 
ingredient  to  any  approach,  however,  is  the 
well  trained,  ethical  physician  free  to  treat 
his  patient  in  the  manner  he  sees  fit. 

— Roger  Mason,  M.D. 
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While  Making  Rounds 


Words  We  Can  Do  Without. 

Catchment 

Unreplicated 

Structured 

Expertise 

Modality 

Quote  Unquote. 

A tree  is  an  underground  creature,  with 
its  tail  in  the  air. 

0.  W.  Holmes 

Some  patients,  though  conscious  that 
their  condition  is  perilous,  recover  their 
health  simply  through  their  contentment 
with  the  goodness  of  the  physician. 

Hippocrates 

No  great  invention  ever  came  from  a 
government-owned  industry. 

Cortelyou 

Our  Monthly  Statistical  Report. 

Two  thirds  of  suicides  do  not  leave 
notes. 


Wash  ingtoNotes 

Medicare 

Nixon  called  upon  Congress  to  act  upon  his 
proposals  for  national  health  insurance, 
health  maintenance  organizations  and  elimin- 
ation of  the  monthly  fee  now  charged  under 
part  B of  medicare. 

The  President  said  he  later  will  propose 
legislation  “to  reform  and  rationalize”  the 
delivery  of  social  services,  including  health 
services. 

Emergency,  heart,  and  lung 

President  Nixon  said  his  Administration 
will  expand  its  programs  to  improve  the  na- 
tion’s emergency  medical  services  and  to 


O The  Times. 

“The  patient  was  hospitalized  in  1964 
for  520  days.” 

Department  Of  Definitions. 

Miracle  drug : any  one  you  can  get  chil- 
dren to  take. 

Chief  Complaint. 

“Weight  loss  and  emaciation.” 

The  History. 

“The  current  examination  gives  the  his- 
tory.” 

The  Physical. 

“Walks  on  his  crotch  without  difficulty.” 

Cardiology. 

“Pulse  120  and  irregular.  The  rhythm 
appears  to  be  regular.” 

The  Consultation. 

“This  man  does  not  know  what  month 
November  is  in.” 

I’m  still  trying  to  figure  that  one  out. 

— F.C. 


combat  diseases  of  the  heart,  blood  vessels, 
and  lungs. 

In  the  long  version  of  his  two  State  of 
the  Union  messages  to  Congress,  the  Presi- 
dent said  the  “staggering”  U.S.  death  toll 
from  accidents  — more  than  115,000  last 
year  — “could  be  greatly  reduced  by  up- 
grading our  emergency  medical  services.” 

“In  the  last  three  years,  the  motor  vehicle 
death  rate  has  fallen  by  13  percent,  but  we 
still  lose  some  50,000  lives  on  our  highways 
each  year  — more  than  we  have  lost  in 
combat  in  the  entire  Vietnam  war.” 

Nixon  promised  increased  attention  to  the 
diseases  of  the  heart,  blood  vessels  and 
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lungs  “which  presently  account  for  more 
than  half  of  all  the  deaths”  in  the  nation. 

“I  will  shortly  assign  a panel  of  distin- 
guished experts  to  help  us  determine  why 
heart  disease  is  so  prevalent  and  so  menac- 
ing and  what  we  can  do  about  it,”  he  said. 
“I  will  also  recommend  an  expanded  budget 
for  the  National  Heart  and  Lung  Institute.” 

The  budget 

In  his  fiscal  1973  budget,  Nixon  estimat- 
ed federal  spending  on  HEW  health  pro- 
grams at  $18.1  billion,  an  increase  of  $1.1 
billion  over  the  current  fiscal  year  which 
ends  next  June  30. 

The  fiscal  1973  budget  calls  for  a $49 
million  increase  — to  $435  million  — for 
delivery  of  health  services  programs  — 
health  maintenance  organizations,  regional 
medical  programs  and  health  planning 
agencies. 

Expenditures  for  medicare  and  medicaid 
were  estimated  to  increase  by  $492  million. 
The  federal  share  of  medicaid  was  estimat- 
ed at  $3.4  billion,  or  55  percent  of  the  total 
cost.  Outlays  for  medicare  were  estimated 
at  $10.4  billion  in  fiscal  1973. 

Other  spending  estimates  included: 

Food  and  Drug  Administration  — $179.5 
million,  an  increase  of  $69.7  million. 

National  Institutes  of  Health  (mostly  bio- 
medical research)  — $1.57  billion,  an  in- 
crease of  $139  million.  Of  this,  $430  mil- 
lion goes  to  the  Cancer  Institute. 

The  council  said  that  the  nation’s  medical 
care  expenditures  totaled  $75  billion  — $358 
per  person  — in  fiscal  year  1971,  an  annual 
growth  rate  of  4.3  percent  per  capita  since 
1966. 

Manpower  shortage 

The  federal  government  announced  the 
first  assignments  of  federal  doctors  and 
other  health  workers  to  provide  direct  pa- 
tient care  in  rural  and  big  city  areas  with 
critical  health  manpower  shortages. 

Teams  with  a total  of  68  medical  work- 
ers, including  doctors,  dentists  and  nurses, 


will  be  assigned  to  18  communities  in  13 
states  to  work  with  such  patient  groups  as 
Indians,  migrant  workers,  welfare  families, 
and  minorities. 

The  Corps  was  created  Dec.  31,  1970,  when 
President  Nixon  signed  the  Emergency 
Health  Personnel  Act,  which  calls  for  gov- 
ernment health  workers  to  provide  direct 
health  services  to  residents  of  city  slums 
and  remote  rural  areas  designated  as  having 
critical  health  manpower  shortages. 

Dr.  David  A.  Kindig,  recruitment  chief  for 
the  Corps,  admitted  that  the  major  incen- 
tive for  doctors  to  join  had  been  the  military 
draft.  All  28  doctors  among  the  68  initial 
medical  workers  were  recruited  from  the 
Public  Health  Service  (PHS)  Commissioned 
Corps. 

The  teams  also  include  10  dentists,  18 
nurses  and  12  other  professionals,  including 
pharmacists,  dental  hygenists,  health  edu- 
cators and  lab  technicians. 

Local  control 

The  Nixon  Administration  said  that  it 
hopes  to  transfer  eight  U.S.  Public  Health 
Service  (PHS)  hospitals  and  30  government 
clinics  to  local  control  by  June  30,  1973. 

Health,  Education  and  Welfare  Secretary 
Elliot  L.  Richardson  said  President  Nixon’s 
budget  for  the  fiscal  year  beginning  next 
July  1 “assumes  that  these  facilities  will 
be  converted  to  community  use  by  June  30, 
1973.” 

The  hospitals,  with  a combined  2,484  beds, 
are  in  Baltimore;  New  Orleans;  Satton  Is- 
land, N.Y. ; San  Francisco;  Seattle;  Norfolk, 
Va. ; Boston;  and  Galveston,  Tex. 

Drugs 

President  Nixon  signed  an  executive  order 
establishing  the  Office  of  Drug  Abuse  Law 
Enforcement  which  will  marshal  a wide 
range  of  government  resources  “in  a con- 
centrated assault  on  the  street  level  heroin 
pusher.” 

Nixon  said  the  office  would  work  through 
nine  regional  offices  and  use  special  grand 
juries  to  gather  information  about  drug  traf- 
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fickers.  He  said  this  intelligence  will  be 
pooled  for  use  by  federal,  state  and  local  law 
enforcement  agencies. 

The  latest  FBI  uniform  crime  statistics 
available  show  that  451,000  persons  were  ar- 
rested in  1970  for  narcotic  drug  law  off- 


fenses,  up  44  per  cent  from  1969  but  account- 
ing for  just  4.8  percent  of  arrests  for  all 
offenses  in  1970. 

In  1970,  the  FBI  noted  that  53  percent  of 
all  persons  arrested  on  drug-related  charges 
were  under  21  years  of  age. 


Down  Memory  Lane 


1.  One  of  the  most  frequent  complica- 
tion of  labor  was  post-partem  hemorrhage. 

2.  Whenever  practical,  a cholecystectomy 
should  be  completed  without  drainage. 

3.  I prepared  and  fed  the  first  gruel. 

4.  Doctors  as  a rule,  because  of  their 
training  in  observation,  make  good  witnesses 
in  nonmedical  matters. 

5.  For  careful  study  of  the  blind  spot,  the 
magnet  scotometer,  described  some  six  years 
ago,  is  the  most  satisfactory  instrument. 

6.  The  following  is  a brief  summary  of  the 
neuropsychiatric  examination  of  170,478  sol- 
diers at  Camp  Devens,  Mass.  There  were 
rejected  for  neuropsychiatric  causes  1,786 
men. 

7.  Now  it  is  evident  that  the  work  of  the 
medical  director  is  of  paramount  importance. 


A large  percentage  of  failures  on  his  part 
would  bankrupt  the  company. 

8.  First  the  report,  then  time  goes  on, 
more  work  is  done  and  the  first  report  is 
either  annulled  or  much  modified,  and  the 
men  who  occupied  the  middle  ground  and 
said  “not  proven”  are  vindicated. 

9.  The  cause  of  the  disabled  American 
veterans  of  the  world  war  will  not  down. 

10.  The  symptoms  of  pyloric  stenosis 
are  so  definite  and  characteristic,  in  a frank 
case,  that  they  are  easily  recognized. 

11.  At  all  ages,  it  should  be  remembered, 
that  no  child  can  be  pronounced  immune  to 
diphtheria  until  he  has  been  proved  so  by  a 
negative  Schick  test. 

Nebraska  State  Medical  Journal 
March,  1922 
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FEATURES 


Our  Medical  Schools 


Dr.  Sorrell  cited 

A University  of  Nebraska  Medical  Center 
faculty  member  is  one  of  five  young  scien- 
tists to  receive  the  new  National  Institutes 
of  Health  Academic  Career  Development 
award. 

Dr.  Michael  Sorrell,  assistant  professor  of 
internal  medicine,  received  the  five  year 
grant  from  the  National  Institute  of  Ar- 
thritis and  Metabolic  Disease.  The  award 
provides  Dr.  Sorrell’s  salary  in  addition  to 
support  for  his  research  in  the  area  of  liver 
disease. 

Dr.  Sorrell,  36,  joined  the  Medical  Center 
faculty  last  summer,  following  postfellowship 
study  in  England.  He  was  a National  Insti- 
tute of  Health  Fellow  at  the  New  Jersey  Col- 
lege of  Medicine  in  Newark,  where  he  worked 
with  Dr.  Carroll  Leevy  in  the  study  of  liver 
disease  and  metabolism  from  1969  to  1971. 

He  took  a fellowship  in  gastroenterology 
at  the  University  of  Nebraska  Medical  Cen- 
ter following  a residency  there  in  internal 
medicine  from  1966  to  1968. 

From  1960  to  1966,  Dr.  Sorrell  practiced 
medicine  in  Tecumseh,  Nebraska.  He  is  the 
son  of  the  late  Mr.  and  Mrs.  Frank  Sorrell, 
Syracuse. 

A 1959  graduate  of  the  University  of  Ne- 
braska College  of  Medicine,  Dr.  Sorrell  re- 
ceived his  baccalaureate  degree  from  the 
University  of  Nebraska  in  1957. 

Dr.  McFadden  chosen 

Dr.  Harry  W.  McFadden  has  been  selected 
to  be  a member  of  the  World  Commission  on 
Medical  Microbiology.  Dr.  McFadden,  who 
on  February  1 will  become  the  interim  chan- 
cellor of  the  University  of  Nebraska  Medical 
Center,  has  been  chairman  of  the  department 
of  microbiology  at  the  Medical  Center  since 
1955. 

The  four  other  members  of  the  Commis- 
sion are  from  Belgium,  Venezuela,  Japan  and 
Mexico. 


The  commission  is  one  of  several  scien- 
tific commissions  created  by  the  World  As- 
sociation of  Pathology  Societies  to  increase 
its  own  organizational  potential.  The  com- 
missions are  currently  expected  to  be  largely 
advisory  or  consultative. 

Family  planning 

A traineeship  in  family  planning  tech- 
niques will  be  held  at  the  University  of  Ne- 
braska Medical  Center  April  20  and  21. 
The  course  is  limited  to  four  applicants. 

The  course  will  provide  the  practicing 
physician  an  opportunity  to  review  current 
information  regarding  family  planning. 
Participants  will  be  instructed  and  super- 
vised in  the  performance  of  laparoscopic  tu- 
bal sterilizations. 

The  fee  of  $150  includes  two  luncheons. 

The  course  carries  twelve  hours  of  credit 
with  the  American  Academy  of  Family  Prac- 
tice. 

Creighton  news 

1.  Dr.  Joseph  M.  Holthaus,  Dean  of 
Creighton  University’s  School  of  Medicine, 
has  been  appointed  chairman  of  a 12-mem- 
ber research  committee  to  find  a dean  for 
Creighton’s  School  of  Dentistry.  In  addi- 
tion to  Dr.  Holthaus,  the  committee  is  made 
up  a professor  of  anatomy  from  the  medical 
school,  two  dental  students,  and  eight  mem- 
bers of  the  dental  school  faculty. 

2.  Dr.  Richard  L.  Egan,  former  dean  of 
the  Creighton  medical  school  is  one  of  seven 
persons  who  received  Awards  of  Merit  for 
distinguished  service  in  the  development  of 
the  American  Heart  Association’s  national 
programs. 

Dr.  Egan  served  as  dean  from  1959  until 
1970,  when  he  was  appointed  Assistant  to  the 
President  of  Creighton.  He  is  now  Assist- 
ant Director,  Department  of  Undergraduate 
Medical  Education  of  the  American  Medical 
Association  in  Chicago. 
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3.  These  promotions  and  appointments 
have  been  announced  by  Dr.  Joseph  Holt- 
haus,  Creighton’s  medical  school  dean: 

Michael  H.  Sketch,  M.D.,  promoted  to 
Associate  Professor  of  Medicine  ef- 
fective January  24,  1972. 

Clifford  M.  Danneel,  M.D.,  promoted  to 
Associate  Professor  of  Psychiatry  and 
Neurology  effective  January  24,  1972. 

Manuel  G.  Suguitan,  M.D.,  Assistant 
Professor  of  Psychiatry  and  Neurolo- 
gy- 

Richard  Booth,  M.D.,  Associate  Dean  of 
the  School  of  Medicine  and  Director  of 
Medical  Services  at  St.  Joseph  Hos- 
pital. 

Vincent  Runco,  Jr.,  Director  of  the  car- 
diology program  and  director  of  the 
cardiac  center  at  St.  Joseph  Hospital. 

4.  Dr.  George  Clifford,  the  new  Chair- 
man of  Creighton’s  Department  of  Internal 
Medicine,  moved  his  family  to  Omaha  and 
assumed  the  responsibilities  of  his  new  po- 
sition January  3.  He  is  a native  of  Akron, 
Ohio,  attended  Harvard  University  and  grad- 
uated from  the  Tufts  University  Medical 
School.  Dr.  Clifford  left  a position  with 
Memorial  Hospital  in  New  York  to  join  the 
Creighton  faculty. 


Medical  center  courses 

Courses  in  hematology  and  coronary  care 
units  in  community  hospitals  originally 
scheduled  by  the  department  of  continuing 
education  at  the  University  of  Nebraska 
Medical  Center  have  been  cancelled. 

The  Medical  Center  will  offer  a course  in 
cardiopulmonary  diseases  in  children  April 
6 and  7.  Guest  speakers  will  include  Dr. 
Elliott  Ellis,  chief  of  pediatrics  at  the  Na- 
tional Jewish  Hospital  in  Denver;  Dr.  Antoni 
Diehl  of  the  University  of  Kansas  School  of 
Medicine;  Dr.  Robert  Gregg,  director  of  the 
pediatric  pulmonary  service  at  the  Children’s 
Hospital  in  Detroit,  Michigan ; and  George 
Sullivan,  assistant  trainer  of  the  Cornhusker 
football  team,  Lincoln,  Nebraska. 

Sessions  will  be  held  in  the  amphitheater 
at  University  Hospital.  The  tuition  of  $50 


includes  two  luncheons.  The  course  is  ac- 
ceptable for  twelve  hours  of  credit  with 
the  American  Academy  of  Family  Practice. 

A traineeship  in  family  planning  tech- 
niques will  be  offered  for  four  participants 
April  20  and  21.  It  will  provide  an  oppor- 
tunity to  review  current  information  regard- 
ing family  planning.  Participants  will  be 
instructed  in  the  performance  of  laparoscopic 
tubal  sterilizations.  The  fee  is  $150. 

A workshop  on  management  of  the  acous- 
tically handicapped  child  will  be  presented 
April  20  and  21.  Guest  speakers  will  in- 
clude Dr.  Phillip  A.  Bellefleur,  headmaster  of 
Pennsylvania  School  for  the  Deaf  in  Phila- 
delphia ; Dr.  Carl  W.  Fuller,  assistant  director 
of  the  audiology  and  speech  clinic  at  the 
Indiana  University  - Purdue  University  Medi- 
cal Center  in  Indianapolis;  Dr.  John  D.  Har- 
rington, principal  of  the  School  for  Language 
and  Hearing  Impaired,  New  York,  New  York ; 
John  B.  Lamphere,  administrator,  special 
education  section,  Nebraska  State  Depart- 
ment of  Education;  Dr.  Derek  A.  Sanders, 
associate  professor  in  the  department  of 
speech  communication,  State  University  of 
New  York  at  Buffalo. 

The  $25  includes  two  luncheons. 

The  annual  Rocky  Mountain  Bioengineer- 
ing Symposium  will  be  held  at  the  Medical 
Center  May  1 through  3. 

The  course  in  genetics  in  medicine,  origin- 
ally scheduled  for  February,  will  be  held  May 
25  and  26. 


Possible  Airborne  Spread  of  Serum  Hepatitis 
Virus  Within  Hemodialysis  Unit  — J.  D. 

Almeida  et  al  (Royal  Postgraduate  Medi- 
cal School,  London).  Lancet  2:849  (Oct 
16)  1971. 

An  outbreak  of  Australia  (Au)  antigen- 
positive hepatitis  in  a hemodialysis  unit 
seems  to  have  been  due  to  a specific  incident, 
when  a considerable  amount  of  Au-antigen- 
positive  blood  was  spilled.  If  the  reasoning 
presented  is  correct,  then  hemodialysis  units 
will  have  to  take  precautions  against  the  air- 
borne spread  of  the  serum  hepatitis  virus. 
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Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS— 

(No  meetings  scheduled  for  March,  1972). 
April  8 — Broken  Bow,  Elks  Lodge 
April  15  — Sidney,  Elks  Lodge 

RURAL  HEALTH  — 25th  National  Confer- 
ence. Sponsored  by  the  AMA  Council  on 
Rural  Health  at  the  St.  Francis  Hotel,  San 
Francisco,  March  16-17,  1972. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Annual  Session,  April  30  - May  3,  1972, 
Hotel  Cornhusker,  Lincoln,  Nebraska. 

AMERICAN  COLLEGE  OF  SPORTS  MEDI- 
CINE, 19th  Annual  Meeting  — May  1-3, 
1972;  Philadelphia,  Pa.  Write  to:  Donald 
Herrmann,  Executive  Secretary,  ACSM, 
1440  Monroe  St.,  Madison,  Wis.  53706. 

CANCER  CHEMOTHERAPY  — National 
Conference,  sponsored  by  the  American 
Cancer  Society  and  the  National  Cancer 
Institute;  Waldorf-Astoria  Hotel,  New 
York  City,  June  1,  2,  and  3,  1972.  Write 
to:  Sidney  L.  Arje,  M.D.,  Coordinator,  Na- 
tional Conference  on  Cancer  Chemother- 
apy, c/o  American  Cancer  Society,  219  E. 
42nd  St.,  New  York,  N.Y.  10017. 

DEATH  AND  THE  MANAGEMENT  OF 
THE  DYING  PATIENT  — Seminar,  June 
9-10,  1972,  Rapid  City,  S.D.  Chairman  of 
Ad  Hoc  Committee:  J.  A.  Cline,  M.D., 
P.O.  Box  1590,  Rapid  City,  S.D.  57701. 

AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Session,  June  18-22,  1972,  San 
Francisco-Hilton  Hotel,  San  Francisco,  Cal- 
ifornia. 

TENTH  INTERNATIONAL  CONFERENCE 
ON  EXTRA-CORPOREAL  TECHNOLO- 
GY (dialysis,  heart-lung,  and  artificial  or- 
gans technologists)  ; July  27,  28  and  29, 
1972,  at  the  Waldorf-Astoria,  New  York 
City.  Write  to  Edward  C.  Berger,  Execu- 
tive Director,  American  Society  of  Extra- 


Corporeal  Technology,  287  East  Sixth  St., 

St.  Paul,  Minnesota  55101. 

FOURTEENTH  ANNUAL  MIDWEST  IN- 
TERPROFESSIONAL SEMINAR  ON 
DISEASES  COMMON  TO  ANIMALS 
AND  MAN  — September  7-8,  1972,  fea- 
turing an  Arbovirus  Symposium  at  Ne- 
braska Center  for  Continuing  Education, 
33rd  and  Holdrege  Streets,  Lincoln,  Ne- 
braska 68503.  Write  to  Dr.  H.  E.  McCon- 
nell, Director,  State  Health  Laboratories, 
State  Capitol  Building,  Lincoln,  Nebraska 
68509.  i 

32ND  ANNUAL  AMA  CONGRESS  ON 
OCCUPATIONAL  HEALTH  — Drake  Ho- 
tel,  Chicago,  September  11-12,  1972. 

I! 

AMERICAN  THYROID  ASSOCIATION  — 
Annual  Meeting,  Drake  Hotel,  Chicago, 
Illinois,  Sept.  20-23,  1972.  Write  to:  A. 

B.  Hayles,  M.D.,  Secretary,  A.T.A.,  Mayo 
Clinic,  Rochester,  Minnesota  55901. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Fall  Session,  September  22-24,  1972,  Holi- 
day Inn,  Kearney,  Nebraska. 

AMERICAN  ELECTROENCEPHALOGRA- 
PHIC  SOCIETY  — 26th  Annual  Meeting, 
at  the  Shamrock  Hilton  Hotel  in  Houston, 
Texas  from  October  12th  through  October 
14th,  1972. 

AMERICAN  ASSOCIATION  FOR  LABORA- 
TORY ANIMAL  SCIENCE,  23rd  Annual 
Session,  October  16-20,  1972;  Chase-Park 
Plaza  Hotel,  St.  Louis,  Missouri.  Write  to: 
Joseph  J.  Garvey,  Exec.  Secy.,  AALAS, 
P.O.  Box  10,  Joliet,  Illinois  60434. 

AMERICAN  MEDICAL  ASSOCIATION  — 
26th  Clinical  Convention,  Netherland-Hil- 
ton  Hotel,  Cincinnati,  Ohio,  November  26- 
29,  1972. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Annual  Session,  April  29  - May  2,  1973. 
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The  Law 


Drug  abuse 

Drug  abuse  was  very  much  in  the  news 
last  year,  particularly  with  the  revelation 
of  widespread  addiction  within  the  armed 
forces  in  Southeast  Asia.  Many  drug  abuse 
control  bills  were  introduced,  and  after  ex- 
tended hearings  the  House  unanimously 
passed  H.R.  9265  creating  a broad  drug  abuse 
rehabilitation  program  for  servicemen  and 
veterans.  The  Senate  has  passed  S.  2097 
setting  up  a Special  Action  Office  for  the  co- 
ordination of  existing  drug  abuse  control 
programs.  Bipartisan  support  should  as- 
sure prompt  passage  of  the  latter  measure 
requested  by  the  President. 

First  session  in  review 

Several  major  pieces  of  medical  legislation 
were  enacted  in  1971,  most  notably  the  Com- 
prehensive Health  Manpoiver  Training  Act 
of  1971,  H.R.  8629,  P.L.  92-157.  The  man- 
power bill  authorizes  a total  of  $2.9  billion 
over  a three-year  period  for  construction 
grants  as  well  as  operating  grants  to  medi- 
cal schools,  and  also  to  provide  loans  and 
scholarships  to  assist  students  in  medicine 
and  other  health  professions.  The  Act  is 
designed  to  increase  medical  school  enroll- 
ments and  provide  grants  for  training  of 
family  physicians.  The  Nurse  Training  Act 
of  1971,  H.R.  8630,  P.L.  92-158,  also  was 
enacted,  authorizing  $855.5  million  over  a 
three-year  period  to  aid  schools  and  students 
of  nursing.  Appropriations  to  fund  these 
manpower  programs  were  included  in  the 
supplemental  appropriations  enacted  Decem- 
ber 15,  1971.  Although  the  appropriation 
falls  short  of  the  amount  authorized  under 
the  bills,  it  substantially  exceeds  the  Admin- 
istration’s budget  request  for  the  manpower 
programs. 

Cancer  legislation 

Last  summer,  the  Senate  passed  a “com- 
promise” cancer  research  bill  by  a vote  of 
79-1.  Senator  Nelson  (D)  Wise.,  the  lone 
dissenter,  testified  vigorously  against  the 


bill  when  hearings  were  held  in  the  House. 
In  response  to  this  and  the  criticisms  of 
prominent  spokesmen  from  the  scientific 
community,  the  House  passed  its  own  version 
of  the  bill.  Opponents  of  the  Senate  bill 
contended  that  the  program  would  endanger 
the  National  Institutes  of  Health  and  would 
fragment  fundamental  health  research.  The 
conference  committee  resolved  the  differ- 
ences, and  Congress  subsequently  passed  S. 
1828,  the  National  Cancer  Act.  The  Act 
authorizes  appropriations  of  $1.6  billion  over 
a three-year  period  for  cancer  research.  The 
National  Cancer  Institute  would  remain 
within  the  National  Institutes  of  Health, 
but  the  Director,  reporting  to  the  NIH  Di- 
rector, would  be  appointed  by  the  Presi- 
dent as  would  the  Director  of  NIH.  The 
Cancer  Institute  Director  would  submit  his 
budget  estimate  directly  to  the  President 
after  providing  the  Director  of  NIH  a reason- 
able opportunity  to  comment  on  it.  A three- 
member  panel  (which  would  not  include  the 
Director)  would  be  created  to  monitor  the 
development  and  execution  of  the  program. 
A National  Cancer  Advisory  Board  will  also 
be  created  to  assist  in  the  implementation 
of  the  program. 


Welcome  New  Members 

Donald  D.  Bailey,  M.D. 

128  West  Douglas 
O’Neill,  Nebraska  68763 

Douglass  A.  Decker,  M.D. 

600  North  Cotner 
Lincoln,  Nebraska  68505 

John  Y.  Donaldson,  M.D. 

2640  Rathbone  Road 
Lincoln,  Nebraska  68502 

Jerrad  J.  Hertzler,  M.D. 

8300  Dodge  Street,  #202 
Omaha,  Nebraska  68114 

Jon  J.  Hinrichs,  M.D. 

4848  Sumner  Street 
Lincoln,  Nebraska  68506 
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David  N.  Kettleson,  M.D. 
521  Doctors  Building 
Omaha,  Nebraska  68131 

W.  E.  Lundak,  M.D. 

924  Sharp  Building 
Lincoln,  Nebraska  68508 

John  P.  O’Gara,  M.D. 
Methodist  Hospital 
Omaha,  Nebraska  68114 


Nebraska  RMP 


Dean  Parks,  M.D. 

8300  Dodge  Street,  #419 
Omaha,  Nebraska  68114 

James  J.  Regan,  M.D. 

8300  Dodge  Street,  #419 
Omaha,  Nebraska  68114 

Rudolf  Strnot,  Jr.,  M.D. 

140  South  27th 
Lincoln,  Nebraska  68510 


What  are  the  latest  recommendations  of 
the  Public  Health  Service  pertaining  to  diph- 
theria and  tetanus  toxoids  and  pertussis  vac- 
cine? 

Before  preceding  with  immunization  sched- 
ules, it  should  be  pointed  out  that  diphtheria 
and  tetanus  toxoids  are  available  in  both 
fluid  and  adsorbed  forms.  Comparative 
tests  have  shown  that  the  adsorbed  toxoids 
are  clearly  superior  in  inducing  high  anti- 
toxin titers  and  achieving  durable  protec- 
tion. The  promptness  of  antibody  responses 
to  booster  doses  of  either  fluid  or  adsorbed 
toxoid  is  not  sufficiently  different  to  be  of 
clinical  importance.  Therefore,  adsorbed 
toxoids  are  the  agents  of  choice  for  both 
primary  and  booster  immunization. 

The  toxoids  and  pertussis  vaccine  are 
available  in  various  combinations  and  con- 
centrations for  specific  purposes.  Three 
preparations  are  important  for  public  health 
use : 

1.  Diphtheria  and  Tetanus  Toxoids  and 
Pertussis  Vaccine  (DTP) 

2.  Tetanus  and  Diphtheria  Toxoids,  Adult 
Type  (Td) 

3.  Tetanus  Toxoid  (T) 

All  preparations  contain  comparable 
amounts  of  tetanus  toxoid,  but  the  diph- 
theria component  in  the  adult  type  of  teta- 
nus and  diphtheria  toxoids  (Td)  is  only 
about  15  to  20  percent  of  that  contained  in 
the  standard  DTP  preparation  for  infants 
and  young  children. 

The  concentration  of  antigens  varies  in 


different  manufacturers’  products.  The 
labeling  provides  specific  information  on  the 
proper  volume  of  a single  dose. 

For  primary  immunization  of  children 
two  months  through  six  years,  the  manufac- 
turers’ recommended  dose  of  DTP  is  given 
intramuscularly  on  four  occasions,  three 
doses  at  four  to  six  weeks  intervals  with  a 
fourth  dose  approximately  one  year  after 
the  third  injection.  Ideally,  immunization 
should  begin  at  two  to  three  months  of  age 
or  at  the  time  of  a six  week  checkup  if  that 
is  an  established  routine.  For  school  chil- 
dren and  adults,  a series  of  three  doses  of 
Td*  is  given  intramuscularly  with  the  sec- 
ond dose  four  to  six  weeks  after  the  first 
and  third  dose  six  months  to  one  year  after 
the  second. 

A booster  dose  of  one  injection  of  the 
recommended  dose  of  DTP  is  given  intra- 
muscularly to  children  three  to  six  years  of 
age,  (preferably  at  time  of  school  entrance). 
Thereafter  and  for  all  other  persons,  the 
recommended  dose  of  Td  (adult)  is  given 
intramuscularly  every  ten  years.  If  a dose 
is  administered  sooner  as  part  of  wound 
management,  the  next  booster  is  not  needed 
for  another  ten  years.  More  frequent  boost- 
er doses  are  not  indicated  and  may  be  as- 
sociated with  increased  incidents  and  se- 
verity of  reactions. 

*Td  (adult)  is  considered  the  agent  of  choice  for  immuniza- 
tion of  school  age  children  on  the  basis  of  data  regarding 
its  adequacy  in  primary  immunization  of  older  children  and 
adults  and  because  of  increasing  frequency  of  reactions  to 
full  doses  of  diphtheria  toxoid  with  age. 

Reference 

Morbidity  and  Mortality,  Vol.  20,  No.  43,  October 
30,  1971.  Typical  for  Penicillin  Allergy. 


110 


Nebraska  M.  J. 


Medicinews 


Socio-economics  of  health  care 

“Health  Services  in  the  ’70’s”  will  be  the 
theme  of  the  Sixth  National  Congress  on  the 
Socio-Economics  of  Health  Care  in  Fort 
Lauderdale,  Florida,  April  6-8. 

Sponsored  by  the  Council  on  Medical 
Service  of  the  American  Medical  Associa- 
tion, the  three-day  Congress  is  expected  to 
attract  600  physicians  and  other  authorities 
in  the  field  of  health  care  services.  Daily 
sessions  are  planned  from  8:30  a.m.  until  1 
p.m. 

Pre-registration  and  additional  informa- 
tion may  be  obtained  by  writing : Division  of 
Medical  Practice,  American  Medical  Asso- 
ciation, 535  North  Dearborn,  Chicago,  Illi- 
nois 60610. 


Transfusion  congress 

The  1972  meetings  of  the  American  As- 
sociation of  Blood  Banks  (AABB)  and  the 
International  Society  of  Blood  Transfusion 
(ISBT)  will  be  held  as  a joint  International 
Transfusion  Congress,  Aug.  27  to  Sept.  2 in 
Washington,  D.C. 

More  than  4,000  physicians,  scientists, 
technologists,  health  officials,  and  blood 
bank  administrators  from  all  parts  of  the 
world  are  expected  at  the  Shera ton-Park 
and  Shoreham  Hotels,  host  accommodations 
for  the  six-day  session.  This  will  be  the  25th 
annual  meeting  for  the  AABB  and  the  13th 
Congress  for  the  ISBT. 

Plenary  sessions  will  be  devoted  to  hemo- 
stasis, immunogenetics,  immunochemistry, 
cellular  metabolism,  and  transplantation.  Oth- 
er scientific  sessions  will  discuss  hepatitis, 
fractionation,  automation,  oxygen  transport, 
rheology,  genetics,  blood  and  serum  groups, 
transfusion  reactions,  red  cell  metabolism, 
cryobiology,  coagulation,  plasmapheresis,  sep- 
aration technics,  immunoglobulins,  and  data 
processing. 

Blood  bank  administrators  will  have  the 
opportunity  to  interchange  views  and  sharp- 


en their  skills  in  the  areas  of  donor  motiva- 
tion, donor  recruitment  technics,  personnel 
management,  public  information  and  com- 
munication, blood  inventory  systems,  blood 
bank  records,  blood  bank  laws  and  legisla- 
tive activities,  and  fiscal  policies. 

Prevention  of  blindness  research 
grants  offered 

The  National  Society  for  the  Prevention 
of  Blindness  will  allocate  a substantial  por- 
tion of  its  research  funds  to  provide  prompt 
support  to  promising  investigators  who  have 
not  received  extensive  financial  support  for 
research  in  the  past  for  conducting  pilot 
projects  with  annual  allocations  no  greater 
than  $5,000  and  not  currently  financed  by 
other  sources  of  research  funds. 

Acceptable  projects  are  those  which  may 
contribute  to  basic  understanding  of  eye 
function  and  disease,  or  that  may  improve 
diagnosis  and  treatment,  or  may  be  directed 
toward  the  prevention  of  an  eye  disease. 

Grants  are  made  for  a one-year  period. 
The  maximum  period  of  support  for  re- 
search is  two  years. 

The  National  Society  for  the  Prevention 
of  Blindness  will  accept  applications  any 
time  during  the  year  and  will  make  awards 
quarterly  in  March,  June,  September  and 
December. 

Application  forms  and  further  information 
may  be  obtained  by  writing  to  the  Commit- 
tee on  Basic  and  Clinical  Research,  National 
Society  for  the  Prevention  of  Blindness,  Inc., 
79  Madison  Avenue,  New  York,  New  York 
10016. 

The  National  Society  for  the  Prevention  of 
Blindness,  Inc.,  founded  in  1908,  is  the  old- 
est voluntary  health  agency  nationally  en- 
gaged in  the  prevention  of  blindness  through 
a comprehensive  program  of  community 
services,  public  and  professional  education 
and  research. 
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Physicians'  Classified 


CLINIC  AVAILABLE  — General  practice 
in  furnished  clinic.  County  seat  town,  SW 
Nebraska.  3 nursing  homes  in  town,  good 
territory.  Write  Box  8,  Beaver  City,  Nebraska. 

DOCTOR  NEEDED  in  Curtis,  Nebraska. 
Medical  fund  established  to  build  for  doctor’s 
requirements.  Medical  loan  available  for  medi- 
cal student.  Contact:  H.  J.  Nelson,  Curtis,  Ne- 
braska 69025.  Phone  367-4345. 

X-RAY  UNIT  100  M.A.  — General  Electric 
radiographic  and  fluoroscopic.  Tilt  table. 
New  tube.  Must  move.  Make  offer.  Contact 
Henry  Blum,  M.D.,  Room  3,  Nebraska  Theatre 
Bldg.,  Lincoln,  Nebraska  68508. 

JUNIOR  MEDICAL  STUDENT  at  Duke 
desires  to  work  in  out  state  family  physi- 
cians office.  Available  April  to  September. 
Has  passed  Basic  Science  and  Part  I of  Na- 
tional Boards.  If  interested,  contact  Dan 
Goodenberger,  2784  Duke  Hospital,  Durham, 
North  Carolina  27710. 

DECKER  FIBEROPTIC  CULDOSCOPE  — 
Complete  with  case.  Excellent  condition.  Ask- 
ing $250.00.  Contact  Box  31,  Nebraska  Medi- 
cal Journal,  1902  First  National  Bank  Build- 
ing, Lincoln,  Nebraska  68508. 

TWO  G.P.’s  WANTED  IMMEDIATELY  to 
join  general  surgeon — G.P.,  age  47,  and  OB- 
G.P.,  age  38,  in  long  established  practice. 
Rural  community  of  3,000  in  East  Central  Ne- 
braska serving  an  area  of  15,000.  Guaranteed 
salary  of  $2,000  monthly  with  early  oppor- 
tunity for  partnership.  Three  month  yearly 
vacation  or  advanced  study.  New  clinic  fully 
equipped  adjacent  to  new  accredited  hospital 
with  41  bed — acute,  41  bed  long  term.  Five 
minutes  from  home.  Excellent  new  schools, 
hunting,  fishing.  Ideal  location  to  raise  fam- 
ily. Write  Steenburg  Clinic,  1405  7th  Street, 
Aurora,  Nebraska  68818.  Phone  (402)  694- 
3191. 


DEPUTY  COORDINATOR  is  being  re- 
cruited by  Nebraska  Regional  Medical  Pro- 
gram. Position  available  now.  Excellent  fringe 
benefit  package  and  retirement  program  re- 
cently adopted.  If  interested  contact  Deane 
S.  Marcy,  M.D.,  Coordinator,  Nebraska  Re- 
gional Medical  Program,  700  C.T.U.  Building, 
Lincoln,  Nebraska  68508. 

FOR  RENT,  LEASE,  OR  SALE  — Office 
building,  (x-ray,  three  examining  rooms,  pri- 
vate office,  business  office,  etc.)  equipment, 
and  practice.  South-Central  Nebraska  County 
Seat.  1700  population.  New  twenty-two  bed 
hospital.  One  other  M.D.  in  town.  Contact 
Box  #33,  Nebraska  Medical  Journal,  1902  First 
National  Bank  Building,  Lincoln,  Nebraska 
68508. 

GENERAL  PRACTITIONER  — Exciting 
things  are  happening  at  Hastings  Regional 
Center.  We  need  an  additional  G.P.  Accredit- 
ed hospital  — State  funded.  Full  medical, 
psychiatric,  and  psychological  staff.  Realistic 
salary  schedule,  adjusted  to  experience  of  ap- 
plicant. Excellent  fringes.  Regular  hours. 
Prosperous  college  community.  On-campus  low 
cost  housing  if  desired.  Contact  Martin  F. 
Abbert,  M.D.,  Superintendent,  Hastings  Re- 
gional Center,  Ingleside,  Nebraska  68953. 

IMMEDIATE  OPENING  — For  OB-Gyn, 
Internal  Medicine,  and  Orthopedic  specialties 
to  establish  successful  practice  with  14-man 
multi-specialty  group.  Excellent  group  bene- 
fits; pension  plan;  modern  clinic  facilities; 
progressive  community  with  excellent  educa- 
tional system  including  two  colleges;  city 
population  35,000;  good  recreational  facilities; 
each  specialty  must  be  board  eligible  or  cer- 
tified ; young  man  with  military  obligation  com- 
pleted. Contact:  Business  Manager,  The 

Manitowoc  Clinic,  601  Reed  Avenue,  Manito- 
woc, Wisconsin  54220. 


36-A 


the  ampicillin  derivative 

Each  capsule  contains  potassium  hetacillin  equivalent  to 
225  mg.  or  450  mg.  ampicillin. 
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ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

Manuscripts  to  be  presented  for  publication  in  the 
JOURNAL  should  be  typewritten,  double  - spaced,  on  one 
side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
letter  sized  (8%  by  11  in.)  white  paper.  Wide  margins 
(at  least  1%  »n.  on  left)  should  be  left  free  of  typing. 
On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 
consecutively,  the  page  number  being  shown  in  the  right 
upper  corner  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations 
shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  the  author’s  name,  its  number  and  an  indi- 
cation of  its  “top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent 
directly  to  the  Editor  at  the  Journal’s  address. 

Letters  to  the  Editor  submitted  for  publication  should  be 
prepared  as  above,  and  must  carry  the  notation : To  be 

Published. 

Reprints  should  be  ordered  from  the  printer,  NEWS 
Printing  Company,  Norfolk,  Nebr.  68701. 
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Medicinews  . . . 

Mayo  medical  school 

I see  that  the  Mayo  Medical  School,  born 
in  November,  1971,  is  to  open  in  September, 
1972,  and  I note,  too,  that  the  Minnesota 
Legislature  has  provided  capitation  of  $8,000 
per  year  for  Minnesota  students. 

AALAS  to  meet 

Disease  recognition,  prevention,  and  con- 
trol and  improved  methods  for  the  care  and 
use  of  biomedical  research  animals  will  be 
the  focal  points  of  the  23rd  annual  session  of 
the  American  Association  for  Laboratory 
Animal  Science  at  the  Chase-Park  Plaza 
Hotel  in  St.  Louis,  Oct.  16-20,  1972. 

Robert  L.  Hummer,  V.M.D.,  has  been 
named  Program  Chairman.  Dr.  Hummer  is 
chairman  of  the  Department  of  Animal  Re- 
sources, Southwest  Foundation  for  Re- 
search and  Education,  San  Antonio,  Texas. 
Serving  with  Dr.  Hummer  will  be  Dr.  Lloyd 
J.  Neurauter,  Assistant  Director,  National 
Center  for  Primate  Biology,  University  of 
Calif  ornia-Davis. 

AAALAC  elects 

At  its  annual  meeting  in  December,  the 
Board  of  Trustees  of  the  American  Associa- 
tion for  Accreditation  of  Laboratory  Ani- 
mal Care  (AAALAC)  elected  as  its  chair- 
man for  1972,  Robert  W.  Wissler,  M.D., 
Ph.D.  Dr.  Wissler  is  chairman  of  the  De- 
partment of  Pathology  at  the  University  of 
Chicago  Pritzker  School  of  Medicine.  He 
has  represented  the  Federation  of  Ameri- 
can Societies  for  Experimental  Biology  on 
the  Board  of  Trustees  since  the  inception 
of  the  AAALAC  program  in  1965  and  has 
been  vice  chairman  for  the  past  five  years. 

Also  elected  to  offices  for  1972  were  Er- 
skine  V.  Morse,  D.V.M.,  vice  chairman  and 
Ruth  R.  Pick,  M.D.,  secretary-treasurer. 
Leslie  R.  Burrows,  D.D.S.,  Ph.D.,  (retir- 
ing chairman)  and  Louis  L.  Madsen,  Ph.D., 
were  elected  to  serve  with  the  officers  on 
the  Executive  Committee  of  the  Board  of 
Trustees. 

New  member  of  Amer.  Coll, 
of  Physicians 

Laurence  A.  Zacharia,  M.D.,  Omaha. 


The  Law 
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AMA  testifies  on  drug  abuse 

Herbert  A.  Raskin,  M.D.,  Chairman  of 
the  AMA  Committee  on  Alcoholism  and 
Drug  Dependence,  appeared  before  the  Na- 
tional Commission  on  Marihuana  and  Drug 
Abuse,  in  response  to  the  Commission’s  in- 
vitation to  discuss  heroin  abuse.  He  listed 
three  factors  characterizing  the  growing 
incidence  of  heroin  dependence.  First,  with 
reference  to  the  substances  themselves,  in- 
dicating that  heroin  is  still  the  drug  of 
choice  of  a great  many  drug  dependent  per- 
sons, he  noted  the  current  trend  toward  the 
combined  use  of  heroin  with  other  depend- 
ence-inducing drugs.  Doctor  Raskin  said 
that  although  dependence  upon  mixed  drugs 
reduces  the  total  amount  of  heroin  taken, 
it  does  not  diminish  either  the  drive  to  con- 
tinue drug  abuse  or  its  attendant  behavioral 
responses.  Secondly,  he  described  the  re- 
cent increase  in  the  number  of  teenagers  and 
also  females  who  are  dependent  on  heroin, 
attributing  this  change  to  the  loosening  of 
previous  cultural  and  ethnic  mores.  The 
third  factor  was  the  spread  of  morphine- 
type  drug  dependence  from  the  core  city  to 
smaller  communities  and  to  all  social  strata. 
Doctor  Raskin  emphasized  that  effective 
treatment  for  drug  dependence  must  be  de- 
signed for  the  individual  patient.  “Drug- 
dependent  persons,  or  even  just  those  who 
have  dependence  of  the  morphine  type,  do 
not  constitute  a homogeneous  group.  It  is 
inappropriate,”  he  said,  “to  generalize  free- 
ly because  much  depends  on  the  individual’s 
psychic  structure,  his  social  and  cultural 
background,  and  his  total  physiological  and 
psychological  resources  . . . Opinions  should 
not  be  based  on  general  statements  that  pur- 
port to  relate  uniformly  to  all  drug-depend- 
ent persons.  Adequate  evaluation  and  un- 
derstanding of  the  individual  patient  are 
necessary  to  prepare  a course  of  remedial 
action.” 
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The  Law  . . . 

HR  1 amendments 

The  Senate  Finance  Committee,  by  a vote 
of  9-1,  has  adopted  Sen.  Bennett’s  Profes- 
sional Standards  Review  Organizations 
Amendment  to  H.R.  1,  the  Social  Security 
Amendments  of  1971.  Under  the  amend- 
ment, organizations  composed  of  practicing 
physicians  and  osteopaths  in  an  area  would 
have  priority  for  designation  as  a PSRO. 
The  organization,  however,  could  not  re- 
quire its  members  to  be  members  of  a med- 
ical society.  Review  activity  would  encom- 
pass the  use  of  provider,  patient  and  prac- 
titioner profiles  developed  by  the  PSRO. 
Among  other  requirements  of  the  program, 
regional  norms,  prepared  by  a National 
Council,  would  be  used  as  review  check- 
points for  determining  whether:  (1)  health 
care  services  were  medically  necessary ; 

(2)  whether  the  quality  of  services  meet 
professionally  recognized  standards;  and 

(3)  whether  the  proposed  hospital  and  oth- 
er health  care  facility  services  could,  con- 
sistent with  the  provision  of  appropriate 
medical  care,  be  provided  more  economical- 
ly on  an  outpatient  basis  or  in  a different 
type  of  inpatient  facility. 
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“I’ve  got  good  news  for  you.  You’ve  only 
got  a week  to  live.” 
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Pre-Sate*  (chlorphentermine  hydrochloride) 

Caution:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. 

Indications 

Pre-Sate  (chlorphentermine  hydrochloride)  is  indicated  in 
exogenous  obesity,  as  a short  term  (i.e.  several  weeks)  adjunct 
in  a regimen  of  weight  reduction  based  upon  caloric  restriction. 

Contraindications 

Glaucoma,  hyperthyroidism,  pheochromocytoma,  hypersen* 
sitivity  to  sympathomimetic  amines,  and  agitated  states.  Pre- 
Sate  (chlorphentermine  hydrochloride)  is  also  contraindicated 
in  patients  with  a history  of  drug  abuse  or  symptomatic  cardio- 
vascular disease  of  the  following  types:  advanced  arterio- 
sclerosis, severe  coronary  artery  disease,  moderate  to  severe 
hypertension,  or  cardiac  conduction  abnormalities  with  danger 
of  arrhythmias.  The  drug  is  also  contraindicated  during  or 
within  14  days  following  administration  of  monamine  oxidase 
inhibitors,  since  hypertensive  crises  may  result. 

Warnings 

When  weight  loss  is  unsatisfactory  the  recommended  dosage 
should  not  be  increased  in  an  attempt  to  obtain  increased  ano- 
rexi genic  effect;  discontinue  the  drug.  Tolerance  to  the  anorectic 
effect  may  develop.  Drowsiness  or  stimulation  may  occur  and 
may  impair  ability  to  engage  in  potentially  hazardous  activities 
such  as  operating  machinery,  driving  a motor  vehicle,  or  per- 
forming tasks  requiring  precision  work  or  critical  judgment. 
Therefore,  such  patients  should  be  cautioned  accordingly. 
Caution  must  be  exercised  if  Pre-Sate  (chlorphentermine  hydro- 
chloride) is  used  concomitantly  with  other  central  nervous 
system  stimulants.  There  have  been  reports  of  pulmonary  hyper- 
tension in  patients  who  received  related  drugs. 

Drug  Dependence  Drugs  of  this  type  have  a potential  for  abuse. 
Patients  have  been  knovyn  to  increase  the  intake  of  drugs  of 
this  type  to  many  times  the  dosages  recommended.  In  long- 
term controlled  studies  with  the  high  dosages  of  Pre-Sate, 
abrupt  cessation  did  not  result  in  symptoms  of  withdrawal. 
Usage  In  Pregnancy  The  safety  of  Pre-Sate  (chlorphentermine 
hydrochloride)  in  human  pregnancy  has  not  yet  been  clearly 
established.  The  use  of  anorectic  agents  by  women  who  are  or 
who  may  become  pregnant,  and  especially  those  in  the  first 
trimester  of  pregnancy,  requires  that  the  potential  benefit  be 
weighed  against  the  possible  hazard  to  mother  and  child.  Use 
of  the  drug  during  lactation  is  not  recommended.  Mammalian 
reproductive  and  teratogenic  studies  with  high  multiples  of  the 
human  dose  have  been  negative. 

Usage  In  Children  Not  recommended  for  use  in  children  under 
12  years  of  age. 

Precautions 

In  patients  with  diabetes  mellitus  there  may  be  alteration  of  in- 
sulin requirements  due  to  dietary  restrictions  and  weight  loss. 
Pre-Sate  (chlorphentermine  hydrochloride)  should  be  used  with 
caution  when  obesity  complicates  the  management  of  patients 
with  mild  to  moderate  cardiovascular  disease  or  diabetes  mel- 
litus, and  only  when  dietary  restriction  alone  has  been  unsuc- 
cessful in  achieving  desired  weight  reduction.  In  prescribing 
this  drug  for  obese  patients  in  whom  it  is  undesirable  to  intro- 
duce CNS  stimulation  or  pressor  effect,  the  physician  should 
be  alert  to  the  individual  who  may  be  overly  sensitive  to  this 
drug.  Psychologic  disturbances  have  been  reported  in  patients 
who  concomitantly  receive  an  anorectic  agent  and  a restrictive 
dietary  regimen. 

Adverse  Reactions 

Central  Nervous  System:  When  CNS  side  effects  occur,  they 
are  most  often  manifested  as  drowsiness  or  sedation  or  over- 
stimulation  and  restlessness.  Insomnia,  dizziness,  headache, 
euphoria,  dysphoria,  and  tremor  may  also  occur.  Psychotic 
episodes,  although  rare,  have  been  noted  even  at  recommended 
doses.  Cardiovascular:  tachycardia,  palpitation,  elevation  of 
blood  pressure.  Gastrointestinal:  nausea  and  vomiting,  diar- 
rhea, unpleasant  taste,  constipation.  Endocrine:  changes  in 
libido,  impotence.  Autonomic:  dryness  of  mouth,  sweating, 
mydriasis.  Allergic:  urticaria.  Genitourinary:  diuresis  and, 
rarely,  difficulty  in  initiating  micturition.  Others:  Paresthesias, 
sural  spasms. 

Dosage  and  Administration 

The  recommended  adult  daily  dose  of  Pre-Sate  (chlorphen- 
termine hydrochloride)  is  one  tablet  (equivalent  to  65  mg  chlor- 
phentermine base)  taken  after  the  first  meal  of  the  day.  Use  in 
children  under  12  not  recommended. 

Overdosage 

Manifestations:  Restlessness,  confusion,  assaultiveness,  hal- 
lucinations, panic  states,  and  hyperpyrexia  may  be  manifesta- 
tions of  acute  intoxication  with  anorectic  agents.  Fatigue  and 
depression  usually  follow  the  central  stimulation.  Cardiovas- 
cular effects  include  arrhythmias,  hypertension,  or  hypotension 
and  circulatory  collapse.  Gastrointestinal  symptoms  include 
nausea,  vomiting,  diarrhea,  and  abdominal  cramps.  Fatal 
poisoning  usually  terminates  in  convulsions  and  coma. 
Management:  Management  of  acute  intoxication  with  sym- 
pathomimetic amines  is  largely  symptomatic  and  supportive 
and  often  includes  sedation  with  a barbiturate.  If  hypertension  is 
marked,  the  use  of  a nitrate  or  rapidly  acting  alpha-receptor 
blocking  agent  should  be  considered.  Experience  with  hemo- 
dialysis or  peritoneal  dialysis  is  inadequate  to  permit  recom- 
mendations in  this  regard. 

How  Supplied 

Each  Pre-Sate  (chlorphentermine  hydrochloride)  tablet  con- 
tains the  equivalent  of  65  mg  chlorphentermine  base;  bottles  of 
100  and  1000  tablets. 

Full  information  is  available  on  request. 


Solar,  actinic,  senile  keratoses 

Called  by  many  names,  the  typical  lesion  is  flat 
or  slightly  elevated,  brownish  or  reddish  in 
color,  papular,  dry,  adherent,  rough,  sharply 
defined;  usually  multiple  lesions,  chiefly  on 
exposed  portions  of  the  skin. 

Sequence/selectivity  of  response 

Erythema  in  areas  of  lesions  may  begin  after 
several  days  of  therapy;  height  of  reaction 
(only  in  affected  areas)*  usually  occurs  within 
two  weeks,  declining  after  discontinuation  of 
therapy.  Since  this  response  is  so  predictable, 
lesions  that  do  not  respond  should  be  biopsied 
to  rule  out  the  presence  of  a frank  neoplasm. 

Cosmetic  results 

Cosmetic  results  are  highly  favorable.  Inci- 
dence of  scarring  is  low— important  with  multi- 
ple facial  lesions.  Efudex  should  be  applied 
with  care  near  the  eyes,  nose  and  mouth. 

5%  cream-a  Roche  exclusive 

Only  Roche  formulates  the  5 % cream . . . 
high  in  patient  acceptability . . . high  in  clinical 
efficacy,  especially  for  lesions  of  hands  and 
forearms . . . economical. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  inflamma- 
tory reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately. 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burningatapplication  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also  reported— insomnia, 
stomatitis,  suppuration,  scaling,  swelling,  irritability,  medic- 
inal taste,  photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a weight/ weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5% fluorouracil  in  a vanish- 
ing cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 

an  alternative  to 
conventional  therapy 

Efudex* 

(fluorouracil) 

cream/solution 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


Our  Medical  Schools  . . . 

Creighton  pharmacy  students:  intern 

Curriculum  changes  will  allow  Creighton 
University’s  senior  pharmacy  students  to 
serve  internships  in  local  pharmacies  and 
hospitals  next  year.  Dr.  Ann  L.  Czerwinski, 
acting  dean  of  the  School  of  Pharmacy,  says 
the  new  program  will  give  students  an  op- 
portunity to  experience  problems  encoun- 
tered in  the  day-to-day  practice  of  their  pro- 
fession. 

Students  participating  in  hospital  pro- 
grams will  work  closely  with  other  members 
of  the  health  care  team  in  developing  drug 
therapy  programs  and  will  be  in  a position 
to  observe  first  hand  the  effects  prescribed 
medications  have  on  patients.  Interns  work- 
ing in  pharmacies  will  be  exposed  to  prac- 
tical aspects  of  dispensing  medications  and 
will  become  familiar  with  the  role  they  are 
expected  to  play  in  the  community.  Dr. 
Czerwinski  says  participating  pharmacies 
and  hospitals  will  be  carefully  selected  to 
insure  proper  supervision  for  the  interns. 


Updating  of  the  curriculum  and  the  in- 
auguration of  “block  teaching”  and  “team 
teaching”  have  shortened  classroom  hours 
sufficiently  to  allow  inauguration  of  the 
internship  program,  Dr.  Czerwinski  said. 


“I  like  to  keep  ahead  of  our  times.” 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal,  Exec.  Dir. 

Volker  at  Brookside,  Kansas  City,  Missouri  64112 

American  Academy  of  Pediatrics 

E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 

American  College  of  Legal  Medicine 

Miss  Betty  Hanna,  Exec.  Sec. 

60  East  Scott  St.,  Suite  402,  Chicago,  Illinois  60610 

American  College  of  Obstetricians  & Gynecologists 
Michael  Newton,  M.D.,  Dir. 

79  West  Monroe  Street,  Chicago,  Illinois  60603 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Exec.  Dir. 
4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 

American  College  of  Radiology 

William  C.  Stronach,  L.L.B.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60076 

American  College  of  Surgeons 
Dr.  C.  Rollins  Hanlon,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 

American  Diabetes  Association 

Mr.  J.  Richard  Connelly,  Exec.  Dir. 

18  East  48th  St.,  New  York,  New  York  10017 

American  Heart  Association 

James  M.  Hundley,  M.D.,  Exec.  Dir. 

44  East  23rd  St.,  New  York,  New  York  10010 

National  Hemophilia  Foundation 

25  West  39th  Street,  New  York,  New  York  10018 


American  Hospital  Association 

Edwin  L.  Crosby,  M.D.,  Exec.  Vice-Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 

American  Society  of  Anesthesiologists 

Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hy.,  Park  Ridge,  Illinois  60068 

American  Society  of  Internal  Medicine 

Mr.  William  R.  Ramsey,  Exec.  Dir. 

Hearst  Building,  Third  at  Market,  San  Francisco, 
California  94103 

American  Society  of  Clinical  Pathologists 

Albert  G.  Boeck,  Jr.,  Exec.  Dir. 

710  South  Wolcott  Ave.,  Chicago,  Illinois  60612 

American  Medical  Association 

Ernest  B.  Howard,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 

American  Urological  Association 

Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  North  Carles  St.,  Baltimore,  Maryland  21201 

The  Arthritis  Foundation 

Mr.  Daniel  E.  Button,  Executive  Director 
1212  Ave.  of  the  Americas,  New  York,  N.Y.  10036 

International  College  of  Surgeons 
Aldo  Parentela,  M.D.,  Int.  Exec.  Sec. 

1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 

National  Multiple  Sclerosis  Society 

257  Park  Avenue  South 
New  York,  New  York  10010 

Radiological  Society  of  North  America 

Maurice  D.  Frazer,  M.D.,  Sec. 

713  East  Genesee  St.,  Syracuse,  New  York  13210 

Vocational  Rehabilitation  Administration 

Mary  E.  Switzer,  Commissioner 
Washington,  D.C. 
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“ The  history  of  science,  and  in 
particular  the  history  of  medicine . . .is . .. 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice  ” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art  ” 


Should  nongovernment 
scientists  and  physicians 
play  a role  in  drug 
regulation? 
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Results  of  a questionnaire  to 
7000  physicians: 


82.8% 

Physicians  should  play  a role 

78.3% 

Independent  scientists  should 
play  a role 

69.8% 

Medical  academicians  should 
play  a role 


Doctor 

of 

Medicine 


Herbert  L.  Ley,  Jr., 

M.D.,  Formerly 

Commissioner,  F.D.A. 

(1968-1969) 

Currently  Medical  Consultant 

In  order  for  drug  regula- 
tion to  be  effective,  partici- 
pation in  the  regulatory 
process  from  nongovern- 
ment physicians  and  scien- 
tists must  be  encouraged. 
Without  such  involvement, 
there  will  continue  to  be  a 
high  degree  of  controversy 
surrounding  any  regula- 
tions promulgated  by  the 
Food  and  Drug  Adminis- 
tration. 

There  are  two  areas  in 
which  participation  and 
communication  by  non- 
government physicians  and 
scientists  could  signifi- 
cantly improve  the  process 
of  regulation.  First,  scien- 
tists and  physicians 
throughout  the  country 
could  become  involved  in 
consulting  relationships 
with  the  Food  and  Drug 
Administration  in  impor- 
tant scientific  areas  while 
regulatory  policies  are  be- 
ing evolved.  If  nongovern- 
ment professionals  could 
bring  their  expertise  and 
experience  to  bear  early  in 
the  decision-making  proc- 
ess, they  would  have  less 
reason  to  criticize  the  final 
outcome. 

Secondly,  practicing 
physicians,  academic  phy- 
sicians, and  academic- 
based  scientists  could  make 
it  their  business  to  com- 
ment on  proposed  regu- 
lations appearing  in  the 


Federal  Register.  Ideally, 
a system  could  be  instituted 
whereby  medical,  scientific 
and  technical  people  could 
see  the  Federal  Register 
regularly,  and  provide  the 
Food  and  Drug  Administra- 
tion with  a body  of  opinion 
that  has  so  far  gone  un- 
heard. The  FDA  is  caught 
among  pressures  from  in- 
dustry, Congress,  the  Pres- 
idential Administration 
and  consumers.  It  should 
also  feel  pressures  from 
practicing  physicians  and 
scientists. 

In  order  to  become  more 
involved  in  these  stages  of 
the  drug  regulatory  process, 
nongovernment  physicians 
and  scientists  should  begin 
to  exercise  their  influence 
through  their  respective 
professional  organizations, 


state  and  national  medical 
societies,  and  specialty 
groups.  Logically,  a letter 
from  these  organizations 
representing  a collective 
opinion  has  far  greater 
weight  in  the  regulatory 
process  than  individual  let- 
ters. If  the  Food  and  Drug 
Administration  receives 
opinions  from  these  organi- 
zations early,  before  a reg- 
ulation gets  into  the  Fed- 
eral Register,  they  are  in  a 
good  position  to  respond 
with  further  study  and  re- 
view. Without  such  dissent- 
ing opinions,  there  is  very 
little  incentive  to  make 


changes  in  proposed  regu- 
lations. 

One  instance  in  which 
practitioners  did  influence 
drug  regulatory  affairs  in 
this  way  is  the  recent  con- 
troversy that  arose  over  the 
legitimacy  of  drug  combi- 
nations. The  strong  opinion 
of  practitioners  on  the 
value  of  such  medication 
in  clinical  practice  played 
a very  prominent  role  in 
making  the  Food  and  Drug 
Administration  modify  its 
rather  restrictive  policy. 

Another  way  in  which 
practitioners  can  effectively 
influence  drug  regulations 
is  by  working  with  drug 
manufacturers  conducting 
clinical  trials  of  chemo- 
therapeutic agents.  When  a 
drug  is  rated  other  than  ef- 
fective it  may  only  mean 
that  there  is  a lack  of  con- 
trolled clinical  evidence  as 
to  efficacy.  Thus,  physicians 
might  offer  to  conduct  clin- 
ical studies  that  could  help 
keep  a truly  effective  drug 
in  the  marketplace.  The 
treatment  of  diseases  such 
as  diabetes  and  angina  are 
areas  where  the  practi- 
tioner can  aid  in  clinical 
studies  because  patients 
suffering  from  these  dis- 
eases are  rarely  found  in 
the  conventional  hospital 
setting. 

By  working  with  ethi- 
cally and  scientifically 
sound  study  designs  in  his 
everyday  practice,  the 
practitioner  could  begin  to 
play  an  important  part  in 
determining  official  ratings 
on  drug  efficacy. 

Nongovernment  physi- 
cians and  scientists  and  the 
FDA  should  also  improve 
their  lines  of  communica- 
tion to  the  public.  The 
medical  community  must 
develop  a voice  every  bit  as 
loud  as  that  of  the  consum- 
erists,  the  press,  and  others 
who  sometimes  criticize 
without  complete  informa- 


tion. If  not,  much  of  what 
the  medical  community 
and  federal  regulators  do 
will  often  be  represented  in 
simplistic  and  somewhat 
misleading  terms. 

One  illustration  of  the 
misuse  of  the  media  in  this 
regard  is  the  recall  of  anti- 
coagulant drugs  several 
years  ago.  This  FDA  action 
was  given  publicity  by  the 
press  and  television  that 
went  far  beyond  its  prob- 
able importance.  The  result 
was  a very  uncomfortable 
situation  for  the  practi- 
tioner who  had  patients 
taking  these  medications. 
Since  the  practitioner  and 
pharmacist  had  not  been 
informed  of  the  action  by 
the  time  it  was  publicized, 
in  most  states  they  were 
deluged  with  calls  from 
worried  patients. 

The  practitioner  can  at- 
tempt to  solve  these  prob- 
lems of  inadequate  commu- 
nication in  several  ways. 
One  would  be  the  creation 
of  a communications  line 
in  state  pharmacy  societies. 
When  drug  regulation  news 
is  to  be  announced,  the  so- 
ciety could  immediately 
distribute  a message  to  ev- 
ery pharmacist  in  the  state. 
The  pharmacist,  in  turn, 
could  notify  the  physicians 
in  his  local  community  so 
that  he  and  the  physician 
could  be  prepared  to  an-  I 
swer  inquiries  from  pa-  1 
tients.  Another  approach  < 
would  be  to  use  profes-  * 
sional  publications  the  t 
practitioner  receives. 

All  of  this  leads  back  to  ® 
my  opening  contention:  if  1 
drug  regulation  is  to  be  ef-  i 
fective,  timely,  and  related 
to  the  realities  of  clinical  f! 
practice,  a better  method  of 
communication  and  feed- 
back must  be  developed  be- 
tween the  nongovernmen- 
tal medical  and  scientific 
communities  and  the  regu- 
latory agency. 


Advertisement 


One  of  a series 


Henry  W.  Gadsden, 
Chairman  & Chief  Executive 

Officer,  Merck  & Co.,  Inc. 

In  my  opinion,  it  is  the 
responsibility  of  all  physi- 
cians and  medical  scientists 
to  take  whatever  steps  they 
think  are  desirable  in  a law- 
and  regulation-making 
process  that  can  have  far- 
reaching  impact  on  the 
practice  of  medicine.  Yet 
many  events  in  the  recent 
past  indicate  that  this  is 
not  happening.  For  exam- 
ple, it  is  apparent  from 
i drug  efficacy  studies  that 
, the  NAS/ NRC  panels  gave 
I little  consideration  to  the 
i evidence  that  could  have 
| been  provided  by  practic- 
ing physicians. 

I There  are  several  current 

developments  that  should 
increase  the  concern  of 
practicing  physicians  about 
drug  regulatory  affairs.  One 
is  the  proliferation  of  mal- 
practice claims  and  litiga- 
tion. Another  is  the  effort 
by  government  to  establish 
the  relative  efficacy  of 
drugs.  This  implies  that  if 
a physician  prescribes  a 
drug  other  than  the  “estab- 
lished” drug  of  choice,  he 
may  be  accused  of  practic- 
ing something  less  than 
first-class  medicine.  It 
would  come  perilously 
close  to  federal  direction  of 
how  medicine  should  be 
practiced. 

In  order  to  minimize  this 
kind  of  arbitrary  federal 
action,  a way  must  be 
found  to  give  practitioners 
both  voice  and  represen- 


tation in  government  af- 
fairs. Government  must  be 
caused  to  recognize  the 
essentiality  of  seeking  their 
views.  One  of  the  difficul- 
ties today,  however,  is  that 
there  is  no  way  for  con- 
cerned practitioners  to  par- 
ticipate in  the  early  stages 
of  decision-making  proc- 
esses. They  usually  don’t 
hear  about  regulations  until 
a proposal  appears  in  the 
Federal  Register,  if  then. 
By  that  time  a lot  of  con- 
crete has  been  poured,  and 
a lot  of  boots  are  in  the  con- 
crete. 

Physicians  in  private 
practice,  and  particularly 
clinicians,  should  press  for 
representation  on  the  ad- 
visory committees  of  the 
Food  and  Drug  Admin- 
istration, joining  with 
academic  and  teaching  hos- 
pital physicians  and  scien- 
tists who  are  already  serv- 
ing. Though  practitioners 
may  not  have  access  to  all 
available  information,  the 
value  of  their  clinical  expe- 
rience should  be  recognized. 
Clinicians,  for  example, 
rightly  remind  us  that  diffi- 
culty in  proving  precise  ef- 
fects does  not  necessarily 
mean  a drug  is  ineffective. 

Unless  practitioners  are 
more  involved  in  drug  reg- 
ulations, it  will  be  increas- 
ingly difficult  for  the  phar- 
maceutical industry  and 
scientists  elsewhere  to 


make  optimal  progress  in 
drug  development.  The 
benefit/ risk  ratio  must  be 
re-emphasized,  and  as  part 
of  this  it  must  be  acknowl- 
edged that  benefit  can  come 
from  the  judgments  of  med- 
ical science  as  a whole. 
Even  this  concept,  unfor- 
tunately, is  not  always  ac- 
cepted in  drug  regulatory 
processes.  For  example,  if 
current  medical  opinion 
holds  that  an  excess  of  total 
lipids  and  cholesterol  in  the 
blood  is  probably  predis- 
posing to  atherosclerosis, 
and  if  a drug  is  discovered 
which  reduces  total  lipids 
and  cholesterol,  the  drug 
ought  to  be  accepted  prima 
facie  as  a contribution  to 
medical  science  . . . until 
someone  disproves  the 
theory.  The  sponsor  should 
not  have  to  prove  the  the- 
ory as  well  as  to  develop 
and  test  the  drug. 

I feel  a major  new  effort 
must  also  be  made  to  erase 
the  feeling  of  mistrust  of 
medicine  and  of  medicines 


that  seems  to  be  growing  in 
the  public  consciousness. 
Triggered  primarily  by  stri- 
dent announcements  in 
Washington,  people  are 
reading  and  hearing  con- 
fidence-shaking things 
almost  continuously.  Al- 
though challenge  and 
awareness  are  essential  to 
medical  advancement,  our 
long-term  goal  is  construc- 
tively to  build,  not  destroy. 
This  means  strengthening 
patient- physician  relation- 
ships based  on  mutual  con- 
fidence and  trust.  And  in 
matters  of  health  policy,  it 
means  working  toward  par- 
ticipatory rather  than  ad- 
versary proceedings— where 
everyone  with  an  interest 
and  a capacity  to  contrib- 
ute has  an  opportunity  to 
be  heard  . . . and,  if  that  op- 
portunity is  not  spontane- 
ously afforded  him,  he  may 
seek  it. 


Opinion  fepDialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


US  Department  of  Agriculture  Controls  Over 
Imported  Meats  — J.  P.  Lyons  (Consumer 
and  Marketing  Service,  US  Department  of 
Agriculture,  Washington  DC  20250).  J 
Am  Vet  Med  Assoc  159:1551-1555  (Dec 
1)  1971. 

The  Federal  Meat  Inspection  Act  requires 
imported  meats  to  be  produced  under  the 
same  standards  as  domestic  meats  in  com- 
merce in  the  United  States.  Responsibility 
for  implementation  is  assigned  to  the  Con- 
sumer and  Marketing  Service  of  the  US  De- 
partment of  Agriculture  (USDA).  Essential 
elements  of  the  USDA  control  program  are: 
evaluation  of  the  laws,  regulations,  and  or- 
ganization of  the  foreign  inspection  system; 
on-site  review  of  foreign  meat  establishments 
by  US  veterinarians;  and  examination  of  the 
product  when  offered  for  entry  into  the  Unit- 
ed States.  Thirteen  USDA  veterinarians 
made  1,849  in-depth  foreign  meat  plant  sur- 
veys in  the  calendar  year  1970.  In  Dec.  31, 
1970,  there  were  42  foreign  inspection  sys- 
tems comprising  977  plants  authorized  to 
export  meat  to  the  United  States.  Calendar 
year  1970  US  meat  imports  amounted  to  1.8 
billion  pounds;  as  a result  of  USDA  port 
inspection,  21  million  pounds  were  refused 
entry  during  the  same  year. 


“No  wonder  the  playback  of  your  last  visit 
was  incoherent.  The  tape  is  stuck.” 


26-A 


PFIZERPEN 
DOSAGE  FORMS 


Orange-flavored 

Pfizerpen  VK  for  Oral  Solution 

(potassium  phenoxymethyl  penicillin) 

125  mg.  (200,000  units)/5  cc.: 
bottles  of  1 00  cc.  and  150  cc. 

250  mg.  (400,000  units)/ 5 cc.: 
bottles  of  1 00  cc.  and  150  cc. 

Pfizerpen  VK  Tablets 

(potassium  phenoxymethyl  penicillin) 

250  mg.  (400,000  units):  bottles  of  100. 
500  mg.  (800,000  units):  bottles  of  100. 


Butterscotch-caramel-flavored 
Pfizerpen  G Powder  for  Syrup 
(potassium  penicillin  G) 

400.000  units/ 5 cc.: 

bottles  of  100  cc.  and  200  cc. 

Pfizerpen  G Tablets 
(potassium  penicillin  G) 

200.000  units:  bottles  of  100  and  500. 

250.000  units:  bottles  of  100. 

400.000  units:  bottles  of  1 00  and  1 000, 
and  unit-dose  pack  of  100  (10  x 10's). 

800.000  units:  bottles  of  100. 


LABORATORIES  DIVISION 

PFIZER  INC  . NEW  YORK  N Y 10017 


Now  there  are  two  ways  to  cut  the  cost  of  brand-name  penicillin  therapy. 

Pfizerpen  VK  now  joins  Pfizerpen  G (potassium  penicillin  G)  for  true  economy  in  brand-name 
penicillin  therapy. 

When  you  write  penicillin  VK,  it's  for  acid  stability,  solubility  and  rapid  absorption.  But  when 
you  write  Pfizerpen  VK,  you  add  economy.  Pfizerpen  VK,  more  economical  than  the  two  lead- 
ing brand-name  penicillin  VK  products.  G or  VK.  Just  make  sure  it's  Pfizerpen. 


Tablets  and  Powder  for  Syrup 

I® 


, PFIZERPEN  VK  % 

(POTASSIUM  PHENOXYMETHYL  PENICILLIN) 

G OR  VK.  JUST 
MAKE  SURE  IT’S  PFIZERPEN. 


Councilor  Districts  and  Counties 

First  District:  Councilor:  Thomas 

J.  Gurnett,  Omaha.  Counties : 
Douglas,  Sarpy. 

Second  District : Councilor : Louis 

J.  Gogela,  Lincoln.  Counties : 
Lancaster,  Otoe,  Cass. 

Third  District:  Councilor:  H._  C. 

Stewart,  Pawnee  City.  Counties  : 
Gage,  Johnson,  Nemaha,  Pawnee, 
Richardson. 

Fourth  District:  Councilor:  Rob- 

ert B.  Benthack,  Wayne.  Coun- 
ties : Knox,  Cedar,  Dixon,  Dakota, 
Antelope,  Pierce,  Thurston,  Madi- 
son, Stanton,  Cuming,  Wayne. 

Fifth  District:  Councilor:  Robert 

Sorenson,  Fremont.  Counties: 
Burt,  Washington,  Dodge,  Platte, 
Colfax,  Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  Houtz 

Steenburg,  Aurora.  Counties : 
Saunders,  Butler,  Polk,  Seward, 
York,  Hamilton. 

Seventh  District:  Councilor:  Lyle 

Nelson,  Crete.  Counties : Saline, 
Clay,  Fillmore,  Nuckolls,  Thayer, 
Jefferson. 

Eighth  District:  Councilor:  Robert 
Waters,  O’Neill.  Counties : Cher- 
ry, Keyapaha,  Brown,  Rock,  Holt, 
Sheridan,  Boyd. 

Ninth  District:  Councilor:  Hiram 

Walker,  Kearney.  Counties : Hall, 
Custer,  Valley,  Greeley,  Sher- 
man, Howard,  Dawson,  Buffalo, 
Grant,  Hooker,  Thomas,  Blaine, 
Wheeler,  Loup,  Garfield. 

Tenth  District : Councilor  : Charles 

W.  Landgraf,  Jr.,  Hastings. 
Counties : Gosper,  Phelps,  Adams, 
Furnas,  Harlan,  Webster,  Kear- 
ney, Red  Willow,  Chase,  Frontier, 
Dundy,  Hitchcock. 

Eleventh  District:  Councilor:  Bruce 
F.  Claussen,  North  Platte.  Coun- 
ties : Lincoln,  Perkins,  Keith,  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  A.  J. 
Alderman,  C hadron.  Counties: 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyenne,  Sioux, 
Dawes. 
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Council  Districts  and  Component  County  Medical  Societies 


COMPONENT  COUNTY  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY 


Adams 

Antelope-Pierce 

Boone 

Box  Butte 

Buffalo 

Burt 

Cass 

Cheyenne-Kimball-Deuel. 

Cuming 

Custer 

Dawson 

Dodge 

Five  County 

Four  County 

Gage 

Garden-Keith-Perkins 

Hall 

Hamilton 

Holt  & Northwest 

Howard 

Jefferson 

Knox 

Lancaster 

Lincoln 

Madison 

N.W.  Nebraska 

Omaha-Douglas 

Otoe 

Phelps 

Platte-Loup  Valley 

Saline 

Saunders 

Scotts  Bluff 

Seward 

S.E.  Nebraska 

S.W.  Nebraska 

South  Central  Nebraska. 

Stanton 

Washington 

York-Polk 


_D.  W.  Kingsley,  Jr.,  Hastings — D.  B.  Foote,  Jr.,  Hastings 

-R.  E.  Kopp,  Plainview D.  F.  Johnson,  Jr.,  Osmond 

..Roy  Smith,  Albion Wm.  Reardon,  St.  Edward 

-J.  J.  Ruffing,  Hemingford F.  P.  Sucgang,  Alliance 

..J.  H.  Bancroft,  Kearney David  Bacon,  Kearney 

-Clifford  Hadley,  Lyons Isaiah  Lukens,  Tekamah 

_R.  J.  Dietz,  Plattsmouth G.  D.  Knosp.  Elmwood 

-C.  U.  Bitner,  Sidney John  Byrd,  Kimball 

_L.  L.  Ericson,  West  Point Eugene  Sucha,  West  Point 

Thomas  Lucas,  Broken  Bow 

_W.  K.  Weston,  Lexington W.  B.  Elfeldt,  Lexington 

-W.  H.  Hill,  Fremont W.  B.  Eaton,  Fremont 

-R.  B.  Benthack,  Wayne G.  L.  John,  Wayne 

-James  Maly,  Fullerton Otis  Miller,  Ord 

-John  Porter,  Beatrice K.  E.  Gustafson,  Beatrice 

_W.  G.  Seng,  Oshkosh H.  W.  Rounsborg,  Oshkosh 

. B.  B.  Woodruff,  Grand  Island B.  J.  Moor,  Grand  Island 

..J.  M.  Woodard,  Aurora E.  A.  Steenburg,  Aurora 

-A.  D.  Gilg,  Bassett William  Becker,  Lynch 

-R.  W.  Hanisch,  St.  Paul E.  C.  Hanisch,  St.  Paul 

..Gordon  Johnson,  Fairbury Frank  Falloon,  Fairbury 

- R.  H.  Kohtz,  Bloomfield D.  J.  Nagengast,  Bloomfield 

-John  Clyne,  Lincoln J.  E.  Stitcher,  Lincoln 

- J.  E.  Nickel,  North  Platte Miles  Foster,  North  Platte 

-R.  E.  Klaas,  Norfolk F.  Martin.  Norfolk 

-L.  M.  Magruder,  Chadron Lewis  McCormick,  Crawford 

-C.  E.  Wilson.  Omaha D.  J.  Pavelka,  Omaha 

-G.  E.  Burbridge,  Nebraska  City_.C.  J.  Formanack,  Syracuse 

-F.  W.  Brewster,  Holdrege Mr.  Rex  Kelly,  Holdrege 

-.T.  Lemke,  Jr.,  Columbus A.  H.  Liebentritt,  Columbus 

-Robert  Quick,  Crete Jerry  Adler,  Crete 

-S.  E.  Wallace,  Wahoo J.  E.  Hansen,  Jr.,  Wahoo 

F.  J.  Hatch,  Scottsbluff 

..Roger  Meyer,  Utica Paul  Plessman,  Seward 

-Keith  Shuey,  Tecumseh John  Krickbaum,  Auburn 

-R.  A.  Cottingham.  McCook J.  S.  Carson,  McCook 

..J.  A.  Mountford,  Davenport L._G.  Bunting,  Hebron 

H.  S.  Tennant,  Stanton 

K.  C.  Bagby,  Blair 

-J.  D.  Bell,  York B.  N.  Greenberg,  York 
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ORGANIZATIONS,  STATE  _ 

Alcoholics  Anonymous 

Lincoln  Center  Bldg.,  Lincoln  68508 
American  Red  Cross 

1701  “E”  St.,  Lincoln  68508 
The  Arthritis  Foundation,  Nebraska  Chapter 
Vernon  G.  Ward,  M.D.,  President 
302  Doctors  Building,  Omaha  68131 
Cerebral  Palsy  Association  of  Nebraska 
Joy  Piper,  Executive  Director 
4665  Leavenworth,  Omaha  68106 
Creighton  University  School  of  Medicine 
Joseph  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68131 
International  College  of  Surgeons 

Joseph  J.  Borghoff,  M.D.,  Regent  for  Nebraska 
7906  Dodge  Street,  Omaha  68114 
Multiple  Sclerosis  Society 

Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln  68522 
Muscular  Dystrophy  Assn,  of  America 
Robert  Fitzgerald,  District  Director 
6054  Ames  Ave.,  Omaha  68104 

National  Cystic  Fibrosis  Research  Foundation, 
Nebraska  Chapter 

Mrs.  Mona  Boyd,  Executive  Secretary 
636  Medical  Arts  Bldg.,  Omaha  68102 

National  Foundation,  Inc. 

Dick  Rumbolz,  1620  “M”  St.,  Lincoln  68508 

Nebraska  Association  of  Medical  Assistants 
Mrs.  Barbara  Powell,  President 
5700  Francis,  Lincoln  68505 

Nebraska  Association  of  Pathologists 
Milton  N.  Stastny,  M.D.,  Sec’y-Treas. 

8303  Dodge,  Omaha  68114 

Nebraska  Blue  Cross  - Blue  Shield 

Wm.  H.  Heavey,  Executive  Director 
72nd  and  Mercy  Road,  Omaha  68124 

Nebraska  Chapter 

American  Academy  of  Family  Practice 
William  De  Roin,  M.D.,  Secy. 

8258  Hascall  St.,  Omaha  68124 

Nebraska  Chapter 

American  Academy  of  Pediatrics 

H.  E.  Wallace,  M.D.,  State  Chairman 
5145  “O”  St.,  Lincoln  68510 
James  Wax,  M.D.,  Sec’y-Treas. 

118  So.  88th,  Omaha  68114 

Nebraska  Chapter 

American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  M.D.,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha  68131 

Nebraska  Chapter,  American  College  of  Radiology 
Dr.  John  T.  McGreer,  III,  Secretary-Treasurer 
2300  South  16th  Street,  Lincoln 

Nebraska  Chapter 
American  College  of  Surgeons 

Dr.  Carl  W.  Sasse,  Jr. 

8300  Dodge  Street,  Omaha  68114 

Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 

Nebraska  Diabetes  Association,  Inc. 

Mrs.  E.  H.  Reitan,  Executive  Secy. 

2305  South  10th  St.,  Omaha  68108 

Nebraska  Dietetic  Association 
Celia  Ludwickson,  R.D.,  President 
2300  South  16th,  Lincoln  General  Hospital, 
Lincoln  68502 

Nebraska  Division  American  Cancer  Society 

Peter  J.  Zwier,  Executive  Vice  President 
4201  Dodge,  Omaha  68131 

Nebraska  Epilepsy  League,  Inc. 

Box  6412,  Elmwood  Station,  Omaha  68106 


Nebraska  Heart  Association 

Mrs.  Martha  Robertson,  Exec.  Director 
3624  Farnam  Street,  Omaha  68131 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln  68508 
Nebraska  Nursing  Home  Association 

Eugene  J.  Thompson,  Executive  Secretary 
3100  “O”  Street,  Lincoln  68510 
Nebraska  Academy  of  Ophthalmology 
Frank  L.  Eagle,  M.D.,  President 
8300  Dodge,  Omaha,  Nebraska  68114 
Nebraska  Academy  of  Otolaryngology 
William  Carter,  M.D.,  Secretary 
234  Doctors  Building,  Omaha  68131 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

602  South  44th  Avenue,  Omaha  68105 
Nebraska  Public  Health  Association 
H.  E.  McConnell,  Dr.  P.H.,  President 
State  Health  Dept.,  Lincoln  68509 
Nebraska  Rheumatism  Association 
Dr.  Arthur  Weaver,  President 
Lincoln,  Nebraska 

Nebraska  Society  for  Crippled  Children 
4016  Farnam,  Omaha  68131 
Nebraska  Society  for  Internal  Medicine 
John  C.  Sage,  M.D.,  Secretary-Treasurer 
8300  Dodge,  Suite  221,  Omaha  68114 
Nebraska  Society  of  Anesthesiologists 
Dean  Watland,  M.D.,  President 
8601  W.  Dodge  Road,  Omaha  68114 
Nebraska  Society  of  Medical  Technologists 
Marilyn  Crane,  President 
4019  Nicholas,  Omaha  68131 
Nebraska  State  Department  of  Health 
Henry  Smith,  M.D.,  Director 
State  Capitol  Bldg.,  Lincoln  68509 
Nebraska  Medical  Association 
Ken  Neff,  Executive  Secretary 
1902  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
307  Baird  Bldg.,  Omaha  68102 
Nebraska  State  Obstetric  and  Gynecology  Society 
Willis  H.  Taylor,  Jr.,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  68131 
Nebraska  State  Orthopedic  Society 
Harold  Horn,  M.D.,  Secretary 
3145  “O”  Street,  Lincoln  68510 
Nebraska,  South  Dakota,  North  Dakota  District 
Branch  of  the  American  Psychiatric  Association 
Harry  C.  Henderson,  M.D.,  President 
105  South  49th  St.,  Omaha  68132 
Nebraska  Tuberculosis  & Respiratory  Disease  Assn. 
Delmer  Serafy,  Executive  Secretary 
406  W.O.W.  Building,  Omaha  68102 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  M.D.,  Sec’y-Treasurer 
903  Sharp  Building,  Lincoln  68508 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Mary  E.  Pilloud,  Executive  Secretary 
1040  Medical  Arts  Building,  Omaha  68102 

POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha  68105 

Rehabilitation  Service  Division 

Fred  A.  Novak,  Assistant  Commissioner 
1701  So.  17th  St.,  Lincoln  68502 

University  of  Nebraska  College  of  Medicine 
Cecil  L.  Wittson,  M.D.,  President 
42nd  and  Dewey,  Omaha  68105 


Notify  The  Journal  of  Any  Changes  Concerning  Your  Organization. 
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Two  dosage 
strengths- 
125  mq./5ml. 
and 

250  mg. /5  ml 


V-CillinK,  Pediatric 

potassium 


phenoxymethyl 


penicillin 


Additional  information 
available  to  the 
profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


f Based  on  Lilly  selling  price  to  wholesalers. 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


WE’RE  NOT  SYMMETRICAL 

On  the  outside,  the  left  and  right  halves 
of  the  human  body  look  the  same.  But  those 
of  us  who  have  looked  inside  know  that  the 
symmetry  is  only  external;  it  begins  to  dis- 
appear as  soon  as  you  take  the  skin  off,  and 
the  whole  thing  is  a hoax.  With  anatomical 
differences  have  naturally  come  variances 
in  pathology  as  well  as  physiology,  and  this 
has  led  to  a statistical  distribution  of  symp- 
toms and  diseases. 

The  human  body  is  built  to  last  for  a while 
and  then  go  away.  With  all  our  patching, 
it  will  not  endure  forever,  but  will  break 
down  here  and  come  apart  there  until  we 
are  bones,  and  intelligence  has  fled.  But 
most  of  the  trouble,  I think,  is  on  the  right 
side.  More  disease  seems  to  occur  on  the 
right  side  than  on  the  left,  and  the  right 
side  probably  falls  apart  first,  taking  the 
left  with  it.  Of  course,  the  stomach,  spleen, 
and  descending  colon  are  on  the  left,  but 
just  see  what  we  suffer  on  the  right.  There 
are  appendicitis,  cholecystitis,  hepatitis  and 
cirrhosis,  afflictions  of  the  ascending  colon, 
most  lung  disease ; and,  since  most  of  us  are 
right-handed,  probably  a majority  of  in- 
juries of  the  hand  and  foot.  The  heart  is 
only  a little  to  the  left  of  the  midline,  while 
kidney,  eye,  nose,  ear,  brain,  and  thyroid 
are  symmetrically  disposed,  as  well  as  para- 
thyroid and  adrenal. 

Symmetry,  like  beauty,  may  be  only  in  the 
eye  of  the  beholder.  It  may  seldom  exist,  or 
never.  Consider  the  two-volume  textbook  of 
medicine  resting  on  my  desk.  Volume  two 
is  dog-eared  and  volume  one  seems  as  new 
as  when  it  came  from  the  publisher.  The 
number  of  pages  is  the  same  in  each  volume, 
but  most  of  the  diseases,  at  least  the  ones 
I have  looked  up,  occur  in  the  second  volume, 
or  on  the  right.  That  makes  it  a good  book, 
I suppose,  for  it  resembles  the  human  body 
whose  shortcomings  it  describes. 

All  of  this  may  be  philosophical,  but  it 
may  be  well  to  remember,  when  we  are  con- 
fronted by  a diagnostic  problem  and  have 
boiled  the  whole  thing  down  to  two  possi- 


bilities, that  the  trouble  is  more  apt  to  be 
on  the  right  side  than  on  the  left. 

— F.C. 


TO  THE  BEST  OF  OUR  KNOWLEDGE 

The  statistical  approach  is  all  we  have, 
but  if  we  say  we  beat  time,  what  we  do  to 
statistics  is  murder.  Among  the  abuses  we 
daily  heap  on  statistical  studies  is  the 
phrase  “To  the  best  of  our  knowledge.” 
When  I see  those  words,  I run;  there  is 
little  or  no  point  in  finishing  the  article. 
If  you  don’t  know  ivhere  the  patient  is,  or 
how  ivell  he  is,  you  may  not  say  that  to  the 
best  of  your  knowledge,  “he  is  well.”  Some- 
times the  authors  say,  “As  far  as  we  know ;” 
that  means  the  same  thing;  they  don’t  know. 
People  and  things  go  into  boxes  and  col- 
umns if  you  are  doing  a study ; and  a patient 
is  well,  or  he  is  not,  or  you  don’t  know.  But 
if  you  don’t  know,  you  have  no  right  to 
say  that  he  is  well  to  the  best  of  your 
knowledge. 

There  is  a great  temptation  to  show  that 
what  you  are  doing  is  good;  few  of  us  tell 
the  world  of  our  failures.  But  there  is  still 
room  for  honesty,  and  when  you  don’t  know 
ivhere  or  hoiv  a patient  is,  you  have  only 
to  say  so;  or  say  nothing.  You  may  not  say 
he  is  well  or  that  you  think  he  is  ivell.  Not 
only  that,  but  I do  not  trust  the  rest  of  the 
study  or  the  article  when  you  say  that  some- 
one of  whom  you  know  nothing  is  alive  and 
well. 

As  far  as  you  know,  he’s  dead. 

—F.C. 

ACUPUNCTURE 

When  I pinch  one  part  of  my  body,  I some- 
times feel  a small  twinge  in  another,  and 
the  relationship  between  these  two  points 
does  not  change ; maybe  that’s  related  to 
acupuncture.  But  I see  no  value  in  a four- 
page  article  that  says  the  author  doesn’t 


April,  1972 


111 


know  ivhy,  but  acupuncture  seems  to  help 
some  people. 

Until  now,  who  got  into  mainland  China? 
Not  its  enemies,  and  hardly  those  who  were 
not  its  friends.  The  glowing  reports  of  acu- 
puncture were  not  obtained  from  what  we 
would  call  a random  population. 

Our  medicine  performs  research  without 
stopping,  and  we’re  not  monolithic  or  reac- 
tionary; we  were  glad  to  learn  of  digitalis, 
ephedrine,  and  the  cowpox-smallpox  story. 

I remember  the  Scottish  surgeon  who  re- 
moved all  those  cataracts  in  India,  under 
hypnosis,  but  couldn’t  do  them,  not  even 
one,  when  he  got  home. 

Now  that  they’re  in  the  United  Nations, 
I should  like  very  much  to  invite  the  Red 
Chinese  to  perform  acupuncture  here,  on 
Americans.  I’ll  watch. 

— F.C. 


STICK  OUT  YOUR  TONGUE 

Change  is  generally  good,  and  it  is  inevit- 
able. The  patient-doctor  relationship  has 
changed  from  the  priestly  laying  on  of  hands 
to  computerized  diagnosing.  And  though  the 
computer  makes  few  if  any  mistakes,  and 
while  we  may  cure  a once-serious  disease 
in  a day,  and  another  with  a single  injection, 
we  do  not  touch  the  patient.  We  may  not 
have  learned  much  by  having  the  patient 
stick  out  his  tongue,  but  we  thought  we 
did,  and  so  did  he,  and  that  is  important. 
It  is  not  simply  that  we  do  not  see  what 
there  is  to  be  seen  when  the  patient  says  ah, 
it  is  that  a wall  has  been  put  up  between 
us,  and  this  is  not  at  all  good. 

We  diagnose  and  prescribe  by  closed  cir- 
cuit television  now,  and  with  computers, 
and  with  myriads  of  laboratory  tests,  with 
reports  coming  up  from  a never-seen  base- 
ment or  even  by  mail.  What  is  missing  is  a 
genuine  expression  of  concern  for  the  pa- 
tient, for  if  he  is  to  love  his  doctor,  it  must 
not  be  unrequited.  If  we  can  care  for  him 
in  only  ten  minutes,  we  must  not  hurry,  and 
if  we  can  cure  him  by  ultramodern  meth- 
ods, it  is  not  enough. 


When  we  were  more  personal,  we  did  not 
get  sued,  and  even  today,  it  has  been  shown 
that  it  is  the  angry  patient  who  goes  to 
court.  And  I think  it  would  be  wonderful 
if  we  took  advantage  of  scientific  devices  at 
our  disposal,  but  sat  with  the  patient  and 
touched  him,  and  did  not  leave  him  with 
the  feeling  that  while  we  may  have  improved 
him,  we  really  did  not  care  if  he  got  well  or 
not.  When  a little  boy  sticks  out  his  tongue, 
it  means  one  thing,  but  it  is  different  when 
you  ask  the  patient  to  do  it.  It  shows  you 
are  interested. 

—F.C. 


AIDES  OR  DOCTORS? 

It  has  been  suggested  that  we  need  more 
doctors,  and  since  we  may,  it  seems  reason- 
able to  say  that  somebody  ought  to  do  some- 
thing, but  what?  The  patient  may  be  im- 
pressed when  he  waits  weeks  or  months  for 
an  appointment,  but  he  would  obviously  be 
happier  to  see  his  doctor  right  away.  We 
are  the  child  in  the  candy  shop,  clutching  our 
coin  and  bewildered  by  the  mouth-watering 
display;  what  shall  we  get  with  our  money? 

Well,  doctors,  if  that’s  what  we  need,  but 
that  may  be  too  obvious.  I know  we’re  build- 
ing schools,  and  speeding  things  up,  and 
some  of  us  want  the  new  aides,  but  the  point 
is  simply  this.  Are  medical  schools  accept- 
ing all  applicants  who  qualify? 

If  we  do  not  accept  all  qualified  students, 
why  not  spend  the  money  there,  and  relieve 
the  doctor  shortage  with  doctors?  If  we 
spend  the  money  on  aides,  we’ll  have  the 
same  number  of  doctors,  and  we  will  subject 
our  patients  to  treatment  by  nonphysicians, 
and  ourselves  to  a very  obvious  criticism. 

Our  detractors,  and  they  exist,  will  say 
that  the  country  needs  more  doctors,  but 
we  keep  our  numbers  small,  and  in  a futile 
dike-patching  exercise,  train  assistants  when 
the  country  needs  doctors. 

If  we  are  accepting  all  qualified  appli- 
cants, that’s  good;  bring  on  the  aides. 

—F.C. 
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ORIGINAL  ARTICLES 


The  Life  and  Death  of  Medical  Records* 


MEDICAL  practitioners  and  clin- 
ical investigators  recognize  the 
value  of  medical  records.  In- 
deed, maintenance  of  medical  records  is  one 
of  the  most  vital  and  essential  components 
of  our  health  care  system. 

This  paper  was  prepared  as  a result  of 
our  own  experiences  in  retrieval  of  informa- 
tion from  medical  records,  an  area  which 
is  as  vital  to  the  researcher  in  medical 
genetics  as  it  is  to  the  practicing  physician 
in  the  management  of  his  patients.  There- 
fore, although  the  primary  objective  of  this 
article  was  to  outline  some  of  the  problems 
we  have  met  for  a technical  journal  for  med- 
ical record  librarians,  we  realized  that  much 
of  what  we  have  to  say  pertains  directly  to 
practicing  physicians  who  also  have  a vested 
interest  in  this  entire  subject. 

Medical  record  filing  systems  vary  in 
scope  from  those  of  several  filing  cabinets 
in  the  solo  practitioner’s  office  and  the  small 
multi-group  partnership,  to  the  more  elab- 
orate systems  used  by  large  multi-specialty 
groups  in  a community,  and/or  the  commun- 
ity hospital,  to  that  of  a highly  complex 
computer  centered  input  and  retrieval  sys- 
tem in  the  largest  medical  centers.  A criti- 
cal factor  in  the  entire  record-patient-physi- 
cian system  in  the  manner  of  recording  medi- 
cal information  by  physicians  and  allied 
health  personnel.  Numerous  discourses  have 
indicated  the  “where  to”  and  the  “how  to” 
in  this  area.  Therefore,  these  will  not  be 
discussed  in  this  paper.  Rather,  our  concern 
is  to  focus  almost  entirely  upon  the  utiliza- 
tion of  medical  records,  both  in  the  retrieval 
of  medical  and  genetic  information  and  in 
the  sharing  of  patient  information  by  prac- 
ticing physicians  for  the  ultimate  benefit 
of  their  patients.  This  may  involve  reviews 
of  medical  histories  accumulated  over  sev- 
eral decades. 

Each  specialty  and  sub-specialty  area  of 
medicine  undoubtedly  has  its  own  reason  for 
retrieving  medical  record  information  and 
just  as  certainly  each  poses  a different  prob- 
lem to  the  medical  record  librarian.  Our 
discipline  of  medical  genetics  may  pose  one 
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of  the  most  difficult  problems  because  many 
of  our  studies  are  both  retrospective  and 
prospective  necessitating  the  review  of  a 
patient’s  medical  record  periodically  over  a 
span  of  many  years.  In  addition,  we  are 
vitally  interested  not  only  in  the  patient’s 
past  medical  history  but  also  in  his  family’s 
medical  history.  This  information  is  usual- 
ly not  under  the  control  of  the  medical  rec- 
ord librarian  but  rather  is  a matter  which 
necessitates  accurate  recording  by  the  at- 
tending physician.  Unfortunately,  most 
physicians  gloss  quickly  over  this  part  of 
the  medical  record  by  writing  or  dictating, 
“No  family  history  of  ‘such  and  such’  dis- 
ease,” when,  in  fact,  the  disease  under  con- 
sideration may  actually  be  rampant  in  the 
particular  family.  The  medical  genetics  spe- 
cialist is  immediately  frustrated  when  he 
searches  medical  records  for  details  about 
the  family  history  of  a particular  disease  and 
is  unable  to  find  them.  He  sustains  even 
more  grievous  frustration  when  medical  rec- 
ord librarians  and  hospital  administrators 
inform  him  that  they  have  elected  to  incin- 
erate records  when  they  reach  what  to  them 
is  “old  age”  i.e.,  10,  15,  20,  or  more  years 
old.  In  other  cases  however,  we  have  been 
fortunate  to  receive  “old”  medical  sum- 
maries from  medical  record  departments  in 
which  medical  records  have  been  preserved 
intact  or  on  microfilm  for  50  and  more 
years,  (sometimes  from  the  inception  of  the 
particular  hospital).  We  can  then  retrieve 

♦This  article  will  appear  in  Medical  Record  News  and  is 
republished  here  by  permission  of  the  editor  of  that  journal. 
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medical  and  some  additional  information 
with  variable  effectiveness  even  though  the 
family  history  is  not  recorded.  Specifical- 
ly, though  family  history  data  may  be  defi- 
cient in  certain  situations,  we  might  at  least 
obtain  the  address  of  the  patient,  his  next 
of  kin,  names  of  his  attending  physicians, 
and  other  identifying  information  to  assist 
us  in  the  genealogical  aspects  of  our  genetic 
research. 

With  rapid  expansion  of  medical  interest 
and  knowledge  in  human  genetics  during 
the  past  two  decades,  we  believe  that  at  this 
point  it  would  be  helpful  to  present  some 
of  the  problems  we  have  found  in  seeking 
information  from  medical  records  and  to  ask 
for  assistance  in  their  solution.  First,  we 
make  a plea  to  preserve  “old”  records;  sec- 
ond, we  wonder  about  the  possibility  of  hav- 
ing as  prominent  a place  for  the  recording 
of  family  history  on  the  patient’s  medical 
record  as  is  reserved  for  the  history  of  the 
present  illness,  realizing  that  one  of  the  most 
crucial  reasons  for  the  existence  of  medical 
records  is  the  intrinsic  value  of  the  informa- 
tion contained  therein. 

Without  wishing  to  admonish  either  physi- 
cians or  medical  records  departments,  and 
solely  for  its  constructive  value,  we  wish 
to  outline  some  of  the  pitfalls  we  have  en- 
countered in  our  own  work  during  the  past 
decade  in  our  purusal  of  many  medical  rec- 
ords from  hospitals  in  the  United  States, 
Canada,  and  other  parts  of  the  world.  By 
calling  attention  to  these  problems  which 
we  have  attempted  to  present  in  a system- 
atic manner,  we  believe  that  those  who  are 
most  concerned  with  the  mechanics  of  med- 
ical recording,  coding,  and  retrieval  of  in- 
formation from  medical  records,  namely, 
medical  record  librarians  and  the  appropri- 
ate hospital  and  clinical  administrators,  will 
be  able  to  give  these  matters  deep  consider- 
ation and  possibly  find  a solution  to  our 
dilemma. 

Problems  We  Have  Encountered 

1.  Illegible  Mateadal 

Medical  records  are  sometimes  duplicated 
in  such  a manner  that  they  are  practically 
illegible.  This  is  not  meant  as  a criticism 
of  medical  record  librarians  or  their  equip- 


ment, but  perhaps  medical  record  librarians 
should  review  all  of  the  material  which  is 
duplicated  for  transmission  to  inquirers  to 
make  sure  that  it  can  be  read.  When  we 
receive  illegible  copies  of  medical  records, 
it  is  not  only  a waste  of  our  time  trying  to 
read  the  material  but  it  is  a waste  of  effort 
and  time  and  use  of  the  copying  machine  on 
the  part  of  the  medical  records  department 
which  is  forwarding  the  information.  The 
cost  of  the  original  mailing  and  that  of  writ- 
ing again  for  more  legible  copies  must  also 
be  taken  into  consideration. 

2.  Lack  of  Response  and  Refusal  to 
Divulge  Information 

a.  In  some  cases  we  have  had  to  write 
two  or  three  times  to  request  medical  in- 
formation because  our  first  letters  were  not 
answered.  At  the  present  time  it  is  estimat- 
ed that  it  costs  us  a minimum  of  $2.80  to 
mail  a single  letter.  (Other  departments 
have  estimated  even  higher  financial  cost 
per  letter).  Thus,  a serious  waste  of  time, 
effort,  and  money  ensues  when  several  let- 
ters must  be  written  to  achieve  what  should 
be  forthcoming  from  a single  communica- 
tion. 

b.  Some  hospitals,  such  as  those  belong- 
ing to  certain  specific  religious  sects,  have 
refused  to  send  information  to  us.  At  times 
this  has  been  vital  information  as  occurred 
in  a genetic  study  in  which  we  were  attempt- 
ing to  verify  all  incidences  of  cancer.  In 
this  case  we  had  learned  definitely  from 
family  members  that  the  patient  had  had  a 
diagnosis  of  carcinoma  of  the  breast  but  the 
hospital  where  she  had  received  treatment 
refused  to  comply  with  our  request  for  path- 
ological verification  of  this  diagnosis. 

c.  One  hospital  refused  to  send  medical 
information  because  the  authorization  was 
“outdated,”  by  which  was  meant  that  the 
authorization  for  release  of  medical  infor- 
mation had  been  signed  longer  than  90  days 
before  our  request  was  mailed.  When  one 
realizes  that  a single  medical  genetics  proj- 
ect may  take  several  years  to  complete,  this 
time  interval  seems  ridiculous.  It  means, 
also,  that  additional  mailing,  complete  with 
letters  of  explanation  have  to  go  out  to  the 
patient,  or  his  closest  living  relative  if  he 
is  deceased.  Sometimes  this  inconvenience 
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to  the  patient  is  enough  to  turn  him  against 
the  study  and  he  may  even  refuse  to  sign  a 
second  form.  Rapport,  which  is  sometimes 
difficult  to  attain  with  the  patient  and  his 
family,  may  be  lost! 

d.  Another  medical  records  department 
returned  a request  for  information  to  us, 
asking  for  additional  identifying  informa- 
tion. The  original  request  was  returned  to 
this  hospital  with  a covering  letter  giving 
as  much  additional  information  as  we  could 
accumulate.  Everything  was  returned  to  us, 
including  the  envelope  in  which  our  material 
had  been  mailed,  with  absolutely  no  informa- 
tion about  the  patient ! One  cannot  help  but 
feel  rebuffed  and  concerned  about  this  pro- 
cedure ! 

e.  Occasionally  we  receive  requirements 
with  which  we  are  unable  to  comply.  On  one 
occasion  we  requested  the  medical  history  of 
a deceased  patient.  The  permission  form 
was  signed  by  his  widow.  The  date  of  hos- 
pital admission  and  date  of  the  patient’s 
death  were  placed  on  the  form.  The  hospital 
replied  that  they  would  only  comply  with  a 
permission  form  signed  by  the  patient  him- 
self ! 

3.  Incineration  or  Destruction  of  Records 

Responses  to  our  requests  for  medical  in- 
formation have  sometimes  been  frustrating- 
ly  disappointing.  For  example: 

a.  “Dear  Sir:  In  reply  to  your  request 
for  information  regarding  the  above-named 
persons,  please  be  advised  that  we  are  unable 
to  comply  as  her  chart  was  destroyed  many 
years  ago  when  moving  into  a new  building.” 
If  this  type  of  response  occurred  only  oc- 
casionally, of  course,  we  would  not  call  at- 
tention to  it  as  a “problem.”  Unfortun- 
ately, we  receive  such  reports  frequently. 
Obviously  this  does  not  indicate  whether  the 
record  was  destroyed  because  of  a fire, 
whether  it  was  lost,  whether  the  decision 
had  been  made  not  to  take  any  of  the  old 
records  to  the  new  building,  or  whether  a 
“mercifully  induced  medical  record  death 
because  of  old  age”  occurred.  Because  of  the 
above  answer  we  next  wrote  to  the  director 
of  the  hospital  asking  if  there  were  path- 
ology, autopsy,  or  radiology  reports  concern- 
ing the  patient.  A resident  physician  from 


the  hospital  sent  us  the  necropsy  report. 
Since  the  necropsy  report  was  available  and 
contained  information  which  we  needed,  this 
and  several  other  inquiries  we  have  made, 
suggested  to  us  that  in  many  instances  the 
records  of  the  pathology  and  radiology  de- 
partments are  kept  separate  from  those  in 
the  medical  records  department.  Therefore, 
when  it  is  impossible  to  obtain  the  medical 
history  from  the  medical  records  depart- 
ment, we  may  sometimes  request  this  in- 
formation from  other  departments.  Would 
it  not  also  be  possible  and  indeed  more  ex- 
pedient for  the  medical  record  librarian  to 
obtain  this  information  for  researchers? 
What  a saving  of  time  and  efficiency  would 
result  from  this  type  of  assistance. 

b.  To  our  request  for  information  con- 
cerning Mr.  Doe  who  “received  radium  treat- 
ment at  “X”  Clinic  in  1928  and  1929  and 
surgery  and  x-ray  at  “Y”  Hospital  in  1930,” 
came  the  following  answer  from  “Y”  Hos- 
pital: “Dear  Sir:  We  did  not  have  medical 
records  in  the  hospital  at  the  time  of  Mr. 
Doe’s  admission.  You  will  have  to  write  to 
Dr.  “S”  at  “X”  Clinic  for  this  information.” 
In  this  instance,  it  was  necessary  to  write 
to  the  physician,  only  to  learn  that  he  was 
deceased  and  no  one  seemed  to  know  what 
happened  to  his  patient’s  records.  One  can 
only  wonder  why  “Y”  Hospital  had  no  rec- 
ords for  its  patients  in  1930. 

c.  Sometimes  we  have  received  an  au- 
thorization form  from  a patient  or  a mem- 
ber of  his  family  giving  the  exact  dates  of 
hospitalization  of  the  patient,  the  diagnosis, 
and  date  of  death  only  to  receive  a note  from 
the  medical  librarian  of  the  hospital.  “Sorry, 
we  do  not  have  a record  of  this  patient  be- 
ing in  our  hospital.”  Although  we  realize 
that  researchers  are  also  at  fault  sometimes 
for  not  including  sufficient  identifying  in- 
formation in  their  letters  of  request,  when 
this  is  not  the  case  we  wonder  if  conditions 
in  the  medical  records  storage  area  of  the 
hospital  might  be  similar  to  the  following: 
Hospital  “K”  placed  its  old  records  on  micro- 
film reels;  a large  number  of  records  were 
placed  on  each  reel.  It  was  necessary,  then 
to  search  through  many  records  before  find- 
ing that  of  our  patient.  Because  our  patient 
was  deceased  we  were  referred  from  this 
microfilm  record  to  “Box  6 in  the  storage 
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area.”  A rickety  elevator  led  us  to  the 
darkened  storage  room  where  six  heavy 
boxes  were  piled  one  on  top  of  the  other. 
Of  course,  our  patient’s  record  was  in  the 
bottom  box. 

On  another  occasion,  two  researchers, 
asking  to  review  four  medical  records,  were 
handed  four  reels  of  microfilm  and  led  into 
a dark  and  dusty  room  with  an  archaic 
hand-winding  microfilm  viewer.  After  sev- 
eral hours  of  tedious  scanning,  the  two  dis- 
traught and  weary  workers  completed  their 
record  review.  We  feel  that  more  attention 
should  be  given  by  hospital  administrators 
to  the  mechanics  of  storage  of  records  and 
ease  of  retrieval  of  information  from  them. 

d.  Another  problem  is  that  of  obtaining 
records  of  patients  who  have  been  hospital- 
ized at  institutions  which  were  later  closed 
or  disbanded  for  one  reason  or  another. 
Sometimes  it  has  been  impossible  to  find 
out  where  these  records  were  later  stored 
or  whether  “medical  record  euthanasia”  was 
the  selected  solution  as  in  the  following 
case: 

In  answer  to  our  request  for  information 
concerning  a patient  who  died  in  1941  at 
age  51  of  a brain  tumor,  a medical  records 
librarian  of  a Veteran’s  Administration  hos- 
pital wrote  as  follows:  “We  are  unable  to 

furnish  requested  information  as  our  old 
records  have  been  retired  and  are  no  longer 
available.”  We  attempted  to  learn  where 
these  records  were  “retired”  but  were  un- 
able to  obtain  this  information.  One  won- 
ders if  they  had  been  “retired”  to  the  in- 
cinerator. Therefore,  as  will  be  seen  on 
the  pedigree  (Fig.  1,  II-3),  it  was  necessary 
to  indicate  that  this  patient  had  a brain  tu- 
mor “by  history  only.”  The  patient’s  sister 
(Fig.  1,  II-2)  had  given  us  this  information 
but  we  were  unable  to  confirm  it  by  means 
of  a pathologic  report  from  his  medical  rec- 
ord. In  short,  pathology  verification,  when 
it  is  available,  is  extremely  helpful  in  genetic 
analysis,  particularly  in  such  controversial 
areas  as  cancer  genetics.  In  this  study  we 
were  attempting  to  correlate  breast  cancer 
with  sarcoma,  leukemia,  and  brain  tumors, 
but  could  not  use  this  family  because  the 
diagnosis  of  brain  tumor  could  not  be  veri- 
fied pathologically. 


In  another  case  we  noted  that  our  patient 
was  an  out-patient  in  1945.  In  answer  to 
our  letter  of  request  on  1-21-71,  the  medical 
record  librarian  wrote,  “Dear  Dr.  X:  I am 
sorry  to  inform  you  that  all  out-patient 
records  prior  to  1955  have  been  destroyed.” 

4.  Misplaced,  Misfiled,  or  Lost  Records 

We  received  the  following  notation  from 
a medical  record  librarian  in  answer  to  our 
request  for  information. 

a.  “In  checking  all  of  our  files  and  ad- 
mission books,  we  are  unable  to  find  the 
above  patient’s  name.  The  only  thing  that 
we  could  have  from  that  time  would  be  the 
admission  book  which  contains  no  diagnoses 
whatsoever.  I am  sorry  that  we  are  unable 
to  help  you.” 

b.  In  the  same  family  of  the  patient 
above  who  died  at  age  51  of  a brain  tumor, 
his  sister  gave  us  permission  to  obtain  med- 
ical information  concerning  her  husband’s 
treatment  by  Dr.  “Y”  at  “X”  Hospital  (Fig. 
1,  II-l).  “X”  Hospital  checked  its  files  but 
could  find  no  record.  In  this  case  we  re- 
ceived no  indication  that  the  Pathology  and 
Radiology  Department  had  been  requested 
to  search  for  information  about  Mr.  Doe. 
Therefore  we  wrote  to  the  patient’s  physi- 
cian who  explained  that  he  did  not  keep 
records  of  the  hospitalization,  surgery,  or 
pathological  diagnoses  on  his  patients,  stat- 
ing only,  “I  treated  him  in  1934  and  1935 
for  edema  and  ascites,  with  diuretics  and 
an  occasional  paracentesis,  and  for  pain  with 
occasional  injections  of  narcotics  which  were 
needed  quite  frequently  during  the  last 
month.  I have  his  death  as  occurring  on 
2-26-1935,  at  the  age  of  44.”  It  was  neces- 
sary to  indicate  that  this  man  had  been  treat- 
ed for  “cancer  of  the  liver  or  spleen’”  and 
that  this  was  “by  history  only.” 

6.  Charging  for  Medical  Summaries 

Recently  we  have  received  a few  medical 
summaries  for  our  research  which  were 
accompanied  by  a bill.  Most  hospitals,  how- 
ever, do  not  charge  for  this  service  since  it 
is  undoubtedly  felt  that  not  only  is  this  good 
public  relations,  but  also  researchers  in  their 
own  hospitals  ask  other  hospitals  to  cooper- 
ate in  a similar  fashion.  We  feel  that  this 
is  a service  which  should  be  offered  freely 
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Figure  1.  Is  a pedigree  of  a breast  cancer  family  in  which  it  was  not  possible  to  obtain  pathological  confirmation 
of  the  cancer  diagnoses  of  two  members. 


to  all  bona  fide  researchers!  Obviously 
when  a charge  is  made  for  medical  informa- 
tion, those  investigators  operating  on  a tight 
financial  budget  are  forced  to  forego  secur- 
ing what  could  be  vital  medical  data.  We 
wonder  also  about  the  moral  issue  involved 
in  “selling”  medical  information. 

7.  Incomplete  Medical  Information 

Sometimes  we  have  received  inadequate 
information  in  response  to  our  requests. 
In  the  following  two  cases  only  a small  part 
of  the  record  was  sent  to  us  by  two  sep- 
arate medical  record  librarians.  In  the  first 
case  a face  sheet  was  returned  with  a brief 
history  and  some  of  the  physical  findings, 
but  there  was  neither  a pathological  nor  a 
surgical  report.  This  necessitated  our  writ- 


ing again  to  this  hospital  in  order  to  obtain 
a definitive  diagnosis. 

In  the  second  case  we  received  merely  a 
“death  summary”  in  which  it  was  stated 
that  an  autopsy  revealed,  “carcinomatosis 
apparently  from  carcinoma  of  the  breast. 
Examination  of  her  breast  previously  and 
now  on  admission  was  completely  negative. 
There  actually  was  little  or  no  breast  tis- 
sue present.  This  finding  was  confirmed  by 
the  pathologist  upon  his  examination.” 
However,  we  did  not  receive  a report  from 
the  pathologist.  Therefore,  it  was  again 
necessary  to  write  to  this  hospital  to  ask  for 
a more  definitive  diagnosis  because  the  find- 
ings were  unclearly  stated. 
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8.  Physician  Refusal  to  Release  Medical 
Infoi'mation 

All  physicians  are  dedicated  to  hold  their 
patient’s  medical  records  in  strict  medical 
confidence.  Therefore,  a clinical  investi- 
gator feels  insulted  when  a physician  col- 
league refuses  to  release  medical  informa- 
tion to  him  for  research  use  even  when  the 
patient  or  his  next  of  kin  has  signed  a form 
for  release  of  information.  We  wish  to  em- 
phasize that  the  overwhelming  majority  of 
physicians  have  cooperated  with  us  in  our 
medical  genetic  studies  by  sharing  medical 
information  with  us.  A few,  however,  have 
told  us  that  their  policy  precludes  sharing 
any  information  with  another  physician  un- 
less it  involves  specific  treatment  of  the  pa- 
tient. Others  told  us  frankly  that  they 
simply  did  not  want  other  physicians  to  know 
how  they  conduct  their  medical  practice. 

Other  physicians  in  devious  ways  have  let 
us  know  that  they  have  no  respect  for  medi- 
cal research  and  therefore  refuse  to  share 
patient  information  with  their  clinical  in- 
vestigator colleagues.  Of  course,  this  is  a 
violation  of  the  Hippocratic  Oath:  “I  will 

impart  a knowledge  of  the  Art  to  my  own 
sons  and  those  of  my  teachers,  and  to  dis- 
ciples bound  by  a stipulation  and  oath  ac- 
cording to  the  law  of  medicine,  but  to  none 
others.” 

Alternatives  to  Incinerating  Medical 
Records 

We  suggest  that  all  of  the  most  salient 
parts  of  medical  records  be  preserved  in  a 
uniform  fashion  either  on  microfilm  or  a 
computer  tape  or  disk.  Face  sheet  informa- 
tion should  be  recorded  first  and  include  such 
vital  data  as  name  and  address  of  the  pa- 
tient (kept  up-to-date),  names  and  addresses 
of  next  of  kin,  attending  physician (s),  com- 
plete list  of  all  diagnoses  and  dates  of  diag- 
nosis, with  the  International  Classification 
of  Diseases,  adapted  (I.C.D.A.)  or  Standard 
Nomenclature  of  Pathology  (S.N.O.P.)  (or 
both)  coding  beside  each  diagnosis.  This 
could  be  followed  by  a summary  of  all  hos- 
pitalizations at  other  hospitals,  with  diag- 
noses. 

The  second  page  would  include  a short 
summary  of  the  medical  record.  This  could 


be  prepared  either  by  the  last  physician  who 
attended  the  patient  or  by  a medical  records 
librarian. 

Other  information  which  should  be  in- 
cluded is:  past  medical  history,  history  of 
present  illness  (particularly  the  last  one), 
family  history,  the  first  and  the  last  com- 
plete physical  examination,  pertinent  radi- 
ology, pathology,  surgical,  and  laboratory 
reports.  Perhaps  a special  page  could  be 
prepared  by  a physician  medical  research 
committee  which  would  include  all  of  the 
most  important  laboratory  reports  from  the 
patient’s  first  visit  to  a clinic  or  his  first 
hospitalization;  major  changes  in  results  of 
tests  could  be  noted;  and  a final  page  of  the 
most  important  laboratory  tests  at  the  last 
admission  could  be  recorded. 

There  must  also  be  several  other  sys- 
tems for  coding  diagnoses  than  the  I.C.D.A., 
S.N.O.P.,  and  S.N.D.O.,  since  we  have  often 
been  confused  by  code  numbers  which  did 
not  coincide  with  any  of  the  above.  Since 
the  I.C.D.A.  is  international  in  scope  and 
since  our  genetic  studies  lead  us  to  search 
for  medical  information  in  many  foreign 
countries,  we  naturally  prefer  its  use.  We 
suggest  that  if  S.N.O.P.,  is  preferred  by  the 
Department  of  Pathology  in  a specific  hos- 
pital, both  codes  be  used.  Of  most  im- 
portance to  researchers,  however,  is  that  a 
complete  file  by  diagnosis  be  kept  in  the 
medical  records  department  and  that  it  be 
cross-referenced  with  the  name  and  hospital 
number  of  each  patient.  Though  it  may 
seem  to  be  a tedious  and  even  boring  proce- 
dure, this  information  is  invaluable  to  re- 
searchers! In  our  own  research,  we  would 
have  appreciated  a uniform  system  of  cod- 
ing of  not  only  the  medical  information  but 
also  information  concerning  treatment,  etc. 
We  feel  that  if  all  hospital  records  were 
coded  in  the  same  way,  it  might  be  possible 
to  have  them  teletyped  to  a central  agency 
where  they  could  be  stored  and  retrieved  pos- 
sibly by  and  on  a computer.  If  such  were 
the  case,  a patient  who  has  had  a chronic  ill- 
ness and  has  moved  from  one  part  of  the 
country  to  another,  could  have  his  history 
immediately  available  to  hospitals  or  physi- 
cians treating  him  in  any  type  of  emergency 
situation.  We  must  think  of  the  life  of  the 
patient  and  the  life  - saving  possibilities 
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through  instant  availability  of  his  medical 
record ! 

A means  of  quick  and  uniform  identifica- 
tion as  well  as  coding  of  each  individual  per- 
son is  by  use  of  his  Social  Security  number. 
In  a number  of  general  hospitals  and  all 
Veterans  Administration  Hospitals,  the  So- 
cial Security  number  is  now  being  used  as 
the  hospital  number  of  the  patient. 

If,  in  the  future,  a central  agency  such  as 
a health  information  bank  were  to  receive 
this  information,  it  would  seem  preferable 
for  hospitals  to  use  social  security  numbers 
since  there  could  never  be  duplication  of  pa- 
tients’ hospital  numbers.  We  firmly  believe 
that  even  if  the  social  security  number  is 
not  used  as  the  patient’s  hospital  number 
it  should  be  recorded  on  every  medical  rec- 
ord. 


In  summary,  we  feel  that  medical  records 
should  be  considered  sacred  for  the  life- 
giving  potential  they  might  hold  through  im- 
mediate revelation  of  occasionally  critical 
medical  facts  to  the  physician.  Therefore, 
at  the  expense  of  being  trite,  we  consider 
these  documents  precious  and  treasurable. 
We  feel  that  salient  parts  of  each  medical 
record  should  be  preserved  in  some  manner, 
and  that  all  hospitals  should  work  together 
to  plan  for  the  formation  of  a central  health 
information  bank  so  that  information  con- 
cerning any  patient  and  any  disease  could  be 
available  to  any  researcher  in  the  United 
States. 
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Congenital  Heart  Diseases  and 
Chromosomal  Abnormalities  — 
A Scientific  Exhibit 


DURING  the  last  two  decades, 
rapid  progress  in  the  diagnosis 
and  treatment  of  congenital 
heart  disease  has  entirely  changed  the  out- 
look for  the  great  majority  of  children  with 
cardiovascular  defects.  Our  knowledge  con- 
cerning the  etiology  of  these  entities  has 
definitely  improved,  and  the  genetic  back- 
ground for  a considerable  number  of  them 
has  been  sufficiently  determined.  Combina- 
tions of  various  factors,  i.e.,  the  multifac- 
torial etiology,  single  gene  mutations,  and 
change  in  the  genetic  material  with  chromo- 
somal abnormalities  are  current  theories  ex- 
plaining the  genesis  of  congenital  heart  de- 
fects. Chromosomal  aberrations  and  struc- 
tural changes  may  be  seen  in  either  the  auto- 
somes  or  sex  chromosomes  and  the  patient’s 
karyotype  is  frequently  pathogmonic  for 
the  clinical  entity  observed.1- 2 

Down’s  syndrome  (mongolism)  is  a com- 
mon clinical  entity  with  an  incidence  of  1.5 
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per  one  thousand  births.  Chromosomal  ab- 
normalities are  associated  with  important 
cardiovascular  defects.  Approximately  30 
percent  of  mongoloid  children  manifest  con- 
genital heart  defects:  common  atrioven- 

tricular canal,  ostium  primum  defect  with 
characteristic  electrocardiogram  showing  left 
axis  deviation  and  right  bundle  branch  block. 

Septal  and  valvular  abnormalities  are  also 
prominent  with  clefts  in  either  the  mitral 
or  tricuspid  valve.  Chromosome  studies 
may  show  any  of  the  following: 

1.  Trisomy  for  the  number  21  autosome 
which  is  maternal  age  dependent. 

*From  the  Department  of  Pediatrics,  Creighton  University 
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2.  Translocation  of  the  number  21 
autosome  to  13-15  (D)  group. 

3.  The  mosaic  type  of  karyotype  with 
normal  and  abnormal  cell  colonies. 
This  last  variety  frequently  goes  well 
into  adult  life  without  being  diagnosed 
clinically  and  labeled  as  such. 

Gonadal  dysgenesis  (Turner’s  syndrome). 
The  incidence  of  this  entity  is  one  per  2500 
live  births.  Low  hairline,  webbed  neck, 
edema  of  feet  and  hands  at  birth,  and  short 
stature  later  in  life  are  well  known  to  the 
clinician.  Coarctation  of  the  aorta  is  the 
most  commonly  seen  cardiovascular  defect. 
Additionally,  pulmonary  stenosis  and  hyper- 
tension without  evidence  of  renal  vascular 
abnormalities  have  been  noted  to  occur  in 
these  patients.  Genetically,  we  may  have 
(1)  A total  of  45  chromosomes  and  absence 
of  one  sex  chromosome  (XO).  This  group 
is  the  sex  chromatin  negative  one.  (2)  The 
mosaic  pattern  of  karyotype  XO/XX  which 
represents  the  sex  positive  chromatin  posi- 
tive group.  (3)  Various  other  chromosomal 
constitutions  in  which  the  sex  chromosome 
may  be  fragmented,  variously  deleted,  or 
having  ring  form. 

Seminiferous  tubule  dysgenesis  (Kline- 
felter’s syndrome)  has  an  incidence  of  l1/^ 
to  2 per  thousand  males.  Tetralogy  of  Fal- 
lot, aortic  stenosis  and  displaced  tricuspid 
valve  (Ebstein’s  anomaly) , have  been  report- 
ed to  be  associated  with  this  clinical  entity. 
The  karyotype  shows  trisomy  for  the  sex 
chromosome  of  47/XXX  pattern. 

Trisomy  13-15  (D)  group.  This  genetic 
malformation  presents  one  of  the  most  strik- 
ing clinical  pictures  with  multiple  malforma- 
tions of  the  brain.  It  has  absence  of  the 
longitudinal  sulcus  and  underdeveloped  hemi- 
spheres; malformation  of  eyes,  face,  ears, 
and  hands ; and  low  birth  weight.  Undoubt- 
edly, these  clinical  features  undermine  the 
significance  of  cardiovascular  defects  present 
in  this  group  of  patients  and  which  are  of 
serious  nature  as  well.  Double  outlet  right 
ventricle,  ventricular  septal  defects,  patent 
ductus  arteriosus,  and  dextrocardia  are  com- 
monly seen.  The  incidence  of  this  auto- 
somal trisomy  is  one  per  two  thousand 


births,  and  it  carries  a poorer  prognosis  than 
the  other  known  trisomies,  due  especially  to 
severe  central  nervous  system  malforma- 
tions. 

Trisomy  17-18  (E)  group.  Important 
somatic  abnormalities  are  present  here,  such 
as  low  birth  weight,  small  head,  finger  de- 
formities and  mental  retardation.  The  car- 
diovascular defects  include  ventricular  and 
atrial  septal  defects  and  patent  ductus  arteri- 
osus. The  overall  incidence  is  about  one  per 
1000  births. 

Cat’s  cry  syndrome.  The  commonly  en- 
countered cardiovascular  abnormality  is  ven- 
tricular septal  defect.  Partial  deletion  of 
number  5 chromosome  is  present  in  the  kary- 
otype. 

Fancomi’s  anemia  with  triphalangism  of 
hands  appears  to  have  multiple  chromosomal 
breaks  in  the  karyotype.  Aortic  stenosis  is 
the  cardiovascular  defect  observed  in  this 
entity. 

Finally,  Makino  has  observed  heterologous 
changes  involving  chromosome  16  in  a num- 
ber of  patients  with  atrial  and  ventricular 
septal  defects,  as  well  as  patent  ductus  ar- 
teriosus without  the  clinical  manifestations 
encountered  in  trisomy  of  group  E auto- 
somes.  The  chromosomal  abnormality  can 
be  partial  deletion  of  the  long  arm  of  num- 
ber 16  chromosome,  or  irregular  condensa- 
tion of  the  chromosomes,  and  this  condition 
may  be  associated  with  the  etiological  cause 
of  heart  defects  in  humans. 

ACKNOWLEDGMENT : 

Our  appreciation  is  expressed  to  Drs. 
Halkias,  Badash,  Sisson,  and  Mitchell  for 
their  kind  assistance  in  presentation  of  this 
exhibit,  presented  at  the  Annual  Omaha 
Midwest  Clinical  Society  1970  Meeting,  for 
which  an  award  was  received  for  indi- 
vidual investigation. 

Bibliography 

1.  Richards  MR,  Merritt  U,  Samuels  MH,  Lang- 

mann  AG:  Congenital  malformations  of  the  cardio- 

vascular system  in  a series  of  6,053  infants.  Pediat 
15:12,  1955. 

2.  McKusick  VA:  A genetic  view  of  cardiovas- 

cular disease.  Circulation  30:326,  1964. 

3.  Rao  V,  Mooring  P:  Ebstein’s  anomaly  in  XXY 
Klinefelter’s  syndrome.  Amer  J Dis  Child  120:164- 
165  (Aug)  1970. 

4.  Makino  U : Congenital  malformations,  2nd 

international  conference,  International  Medical  Con- 
gress, Ltd.  pp  74,  1964. 


120 


Nebraska  M.  J. 


Health  Education  of  the  Future* 


TODAY  we  pause  to  dedicate  a 
very  important  part  of  the 
health  center  complex  — the 
library.  Throughout  recorded  history  li- 
braries have  been  important  instruments  in 
man’s  progress  and  development.  They  pro- 
vide a link  from  the  past  to  the  present  and 
in  so  doing  help  to  anticipate  the  future. 

Although  the  library  has  helped  us  to 
move  into  the  future,  we  find  ourselves  in 
an  era  where  higher  education  is  being  ques- 
tioned on  all  fronts.  The  public  has  raised 
questions  concerning  the  cost  of  education, 
the  usefulness,  and  the  justification.  Many 
students  in  today’s  educational  system  also 
question  where  does  it  lead,  what  are  the 
purposes,  and  what  part  will  they  play  in 
helping  to  shape  the  subsequent  destiny  of 
education. 

An  interesting  phenomenon  confronts  us 
as  wre  review  the  past  successes.  For  the 
past  twenty  to  thirty  years  the  discoveries 
in  science  and  their  applications  in  medicine 
have  been  occurring  at  an  unprecedented 
date.  Many  of  the  infectious  diseases  such 
as  poliomyelitis  and  diphtheria  have  vir- 
tually disappeared  and  occur  only  when  pub- 
lic health  practices  break  down,  leaving  cer- 
tain parts  of  the  populace  in  a vulnerable 
situation.  Nutritional  disorders  including 
such  scourges  as  rickets  and  scurvy  now  are 
seldom  seen.  In  the  area  of  techniques  new 
operative  procedures  are  constantly  being 
developed.  Retinal  detachment  is  handled 
with  greater  skill  than  ever  before  and  open- 
heart  surgery  now  is  almost  commonplace 
in  many  hospitals  although  it  was  considered 
impossible  twenty  years  ago.  Every  advance 
seems  to  clear  the  way  for  new  challenges — 
a way  to  understand  more  accurately  the 
effect  of  drugs  on  chromosomes,  the  effects 
of  maternal  protein  deficiency,  and  the  ef- 
fects of  population  planning.  All  of  these 
items  serve  to  highlight  the  limits  of  our 
present  knowledge. 

These  and  many  other  successes  have  con- 
tributed to  the  aura  and  mystique  with 
which  the  health  professions  are  regarded 
both  by  those  in  the  profession  and  also 
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by  the  public.  These  great  strides  have  con- 
vinced the  public  of  the  value  of  health  care. 
But  two  problems  contribute  to  our  dissatis- 
faction. Spiralling  costs  for  health  care  at 
all  levels  seem  to  have  become  a way  of 
life.  The  inequalities  of  health  care  distribu- 
tion have  been  brought  to  the  public’s  at- 
tention. The  same  public,  once  satisfied, 
now  demands  some  sort  of  solution. 

Education  must  always  be  viewed  as  serv- 
ing the  times.  Would  any  one  suggest  that 
we  should  be  unconcerned  with  the  advances 
of  science?  Surely  we  should  teach  about 
the  biology  of  the  cell,  about  the  relationship 
of  the  cells  to  larger  systems,  about  the  in- 
teraction of  the  systems  to  make  function- 
ing man.  We  need  to  explain  to  students 
how  the  forces  around  man  contribute  to 
his  success  or  failure  as  a social  being.  But 
in  this  country  today  we  see  some  gigantic 
ideological  battles.  In  its  simplest  terms, 
the  battle  lines  might  be  how  much  science 
and  technology  are  needed  in  today’s  world. 
We  have  people  who  are  poorly  nourished, 
poorly  housed,  and  poorly  educated.  These 
basic  problems  demand  attention  and  com- 
pete for  the  dollars  available.  At  the  same 
time  our  transportation  system  demands 
more  funds.  We  ask  for  better  highways; 
a quicker  means  of  transportation  with 
greater  safety  seem  to  be  the  order  of  the 
day. 

Americans  have  been  deeply  involved  for 
the  past  thirty  years  in  a series  of  worldwide 
conflicts  which  relate  to  problems  of  ag- 
gression. Many  advances  in  science  have 
occurred  during  this  period  of  time,  and 
many  skills  have  been  developed  which  were 
based  on  these  discoveries.  But  now  as  an 
unpopular  war  in  Vietnam  is  slowly  coming 
to  a close,  nothing  has  seemed  to  emerge 
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to  tell  us  where  the  next  priorities  will  be. 
Has  man  become  more  satisfied,  more  ration- 
al, more  humane,  more  devoted  to  lofty  prin- 
ciples? Certainly  some  of  the  unrest  and 
disruption  which  has  so  characterized  the 
American  scene  in  the  last  three  or  four 
years  concerns  itself  with  these  issues. 
There  has  been  a clash  between  the  sciences 
and  the  humanities.  Although  health  edu- 
cation has  been  given  prominence  the  pub- 
lic asks  for  a review  of  the  priorities,  how 
much  emphasis  and  how  much  money  should 
be  devoted  to  education,  which  part  of  edu- 
cation shall  receive  greater  emphasis? 

The  history  of  the  world  and  the  history 
of  science  record  many  examples  of  such  con- 
flicts. The  mathematical  sciences  were 
first  developed  in  the  ancient  world.  Arabic 
numeration  provided  us  with  a technic  for 
manipulation.  Euclid  provided  us  with  con- 
cepts in  geometry  which  are  still  valid  today. 
During  those  periods  a scholar  may  have  pro- 
claimed his  information  but  his  society  may 
have  had  other  values  which  it  considered 
more  important.  Some  of  the  information 
w'as  lost.  In  the  end,  some  of  the  amazing 
insights  developed  by  the  scientists  had  less 
impact  because  they  were  not  given  suffi- 
cient importance  by  the  society  in  which  he 
lived.  So  also,  the  insights  and  admoni- 
tions from  the  philosophers  of  the  ancient 
world  did  not  seem  to  solve  the  problem  of 
growing  discontent  among  a large  number 
of  people  who  were  totally  unaware  of  these 
important  revelations.  Even  a Marcus 
Aurelius  could  be  unnoticed. 

Frequently  science  and  the  prevailing 
mores  have  conflicted.  Galileo  was  branded 
a heretic  at  one  time,  Isaac  Newton  was  con- 
sidered a fool  by  many,  and  Pasteur  was 
first  seen  as  an  insignificant  dabbler.  I 
see  important  parallels  today.  The  accom- 
plishments and  promises  of  science  and  tech- 
nology in  the  minds  of  some  have  led  us  to 
world  disaster  instead  of  world  paradise.  In 
this  country,  many  more  people  have  been 
exposed  to  science  than  ever  before.  More 
knowledge  is  available  at  all  fronts  and  in- 
deed this  very  situation  in  itself  has  pro- 
duced some  conflicts. 

No  one  contests  the  fact  that  the  health 
sciences  are  important  in  the  world  today. 


That  there  should  be  a continuation  of  edu- 
cation for  the  health  professions  is  also 
clear.  What  is  not  clear  is  the  extent  to 
which  they  should  be  supported  and  the 
extent  to  which  funds  should  be  provided 
for  their  continued  expansion.  These  same 
questions  are  also  asked  in  reference  to  all 
of  higher  education.  A very  real  credit- 
ability  gap  has  developed  between  those  who 
support  higher  education  either  through 
public  or  private  funds  and  the  teachers 
and  administrators  who  are  in  the  colleges 
and  universities.  It  is  not  my  purpose  to 
dwell  on  the  importance  of  closing  this  gap 
but  rather  to  note  that  it  exists  and  to  indi- 
cate that  the  health  professions  are  as  much 
caught  up  in  this  communication  gap  as  is 
any  part  of  higher  education. 

One  must  then  ask  where  this  seems  to 
leave  us  today,  how  do  we  anticipate  the  fu- 
ture, what  it  is  that  people  are  asking  of 
us.  If  we  are  in  conflict  with  the  values  of 
society  then  how  do  we  resolve  these  prob- 
lems? What  will  the  future  hold  for  us? 

I would  suggest  that  if  we  are  to  secure 
the  confidence  on  the  part  of  the  public,  we 
must  answer  the  questions  which  weigh 
heavily  on  the  public.  As  a first  order  of 
business,  therefore,  we  must  address  our- 
selves to  the  shortages  of  health  personnel. 
These  shortages,  while  most  critical  in  the 
inner  city  and  rural  areas,  have  implications 
for  all  parts  of  the  country  to  say  nothing 
of  the  world.  I think  we  will  need  to  find 
ways  of  educating  more  physicians,  nurses, 
and  allied  health  people  without  greatly  ex- 
panding our  faculty.  A variety  of  approach- 
es can  be  used  to  help  with  this  problem. 
Having  more  than  one  section  of  a medical 
class  can  be  useful.  Our  experiences  at  the 
University  of  Nebraska  in  the  College  of 
Medicine  have  already  pointed  the  way  to 
some  extent.  By  taking  in  a second  section 
of  20  students  in  June  1970,  the  faculty  of 
the  College  of  Medicine  was  able  to  design 
a program  which  was  not  disruptive  to  the 
programs  of  a more  traditional  nature  for 
the  larger  section  of  100  students.  It  did 
enable  us  with  only  minimal  additions  in 
faculty,  to  accommodate  a ten  percent  in- 
crease in  the  number  of  students  accepted. 
In  addition,  this  section  allowed  us  to  use 
our  facilities  better  while  providing  students 
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with  the  opportunity  of  completing  their 
work  in  three  calendar  years  rather  than 
four. 

Still  other  innovations  and  modifications 
in  teaching  are  in  order.  Many  people  have 
experimented  with  the  use  of  pre-recorded 
television  tapes  and  teaching  machines  to 
permit  the  students  to  learn  more  effective- 
ly and  to  proceed  at  their  own  rate.  These 
are  some  of  the  things  which  we  can  and 
should  do  to  increase  the  total  output  of 
health  personnel  at  a cost  which  will  not  be 
exorbitant. 

The  public  is  also  demanding  that  the 
health  professions  become  more  effective  in 
their  delivery  of  services  to  an  ever  greater 
number  of  people.  By  and  large,  educational 
centers  have  addressed  themselves  little  or 
not  at  all  to  how  the  practice  of  medicine 
should  be  carried  out.  We  have  allowed  the 
existing  scheme  to  take  place  without  look- 
ing to  see  whether  we  use  people  efficiently 
or  whether  there  are  combinations  of  people 
in  practice  which  would  be  appropriate  in  a 
particular  setting.  There  is  an  old  joke 
which  relates  to  two  passengers  on  the  Ti- 
tanic. One  man  rushes  up  to  the  other 
saying  “Did  you  know  this  ship  has  a hole 
in  it?”  The  other  replies,  “It  does  not  bother 
me  because  I don’t  own  the  ship!”  While  it 
is  perfectly  true  that  medical  educators  do 
not  own  the  practice  of  medicine,  they  no 
longer  can  ignore  the  fact  that  the  way  in 
which  medicine  is  practiced  and  the  way  in 
which  health  care  is  given  is  under  severe 
attack  and  unless  the  profession  finds  ways 
to  correct  some  of  these  problems  the  edu- 
cator will  be  as  affected  as  the  practitioner. 
Therefore  in  the  future  we  must  concern 
ourselves  much  more  with  understanding 
how  medicine  is  practiced,  why  it  is  prac- 
ticed the  way  it  is,  and  how  we  can  improve 
upon  overall  management.  Our  colleagues 
in  agriculture  and  business  administration 
have  long  addressed  themselves  to  similar 
problems.  We  now  must  turn  our  attention 
in  that  direction  as  well. 

Part  of  what  the  health  professions  must 
do  is  to  find  ways  in  which  we  can  educate 
ourselves  together.  I think  that  nursing 
and  medicine  have  enjoyed  the  period  of 
time  when  they  have  each  gone  their  own 


way  but  that  type  of  luxury  is  now  over  and 
we  must  find  ways  of  returning  to  working 
out  our  problems  together.  Since  we  are 
dealing  with  the  same  patient,  we  must  come 
to  realize  that  knowledge  gained  by  one 
profession  should  be  shared  with  the  other. 

I believe  we  must  be  more  systematic  in 
educating  that  new  health  professional,  the 
physician’s  assistant.  The  physician’s  as- 
sistant will  be  someone  who  will  work  direct- 
ly under  the  supervision  of  the  physician, 
frequently  in  his  own  office,  but  also  in  a 
setting  away  from  the  office  such  as  a 
neighboring  community.  The  health  person- 
nel of  the  future  will  only  understand  how 
to  utilize  the  physician’s  assistant  if  they 
are  educated  with  them.  Consequently,  med- 
ical centers  must  find  ways  to  interdigitate 
the  educational  experiences  of  the  various 
groups  so  that  they  come  to  appreciate  the 
contribution  which  each  can  make  for  the 
total  health  care  of  patients  and  the  com- 
munity. 

The  public  is  also  concerned  about  the 
quality  of  health  care.  With  the  rising  num- 
ber of  malpractice  suits  the  public  is  con- 
cerned that  the  quality  of  care  may  be  slip- 
ping. Obviously  this  is  a very  complex 
issue  and  one  which  cannot  be  quickly  un- 
derstood. A contributing  factor  is  how  well 
do  physicians,  nurses,  and  allied  health  per- 
sonnel keep  abreast  of  all  of  the  new  de- 
velopment. Continuing  education,  therefore, 
becomes  all  the  more  critical  especially  since 
we  have  every  reason  to  expect  that  new 
knowledge  will  be  developed  as  rapidly  in  the 
future  as  it  has  in  the  past.  Although  peo- 
ple have  been  saying  for  some  time  that 
education  does  not  stop  with  graduation, 
there  has  been  a tendency  for  that  to  hap- 
pen nonetheless.  Several  professional  so- 
cieties are  now  urging  that  their  members 
give  themselves  a period  of  intellectual  re- 
juvenation. Recertification  for  physicians 
and  nurses  may  become  the  order  of  the 
day  in  a period  of  five  years.  If  this  is  the 
case,  and  I think  something  like  it  will  be 
the  case,  then  academic  medical  centers 
must  strive  even  more  to  develop  effective 
ways  at  communicating  new  knowledge. 
Continuing  education  will  play  a bigger  role. 
The  educator  in  the  Academic  Medical  Cen- 
ter must  become  increasingly  mindful  of 
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the  problems  confronting-  the  practitioner. 
Too  often  the  information  provided  in  con- 
tinuing education  sessions  has  not  been  use- 
ful. The  educator  must  learn  what  prob- 
lems are  like  at  the  practitioner  level.  A 
most  outstanding  example  of  both  effective 
surveillance  and  education  was  the  effect  of 
maternal  mortality  committees  which  were 
established  by  all  state  medical  societies  sev- 
eral years  ago.  These  review  groups  not 
only  pointed  out  where  there  were  high  levels 
of  maternal  mortality,  but  they  then  under- 
took an  educational  program  to  change  those 
practices  which  seemed  to  contribute  to  high 
maternal  mortality  such  as  the  use  of  chloro- 
form as  an  anesthetic  agent.  They  were 
successful  as  measured  by  a sharply  declin- 
ing maternity  mortality  rate.  By  seeing 
what  the  problem  was  at  the  practitioner 
level  and  by  bringing  information  to  the 
practitioner  in  a way  in  which  he  could  use 
it  provided  a format  destined  to  be  success- 
ful. All  such  problems  may  not  be  handled 
in  such  a direct  fashion  but  many  more  can 
and  should  be. 

Perhaps  nothing  dismays  the  public  more 
than  the  poor  planning  of  health  facilities. 
Hospitals  have  sprung  up  often  to  gratify  a 
personal  wish  on  the  part  of  a generous  bene- 
factor, a temperamental  physician,  or  a re- 
ligious group.  The  lack  of  coordination 
among  various  facilities  is  attested  to  over 
and  over  again.  The  health  professional  of 
the  future  must  come  to  understand  the  im- 
portance of  careful  planning  and  the  reasons 
behind  it.  Duplication  of  efforts,  duplica- 
tion of  services,  and  costly  expenditures  sim- 
ply cannot  be  tolerated  in  the  future. 

The  educators  have  often  entered  into 
planning  with  reluctance.  Planning  the  cur- 
riculum has  been  difficult,  and  planning  for 
health  services  even  more  so.  As  the  plan- 
ning process  takes  place,  one  must  consid- 
er what  should  be  taught  to  the  health  pro- 
fessional of  the  future.  The  health  econo- 
mist, the  health  consumer,  and  the  health 
provider  must  come  together  in  a way  which 
will  allow  each  to  contribute  to  curriculum 
needs  of  the  future.  One  should  certainly 
include  the  student  in  these  discussions.  Stu- 
dents have  provided  us  with  valuable  in- 
sights not  only  with  regards  to  course  con- 
tent but  also  course  presentation. 


In  the  last  two  or  three  years,  there  has 
been  a certain  amount  of  despair  registered 
concerning  research  efforts.  Some  critics 
have  said  that  too  much  emphasis  has  been 
given  to  research  and  that  too  many  of  our 
able  young  people  have  been  lulled  into  think- 
ing that  research  was  the  only  road  to  suc- 
cess. Some  outstanding  research  is  taking 
place  at  the  present  time,  new  information 
is  unfolding  almost  daily  related  to  immun- 
ology, brain  cell  metabolism  and  renal  physi- 
ology. These  areas  of  science  will  lead  to 
better  answers  about  cancer,  learning  dis- 
orders, and  kidney  disease.  Research  and 
other  scholarly  efforts  are  obligations  which 
the  academic  medical  center  must  foster. 

Unfortunately,  we  have  not  communicated 
well  about  the  research  which  is  already 
taking  place.  The  public  has  often  been 
given  little  more  than  a glimpse  about  what 
is  going  on,  and  even  that  has  been  shroud- 
ed with  so  much  mystery  or  poor  report- 
ing that  the  public  reacts  by  being  confused 
or  awed,  neither  of  which  are  desirable.  I 
have  long  been  concerned  that  those  en- 
gaged in  research  have  an  obligation  to 
share  their  information  increasingly  with 
each  other.  The  learning  theorist  needs  to 
have  an  appreciation  for  the  biological  or- 
igins of  intelligence.  At  the  same  time,  the 
biologist  must  be  ever  mindful  of  the  need 
to  test  out  his  insights  related  to  cellular 
physiology  at  on  organismic  level.  Within 
the  academic  medical  center,  we  must  first 
establish  better  lines  of  communication.  By 
taking  that  first  step,  by  learning  to  com- 
municate more  effectively  with  each  other  on 
a whole  host  of  topics  we  in  turn  must  com- 
municate our  findings  and  thoughts  to  the 
public.  The  presentations  in  scientific  jour- 
nals and  at  the  scientific  meetings  must,  of 
course,  continue  and  must  be  maintained. 
However,  if  we  are  to  receive  the  approba- 
tion, to  say  nothing  of  the  financial  support, 
from  the  public  they  must  understand  our 
work  as  well.  Although  Paul  DeKruif  was 
roundly  denounced  for  stooping  to  a popular 
medium  at  the  time  he  first  published  his 
famous  Microbe  Hunters,  he  helped  gain  a 
great  deal  of  support  for  science  by  telling 
people  about  the  discoveries  of  science  in 
terms  which  they  could  appreciate  and  in  a 
manner  which  allowed  many  people  to  com- 
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prehend  the  drama  and  thrill  of  new  dis- 
coveries. I wish  we  had  more  people  like 
Paul  DeKruif  who  would  tell  the  story  of 
science  in  ways  which  are  effective. 

Much  of  what  I have  been  saying  can 
probably  be  summarized  in  a single  word  — 
communication.  Education  has  always  been 


concerned  with  the  process  of  communicat- 
ing, the  process  of  relating  information,  and 
the  process  of  trying  out  new  information 
in  situations  not  previously  used.  The  Li- 
brary of  today  helps  us  in  many  ways  to 
do  our  job  better,  and  to  promote  communi- 
cation. 


Pancreatic  Islet  Cell  Hyperplasia  — 
A Case  Report* 


Synopsis- Abstract 

A case  of  pancreatic  islet  cell  hyperplasia 
occurring  in  a 214  year  old  boy  is  presented 
with  a brief  review  of  the  literature.  The 
importance  of  early  diagnosis  and  treatment 
is  stressed.  Plasma  insulin  levels  may  not 
be  infallible,  especially  when  reported  as  nor- 
mal in  a symptomatic  patient. 

PANCREATIC  islet  cell  hyper- 
plasia is  an  uncommon  cause 
of  hypoglycemic  seizures.  The 
case  reported  here  exemplifies  and  reiter- 
ates the  fact  that  hypoglycemia  should  be 
thought  of  as  a cause  of  seizures,  and  when 
found,  should  be  worked  up  and  treated. 

A 214  year  old  white  male  presented 
with  a history  of  recurrent  afebrile  seiz- 
ures since  the  age  of  six  months,  unre- 
sponsive to  anticonvulsants,  sugar  water 
or  calcium.  He  had  no  neonatal  diffi- 
culties, though  he  was  six  weeks  pre- 
mature and  weighed  1980  grams  at 
birth.  He  showed  normal  growth  and 
development  in  spite  of  seizures.  There 
was  a history  of  mature  onset  diabetes 
mellitus  in  both  grandparents,  uncles, 
and  aunts  on  both  sides. 

On  examination,  he  was  well  developed 
and  well  nourished  with  no  obvious 
congenital  malformations.  Blood  pres- 
sure was  90/60  mm  Hg.  There  was  no 
evidence  of  tumors  in  chest  or  abdo- 
men; and  x-rays  of  the  skull,  chest,  ab- 
domen, and  upper  G.I.  series  were  nor- 
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mal.  There  was  no  evidence  of  liver 
disease. 

Renal  function  was  normal  and  there 
was  no  glycosuria,  proteinuria,  or  amino- 
aciduria. Random  blood  sugars  were 
normal,  but  ranged  around  20  mg% 
during  seizures,  and  the  seizures  re- 
sponded to  intravenous  glucose.  A six- 
hour  fasting  produced  profound  seiz- 
ures which  were  successfully  terminat- 
ed with  10%  dextrose  water  intraven- 
ously. EEG  and  serum  calcium  and 
phosphorus  were  normal.  Glucose  tol- 
erance test  showed  a hyperglycemic  re- 
sponse in  one  hour  (blood  sugar  194 
mg%)  which  fell  to  60  mg%  at  the  end 
of  three  hours,  and  the  test  could  not  be 
continued,  as  he  showed  some  twitching 
and  sweating. 

A leucine  tolerance  test  was  normal. 
Tolbutamide  tolerance  test  produced 
profound  hypoglycemia  with  seizures  at 
the  end  of  three  hours  which  were 
terminated  with  intravenous  glucose. 

♦From  the  Department  of  Pediatrics,  The  Creighton  Univer- 
sity School  of  Medicine.  Omaha,  Nebraska,  and  the  Children’s 
Memorial  Hospital  of  Omaha,  Nebraska. 
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Plasma  insulin  levels  were  normal. 

The  patient  had  a subtotal  pancreatec- 
tomy w i t h uneventful  postoperative 
course,  and  is  up  and  about  since  then 
without  any  seizures. 

The  pancreatic  histology  revealed  islet 
cell  hyperplasia. 

This  case  exemplifies  that  hypoglycemia 
should  be  thought  of  in  all  seizure  disorders, 
especially  when  there  is  no  response  to  anti- 
convulsants ; and  blood  sugars  should  be  done 
during  seizures.  It  is  advisable  to  draw  blood 
sugars  during  every  seizure  activity  of  un- 
known etiology.  This  will  permit  early  di- 
agnosis and  avoid  possible  brain  damage. 

Islet  cell  tumors  and  islet  cell  hyperplasia 
are  uncommon  causes  of  hypoglycemia  in  in- 
fancy; and  less  than  60  cases  have  been  re- 
ported in  infants  under  two  years  of  age. 
The  literature  has  been  reviewed  by  Drash1 
and  others.2  The  occurrence  of  normal 
plasma  insulin  levels  in  islet  cell  adenoma 
has  been  documented,1-3’4  and  in  such  in- 
stances, tolbutamide  tolerance  test  becomes 
an  important  index  of  hyperinsulinism-state, 
which  may  be  intermittent.  It  must  be  real- 
ized, however,  that,  though  a positive  tol- 
butamide tolerance  test  is  a presumptive 
evidence  of  a functioning  islet  cell  adenoma 
in  adults,  the  test  is  of  limited  value  in  de- 
tecting a functioning  islet  cell  adenoma  in 
young  infants,  because  infants  with  func- 
tional as  well  as  organic  hyperinsulinism 
may  exhibit  a profound  and  prolonged  re- 
sponse to  tolbutamide. 

The  glucose  tolerance  test  in  this  patient 
showed  an  initial  hyperglycemic  response 
at  the  end  of  one  hour,  probably  because  the 
islet  cells  were  sluggish  and  insulin  output 
was  sluggish  but  the  blood  glucose  fell  to 
hypoglycemic  levels  with  sweating  and 
twitching  at  the  end  of  three  hours. 

Beta-cell  hyperplasia  is  common  in  new- 
born infants  with  erythroblastosis  and  in 
infants  born  to  diabetic  and  prediabetic 


mothers.  This  infant  had  a strong  family 
history  of  diabetes,  but  the  mother  was 
neither  an  overt  nor  a latent  diabetic,  and 
the  infant  was  asymptomatic  for  six  months 
postnatally.  A prediabetic  state  in  the 
mother  cannot  be  ruled  out  completely.  The 
occurrence  of  islet  cell  hyperplasia  or  tumor 
is  rare  under  four  years  of  age.  Neverthe- 
less, the  condition  should  be  thought  of 
when  all  other  known  causes  of  hypogly- 
cemia are  excluded  by  clinical  and  biochem- 
ical tests.  The  use  of  pancreatic  angiog- 
raphy may  be  useful  in  locating  a tumor, 
but  is  useless  in  detecting  a hyperplasia. 

The  surgical  management  of  islet  cell  hy- 
perplasia and  tumor  has  been  reviewed.2-6-6 
It  has  been  recommended  that  if  islet  cell 
tumor  cannot  be  identified  grossly  a blind 
subtotal  pancreatectomy  may  be  done,  and 
the  cure  rate  is  about  55%. 

Early  diagnosis  and  treatment  of  hypo- 
glycemia is  important  to  avert  irreversible 
brain  damage.  In  the  case  reported  by  Mar- 
shall et  al,7  EEG  was  the  finding  which  did 
not  revert  to  normal,  after  the  surgical  re- 
moval of  the  islet  cell  adenoma. 
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Massive  Polyuria  Following 
Renal  Allograft  Transplant 


Introduction 

ACUTE  tubular  necrosis  is  a fre- 
quent complication  of  the  early 
postoperative  phase  of  renal 
allograft  transplantation  related  to  the 
period  of  ischemia,  mainly  warm  ischemia.1 
The  clinical  manifestation  may  be  oliguria, 
anuria,  or  polyuria.  Oliguria  or  anuria  may 
be  adequately  managed  with  hemodialysis1 
and  diuretics.2’ 3 Polyuria,  on  the  other 
hand,  needs  efficient  replacement  of  fluids 
and  electrolytes.  Massive  polyuria  can  be 
an  extremely  hazardous  postoperative  com- 
plication and  a very  challenging  problem  of 
fluid  and  electrolyte  management.  This  re- 
port describes  a case  of  massive  polyuria 
occurring  immediately  following  renal  trans- 
plant in  a patient  who  was  adequately  di- 
alyzed and  who  showed  no  evidence  of  edema 
preoperatively. 

Case  Report 

A 23  year  old  white  male  was  referred 
to  the  Deaconess  Hospital,  Buffalo,  New 
York  for  evaluation  of  end-stage  renal 
failure,  secondary  to  chronic  glomerulo- 
nephritis on  November  23,  1969.  Prior 
to  his  admission  he  had  been  started 
on  peritoneal  dialysis.  On  December  12, 
1969  the  patient  was  placed  on  mainten- 
ance hemodialysis,  and  an  arterioven- 
ous fistula  was  created.  He  did  poorly 
on  hemodialysis,  and  it  was  difficult 
to  control  his  fluid  and  electrolyte  bal- 
ance. At  this  time  the  patient’s  body 
weight  was  86  pounds. 

On  February  11,  1970  a renal  allo- 
graft transplant  was  performed.  The 
patient’s  brother  served  as  a donor. 
The  time  of  warm  ischemia  was  5 min- 
utes, and  total  ischemia  time  was  43 
minutes.  Urine  was  obtained  imme- 
diately after  the  vascular  anastomoses 
were  completed,  in  volume  sufficient  to 
fill  the  bladder  prior  to  closure  of  the 
surgical  incision.  In  the  24  hours  fol- 
lowing transplantation,  the  patient  had 
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a urinary  output  of  21,360  ml.  The 
BUN  decreased  from  51  to  24  mg%, 
and  the  creatinine  from  16.5  to  5.7 
mg%.  During  this  period,  the  patient 
received  21,300  ml  of  0.45%  normal 
saline  with  additional  sodium  and  po- 
tassium to  match  measured  electrolyte 
loss.  In  the  next  24  hours  the  urinary 
output  decreased  to  4,850  ml.  At  this 
time,  the  BUN  was  12  mg%,  and  the 
creatinine  1.6  mg.  After  the  first 
48  hours,  the  patient  had  an  uneventful 
recovery.  He  received  200  mg  of  solu- 
medrol  intramuscular  for  4 days,  and 
this  dosage  was  decreased  gradually. 
Imuran  was  also  administered  in  doses 
of  150  mg  daily.  On  March  4,  1970,  bi- 
lateral nephrectomy  w a s performed. 
The  patient  was  discharged  with  good 
renal  function  on  March  21,  1970. 

Figure  1 summarized  the  fluid  and  elec- 
trolyte balance  during  the  immediate  five 
days  post-transplantation. 

Discussion 

Polyuria  following  renal  transplant  is  not 
unusual  in  patients  with  marked  edema  or 
inadequate  preoperative  dialysis.  When  mas- 
sive polyuria  exists,  the  adequate  replace- 
ment of  excessive  fluids  and  electrolytes  is 
imperative,  but  may  be  extremely  difficult. 
Starzl  et  al4  reported  a case  of  diuresis 
averaging  1.2  liters  of  urine  per  hour,  and 
this  patient  expired  after  12  hours  due  to 
electrolyte  imbalance.  Based  on  their  ex- 
perience, they  suggest  empirical  formula  of 
fluid  replacement  consisting  of  only  50%  of 
the  fluid  lost  when  urinary  output  is  greater 

*From  the  Hemodialysis  Department,  Deaconess  Hospital  and 
Department  of  Surgery  anl  Urology,  Renal  Transplantation 
Unit,  State  University  of  New  York,  Buffalo,  New  York. 
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POSTOPERATIVE  DAYS 
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Figure  1.  Recovery  of  urine  function  in  early  post-renal  transplantation  period,  demonstrating 
massive  polyuria. 


than  500  ml  per  hour.5  This  applies  main- 
ly to  edematous  patients  who  have  been 
poorly  dialyzed  at  the  time  of  transplant. 

In  the  patient  reported  here,  it  was  man- 
datory to  replace  the  total  urinary  output 
as  well  as  electrolytes.  He  weighed  86 
pounds  at  the  time  of  transplant  and  did 
not  show  evidence  of  edema.  The  total 
urinary  output  in  the  first  24  hours  alone 
represented  80  percent  of  his  total  body 
water.  The  fluid  replacement  was  calculat- 
ed hourly  and  the  electrolyte  replacement 
was  determined  by  frequent  measurements 
of  sodium,  potassium,  and  chlorides  in  the 
excreted  urine. 

Summary 

Massive  polyuria  following  allograft  trans- 
plant is  reported  in  a 23  year  old  white  male 


recipient.  At  the  time  of  surgery,  the  pa- 
tient was  well  dialyzed  and  showed  no  evi- 
dence of  edema.  During  the  postoperative 
period,  homeostasis  was  maintained  with 
massive  administration  of  fluid  and  electro- 
lytes. 
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A Survey  of  Chemical  Substance  Use 
For  One  Nebraska  Campus 


Introduction 

THE  nonmedical  use  of  drugs  has 
become  a multifaceted  area  of 
concern.  It  is  generally  con- 
sidered to  be  a medical  problem,  a legal 
problem,  a social  problem,  and  a political 
problem.  The  various  components  of  drug 
abuse  comprise  the  legitimate  subject  mat- 
ter for  such  diverse  disciplines  as  criminology, 
physiology,  pharmacology,  psychology,  so- 
ciology, and  toxicology.  Drug  abuse  may  be 
considered  as  an  area  for  the  much  touted 
multidisciplinary  attack.  Before  action  can 
be  initiated,  however,  a description  is  re- 
quired. 

The  present  report  is  one  attempt  at  de- 
scribing one  aspect  of  drug  usage  in  only  one 
relatively  small  area  of  Nebraska.  At  pres- 
ent there  exist  scores  of  “Drug  Surveys,” 
all  providing  various  degrees  of  information, 
and  unfortunately,  misinformation  on  drug 
use  among  selected  populations.  The  results 
of  these  studies  have  indicated  that  usage 
may  vary  markedly  even  in  apparently  sim- 
ilar areas.1’2  Regardless  of  how  the  prob- 
lem is  defined,  where  investigated,  or  how 
it  is  investigated,  researchers  have  conclud- 
ed that  there  is  a widespread  use  of  illegal 
substances,  and  there  is  little  indication  that 
this  behavior  is  subsiding.3-  4> 5 

Within  the  state  of  Nebraska  there  has 
been  a great  deal  of  publicity  and  concern 
about  drug  usage  as  evidenced  in  the  many 
seminars,  conferences,  committees,  councils, 
etc.  At  present,  however,  there  has  been  un- 
fortunately little  concrete  evidence  to  de- 
scribe the  nature  of  the  suspected  problem  or 
the  individuals  involved  in  these  activities. 
The  present  report  is  an  attempt  to  share 
some  of  the  information  compiled  on  the 
use  of  illegal  substances  at  the  University 
of  Nebraska  in  Lincoln. 

Method 

In  December,  1970,  an  anonymous  ques- 
tionnaire concerning  health  attitudes  and 
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practices  was  mailed  to  a stratified  random 
sample  of  10%  of  the  20,810  students  en- 
rolled at  UNL.  Of  the  2,037  questionnaires 
distributed,  826  were  returned  through  the 
campus  mail  for  a return  rate  of  slightly 
greater  than  40%.  Four  of  the  questionnaires 
were  unusable  and  16  were  too  late  to  be 
processed,  thus  resulting  in  a final  sample 
of  806. 

To  determine  if  the  sample  was  representa- 
tive of  the  entire  student  body,  return  rates 
were  computed  for  various  groupings  of  stu- 
dents. These  results  are  presented  in  Table 
1.  From  this  table  it  is  apparent  that  the 
sample  is  representative  of  the  student  body 
when  examined  in  terms  of  the  respondent’s 
sex  and  year  in  school.  When  the  return 
rate  is  examined  in  terms  of  eight  academic 
divisions,  it  is  found  that  the  professional 
students,  comprising  approximately  5%  of 
the  student  body  are  greatly  over-represent- 
ed. This  is  at  least  partly  due  to  a catalog- 
ing error  where  the  preprofessional  students 
were  placed  in  this  category.  There  is  also 
a smaller  over-representation  of  dormitory 
residents  when  compared  with  three  other 
residence  areas. 

The  questionnaire  provided  the  respondent 
with  a list  of  substances  and  he  was  asked 
to  categorize  his  experience  with  each  sub- 
stance as  follows:  “Not  Used,”  “Occasion- 
ally,” or  “Frequently”  used.  In  all  cases, 
experience  was  defined  as  the  nonmedical 
use  of  the  substance. 
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Results  and  Discussion 

The  relative  percentages  of  responses  to 
the  various  items  are  presented  in  Table  2. 
Comparison  of  this  data  with  other  sur- 
veys is  difficult  due  to  the  fact  that  usage 
is  defined  in  many  different  ways  (some  of 
the  definitions  employed  have  been;  “ever 
used,”  “used  in  last  30  days,”  “history  of 
use,”  “2  times  a day,”  “more  than  once  a 
month,”  etc.).  To  facilitate  comparison, 
only  gross  usage  rates  will  be  used.  It  must 
be  remembered  that  gross  usage  rates  will 
confound  the  drug  experimenter,  the  occa- 
sional user,  and  the  chronic  user  of  the  il- 
legal substance.6  With  this  note  of  caution, 
a “drug  user”  will  be  defined  as  an  individual 
who  admits  to  any  nonmedical  use  of  the 
listed  substances.  Again,  the  majority  of 
this  group  are  not  “drug  users”  in  the  popu- 
lar sense  of  the  word. 

To  provide  some  perspective  of  the  mag- 
nitude of  drug  usage,  it  is  instructive  to 
compare  the  usage  rates  for  UNL  with  those 

Table  1 

THE  COMPOSITION  OF  THE  RESPONDENT 
GROUP 

The  overall  average  rate  of  return  = 38.7 

replies  per  1,000  students. 


SEX 

N Rate 

Male 486  37 

Female 319  41 

YEAR  IN  SCHOOL 

N Rate 

Freshman  198  34 

Sophomore  168  42 

Junior 135  32 

Senior 152  52 

Graduate  141  45 

ACADEMIC  MAJOR 

N Rate 

Agriculture  34  24 

Arts  and  Science 121  26 

Business  63  30 

Engineering  59  25 

Home  Economics  39  42 

Teachers  174  40 

Professional  98  108 

Graduate 110  35 

RESIDENCE 

N Rate 

Off-Campus  — with  parents 80  26 

Off-Campus  — other  331  33 

On-Campus  — dorm 303  58 

On-Campus  — Greek  68  33 


found  by  other  studies  on  similar  popula- 
tions. A Gallup  Poll  on  a national  sample  of 
college  students  was  conducted  at  about  the 
same  time  as  the  present  survey.7  The  usage 
rates  reported  by  Gallup  were  based  upon 
responses  to  a category  called  “ever  used.” 
Generally  what  was  found  was  that  mari- 
juana was  used  by  42%  of  all  students  sam- 
pled for  a usage  rate  twice  that  found  at 
UNL  (21%).  For  the  other  substances,  the 
national  usage  rates  were  from  3 to  5 times 
that  found  at  UNL.  The  only  exceptions 
were  the  use  of  alcohol,  where  the  UNL  fig- 
ures were  similar  to  those  found  nationally, 
and  mescaline,  a substance  for  which  the 
usage  rate  was  not  reported. 

While  drug  usage  at  UNL  appears  to  be 
at  a relatively  low  rate  compared  to  the 
prevalence  found  nationally,  a somewhat  dif- 
ferent picture  emerges  when  the  UNL  ex- 
perience is  compared  with  that  found  at  the 
University  of  Oregon  three  years  ago.8  In 
using  these  figures,  the  use  of  each  sub- 
stance, with  the  exception  of  mescaline  which 
again  was  not  reported,  at  UNL  is  almost 
identical  to  that  found  in  Oregon  three  years 
ago.  This  finding  indicates  that  there  may 
indeed  be  a “ripple  effect”  where  the  drug  use 
is  expected  to  spread,  with  time,  from  the 
coasts.  Documentation  for  such  an  effect 
will  only  come  from  future  studies  which 
monitor  the  changes  in  usage  rates. 

At  present,  there  are  many  popularly  held 
beliefs  about  the  drug  user.  These  opinions 
range  from  the  assertion  that  drug  use  is 
encountered  in  only  small  subcultures  found 


Table  2 

THE  RELATIVE  PERCENTAGE  OF  RESPONSES 
INDICATING  THE  NONMEDICAL  USAGE 
OF  VARIOUS  SUBSTANCES 


RESPONSE 

SUBSTANCE  Not  Used  Occasionally  Frequently 

Alcohol  14%  66  % 19  % 

Cigarettes 69  14  16 

Marijuana 79  14  7 

Mescaline  84  5 1 

Amphetamines 93  4 0.5 

LSD  and 

Hallucinogens  95  3 1 

Barbiturates 95  3 0 

Opiates  98  0.7  0.4 


Totals  not  reaching  100%  are  due  to  rounding 
or  lack  of  response  to  some  items. 
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within  the  University  to  a belief  that  drug 
use  is  evenly  spread  throughout  the  Uni- 
versity. In  an  attempt  to  describe  better 
those  students  indicating  drug  usage,  sep- 
arate analyses  were  made  on  the  students 
admitting  to  any  use  of  illegal  substances. 
The  use  of  alcohol  by  minors  was  not  includ- 
ed in  these  analyses. 

Of  the  806  respondents,  191  indicated  some 
usage  of  the  illegal  substances.  The  median 
age  of  this  “usage”  group  was  20.6  years, 
w'hile  the  median  age  of  the  “nonusage” 
group  was  20.8  years.  Prevalence  rates  w^ere 
computed,  using  the  entire  sample  as  the 
population  at  risk.  These  are  given  in  Table 
3. 

The  analysis  of  reported  drug  usage  in 
terms  of  selected  population  characteristics 
reveals  several  things.  Probably  the  most 
obvious  finding  is  that  the  use  of  illegal 
substances  has  permeated  all  of  the  student 
groupings  used  here.  Prevalence  rates  based 

Table  3 

PREVALENCE  RATES  FOR  ILLEGAL  DRUG 


USE  BASED  UPON  A SAMPLE 
OF  806  STUDENTS 

SEX 


Male 

N 

126 

Rate/1000 

259 

Female 

65 

204 

Single 

MARITAL 

STATUS 

N 

162 

Rate/1000 

269 

Married 

23 

120 

Freshman 

YEAR  IN 

SCHOOL 

N 

47 

Rate/1000 

237 

Sophomore 

41 

244 

Junior 

36 

267 

Senior 

39 

257 

Graduate 

26 

184 

Agriculture 

ACADEMIC 

: MAJOR 

N 

6 

Rate/1000 

176 

Arts  and  Science 

38 

314 

Business 

18 

286 

Engineering 

14 

237 

Home  Economics 

5 

128 

Teachers 

33 

190 

Professional 

17 

174 

Graduate 

18 

164 

Off-Campus 

RESIDENCE 

N 

— with  parent 31 

Rate/1000 

388 

Off-Campus 

— other 

72 

218 

On-Campus 

— dorm 

67 

221 

On-Campus 

— Greek 

16 

235 

on  the  sample  indicate  that  the  rate  of 
usage  is  only  slightly  lower  for  females  than 
for  males,  lower  among  the  married  stu- 
dents than  among  the  single  students,  and 
appears  with  similar  frequencies  for  the 
various  years  in  school.  In  terms  of  academic 
divisions  as  well  as  gross  living  areas,  there 
are  some  fluctuations  of  prevalence  but 
essentially  no  area  has  been  ignored. 

Summary 

A drug  use  survey  was  distributed  to  a 
random  sample  of  10%  of  the  registered 
University  students.  The  respondent  group 
was  examined  and  found  to  be  generally  rep- 
resentative of  selected  characteristics  of  the 
University  population. 

The  pattern  of  drug  usage,  defined  in 
very  general  terms,  was  found  to  be  similar 
to  that  found  in  other  surveys  but  on  a 
much  reduced  scale. 

In  an  attempt  to  examine  selected  charac- 
teristics of  those  indicating  some  experience 
with  illegal  substances,  several  analyses 
were  made.  It  was  found  that  while  there 
were  certain  fluctuations,  the  use  of  these 
substances  had  permeated  all  of  the  exam- 
ined areas  of  student  life.  These  groupings 
included  sex,  marital  status,  year  in  school, 
academic  area,  and  living  units. 

At  the  present  time,  it  would  be  premature 
to  speculate  on  what  the  future  holds.  It 
does  not  appear  that  UNL  is  experiencing  an 
“epidemic”  of  drug  abuse.  This  is  particu- 
larly meaningful  wrhen  one  considers  the  con- 
fusion and  panic  wThich  has  greeted  the  epi- 
demics of  drug  abuse  in  other  parts  of  the 
country.  The  relatively  low  prevalence  of 
use  of  illegal  substances  has  permitted  the 
rational  development  of  programs  aimed  at 
prevention  as  w^ell  as  treatment.  Such  pro- 
grams must,  however,  be  coupled  with  a 
mechanism  for  continued  surveillance  and  a 
better  description  of  the  intensity  and  fre- 
quency of  the  use  for  the  various  illegal  sub- 
stances. 
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Physiologic  Splitting  of  the  Second 
Heart  Sound  in  Atrial  Septal  Defects 


THE  clinical  evaluation  of  the  sec- 
ond heart  sound  has  become  ex- 
tremely valuable  in  the  diag- 
nosis of  an  atrial  septal  defect.1*3  Fixed 
splitting  or  at  a minimum,  expiratory  split- 
ting of  the  second  heart  sound  has  become 
almost  mandatory  before  a clinical  diagnosis 
of  an  atrial  septal  defect  will  be  made.  It 
is  our  purpose  to  present  two  patients  with 
normal  physiologic  splitting  of  the  second 
heart  sound  who  had  atrial  septal  defects. 

Case  Reports 

Case  No.  1 — This  patient  is  a 55 
year  old  white  female  who  was  referred 
to  the  Creighton  University  Medical 
Center  for  Cardiac  evaluation.  Her 
referral  was  indicated  because  of  in- 
creasing shortness  of  breath  and  dysp- 
nea on  exertion  of  two  months  duration. 
Approximately  11  years  prior  to  admis- 
sion a heart  murmur  was  first  heard. 
However,  she  remained  asymptomatic 
until  approximately  four  years  prior  to 
admission  when  she  suffered  a mild  cere- 
brovascular accident  with  transient 
right  facial  paresis  and  mild  dysarthria. 
Following  that  episode  she  noted  the  on- 
set of  dyspnea  on  exertion.  This  be- 
came progressively  worse  over  the  last 
12  to  18  months  in  spite  of  diuretic  and 
digitalis  therapy.  At  the  time  of  ad- 
mission she  was  unable  to  climb  even  one 
flight  of  stairs.  The  patient  denies  or- 
thopnea, paroxysmal  nocturnal  dyspnea, 
palpitation,  dizziness,  vertigo,  chest 
pain,  or  peripheral  edema.  Her  main- 
tenance therapy  at  the  time  of  admis- 
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sion  was  Lasix  20  mg  daily  and  digitoxin 
0.1  mg  daily. 

Review  of  the  past  history  revealed  a 
tubal  pregnancy  in  1943,  cholecystec- 
tomy in  1957,  subtotal  thyroidectomy  for 
nodular  goiter  in  1958,  and  subtotal  hys- 
terectomy for  fibroid  in  1961.  There 
was  also  a past  history  of  maturity  on- 
set diabetes  of  two  years  duration 
treated  with  an  oral  hypoglycemic  agent. 

Physical  examination  revealed  a well 
developed,  well  nourished  white  female 
in  no  apparent  distress.  Weight  was  159 
lb,  height  5 feet,  blood  pressure  150/90, 
respirations  20/minute  and  not  labored, 
pulse  80/minute  and  regular.  The  ex- 
amination of  the  head,  ears,  eyes,  nose, 
and  throat  was  not  remarkable.  Exam- 
ination of  the  neck  revealed  no  venous 
distention,  a well  healed  thyroidectomy 
scar,  and  the  thyroid  gland  was  not  palp- 
able. The  lungs  were  clear  to  ausculta- 
tion and  percussion.  The  PMI  was  palp- 
able at  the  anterior  axillary  line  in  the 
sixth  intercostal  space.  There  was  no 
palpable  thrill.  The  first  heart  sound 
was  of  normal  intensity.  The  second 
heart  sound  was  of  normal  intensity 
and  physiologically  split.  There  was  a 
grade  III/ VI  systolic  ejection  murmur 

*Fellow  in  Cardiology,  Department  of  Medicine,  Creighton 
University,  Omaha,  Nebraska  ; present  address  and  request  for 
reprints : Department  of  Cardiology,  Archbishop  Bergan  Mercy 

Hospital,  7500  Mercy  Road,  Omaha,  Nebraska  68124. 
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heard  best  in  the  pulmonic  region  radi- 
ating well  toward  the  left  clavicle. 
There  were  no  diastolic  murmurs.  The 
liver  wTas  palpable  2 cm  below  the  right 
costal  margin  and  was  not  tender.  The 
spleen  and  kidneys  were  not  palpable. 
Genital  and  rectal  examinations  were  not 
remarkable.  The  peripheral  pulses  were 
all  easily  palpable  and  equal  bilaterally. 
The  neurological  examination  was  un- 
remarkable. 

The  only  pertinent  laboratory  data 
was  a twro  hour  postprandial  blood  sug- 
ar of  327  mg%.  At  cardiac  fluoros- 
copy, there  was  enlargement  of  right 
and  left  ventricles  and  marked  pulsa- 
tion of  the  pulmonary  arteries  down  to 
the  tertiary  branches.  The  ECG  re- 
vealed right  axis  deviation,  incomplete 
right  bundle  branch  block,  clockwise  ro- 
tation, and  diffuse  nonspecific  myocar- 
dial changes  some  of  which  could  be 
secondary  to  the  medication.  An  ex- 
ternal phonocardiogram  demonstrated 
normal  physiologic  splitting  of  the  sec- 
ond heart  sound.  See  Figure  1,  Table  1. 


Right  heart  catheterization  confirmed 
a precatheterization  diagnosis  of  an 
atrial  septal  defect  and  no  evidence  of 
pulmonary  hypertension.  The  pulmon- 
ary flow  to  systemic  flow  ratio  was  3:1. 
Approximately  2 weeks  later,  surgery 
was  performed  and  a large  secundum 
type  atrial  septal  defect  was  found, 
measuring  4 cm  in  length  and  1 cm  in 
width,  which  wTas  successfully  closed. 

Case  No  2 — This  is  a 20  year  old 
Indian  female  who  was  transferred  to 
the  Creighton  Medical  Center  for  cardiac 
catheterization.  The  patient  had  a his- 
tory of  a heart  murmur  with  an  en- 
larged heart  of  at  least  6 years  duration. 


Table  1 


Case  1 — 

Inspiration  Expiration 

S1-A2  300  msec  300  msec 

S1-P2  348  msec  318  msec 

Diff.  A2-P2 48  msec  18  msec 

Case  2 

S1-A2  320  msec  320  msec 

S1-P2  390  msec  348  msec 

Diff.  A2-P2 70  msec  28  msec 


Figure  1,  Case  1.  Phonocardiogram  taken  along  the  left  sternal  border  in  the  second  intercostal  space.  Demon 
strates  physiologic  splitting  of  the  second  heart  sound. 
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One  month  prior  to  admission,  the  pa- 
tient developed  symptoms  of  increasing 
fatigability,  lassitude,  and  increasing 
shortness  of  breath  on  exertion.  There 
were  no  symptoms  of  orthopnea,  pa- 
roxysmal nocturnal  dyspnea,  peripheral 
edema,  hemoptysis,  or  chest  pain.  There 
was  no  history  of  a murmur  at  birth  or 
rheumatic  fever. 

The  past  history,  review  of  systems, 
and  family  history  were  unremarkable. 

Physical  examination  revealed  a well 
developed,  well  nourished  20  year  old 
Indian  female  in  no  acute  distress. 
Blood  pressure  was  100/70,  temperature 
98.4,  pulse  80  and  regular,  respirations 
18  and  not  labored.  Examination  of  the 
head,  ears,  eyes,  nose,  and  throat  was 
unremarkable.  There  was  no  neck  vein 
distention,  and  the  thyroid  gland  was 
palpable  but  not  enlarged.  The  lungs 
were  clear  to  auscultation  and  percus- 
sion. Examination  of  the  heart  revealed 
a left  parasternal  heave,  and  the  PMI 
was  in  the  sixth  intercostal  space  2 cm 


medial  to  the  anterior  axillary  line.  No 
thrills  were  palpable.  The  rhythm  was 
regular,  and  the  first  heart  sound  was 
of  normal  intensity.  The  second  heart 
sound  was  physiologically  and  widely 
split  with  an  accentuation  of  the  pul- 
monic closing  sound.  A grade  III/VT 
systolic  ejection  murmur  was  heard  best 
at  the  second  left  intercostal  space  and 
a grade  II/VI  middiastolic  flow  mur- 
mur was  also  heard  at  the  fourth  right 
intercostal  space  and  along  the  left 
sternal  border.  There  was  no  hepato- 
splenomegaly.  Extremities  demonstrat- 
ed no  peripheral  edema.  All  peripheral 
pulses  were  easily  palpable  and  equal  bi- 
laterally. Neurologic  examination  was 
not  remarkable.  The  ECG  showed 
sinus  rhythm,  right  axis  deviation,  and 
incomplete  right  bundle  branch  block. 
At  cardiac  fluoroscopy,  there  was  right 
ventricular  enlargement  and  increase  in 
the  pulmonary  vasculature  with  marked 
increase  in  pulmonary  artery  pulsations. 
An  external  phonocardiogram  revealed 
normal  physiologic  splitting  of  the  sec- 
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ond  heart  sound.  See  Figure  2,  Table 
1.  At  cardiac  catheterization  an  atrial 
septal  defect  was  found.  No  pulmonary 
hypertension  was  detected.  The  pul- 
monary flow  to  systemic  flow  was  3.6:1. 
At  time  of  surgery  a 2.5  cm  in  diameter 
secundum  type  atrial  septal  defect  was 
successfully  repaired. 

Discussion 

Precise  evaluation  of  the  second  heart 
sound  is  an  extremely  important  part  of  the 
cardiac  examination.  The  physician  must  be 
able  to  distinguish  physiologic  splitting, 
fixed  splitting,  and  paradoxical  splitting  of 
the  second  heart  sound  in  the  pulmonic  area. 
Physiologic  splitting  follows  inspiration  dur- 
ing which  the  negative  intrathoracic  pres- 
sure draws  blood  into  the  right  heart  from 
its  systemic  venous  reserve.  The  increased 
stroke  volume  in  the  right  ventricle  following 
inspiration  produces  prolongation  of  right 
ventricular  systole  and  delays  closure  of  the 
pulmonic  valve.  Inspiration,  however,  pro- 
duces a decrease  in  left  ventricular  stroke 
volume,  thereby  producing  early  aortic 
valve  closure.  Both  of  these  events  con- 
tribute to  physiologic  splitting  of  the  second 
heart  sound.  Conversely,  expiration  causes 
an  increase  in  left  ventricular  stroke  volume 
and  a decrease  in  right  ventricular  stroke 
volume.  This  produces  a late  aortic  valve 
closure  and  early  pulmonic  valve  closure,  both 
contributing  to  minimal  splitting  of  the  sec- 
ond heart  sound  during  expiration.4-7 

In  patients  with  atrial  septal  defects, 
aortic  and  pulmonic  valve  closure  are  wide- 
ly split  during  inspiration  and  the  split  re- 
mains fixed  on  the  expiration.  One  of  the 
explanations  for  fixed  splitting  of  the  sec- 
ond heart  sound  in  patients  with  atrial  septal 
defects  assumes  that  the  large  shunt  asso- 
ciated with  most  atrial  septal  defects  does 
not  significantly  increase  the  right  ventricu- 
lar stroke  output  during  inspiration  or  that 
right  ventricular  stroke  output  does  not  de- 
crease during  expiration  and  the  split  re- 
mains fixed.8  Braunwald  et  al9  postulated 
another  mechanism  to  explain  fixed  split- 
ting of  the  second  heart  sound.  The  two 
atria  form  a common  reservoir  for  the  filling 
of  the  ventricles.  The  effect  of  inspiration 
on  stroke  flow  of  the  ventricles  will  be  deter- 


mined by  the  net  effect  of  inspiration  on  the 
inflow  into  this  common  atrial  reserve. 
When  the  inspiratory  augmentation  of  the 
systemic  venous  return  is  balanced  by  an 
equal  decrease  in  pulmonary  venous  return, 
no  significant  inspiratory  change  of  S2  oc- 
curs. Also  the  left  to  right  shunt  decreases 
during  inspiration  and  increases  during  ex- 
piration. Therefore,  they  postulated  that 
fixed  splitting  of  the  second  heart  sound  is 
due  to  reciprocal  changes  in  the  magnitude 
of  the  left  to  right  shunt  and  the  systemic 
venous  inflow  into  the  right  ventricle  dur- 
ing expiration. 

Our  cases  demonstrated  moderate  move- 
ment of  the  pulmonic  component  of  the  sec- 
ond heart  sound.  In  case  1,  the  inspiratory 
and  expiratory  difference  was  30  millisec- 
onds; and  in  case  2,  42  milliseconds.  Clinic- 
ally, we  were  unable  to  detect  any  expira- 
tory splitting  of  the  patient’s  second  heart 
sound.  The  usual  explanation  for  physio- 
logic splitting  of  the  second  heart  sound  or 
movement  of  the  pulmonic  component  of  the 
second  heart  sound  in  atrial  septal  defect  is 
the  presence  of  a small  shunt.9  Both  of  our 
cases  manifested  moderate  size  defects  as 
demonstrated  by  a pulmonary  flow-systemic 
flow  ratio  of  3:1  and  3.6:1  respectively.  Also, 
both  cases  had  surgery;  case  1 had  a 4 cm 
x 1 cm  defect,  and  case  2 had  an  atrial  septal 
defect  2.5  cm  in  diameter. 

The  possibility  that  the  pulmonic  valve 
closure  was  fixed  but  that  the  aortic  valve 
closure  was  early  in  inspiration  and  delayed 
in  expiration  producing  normal  splitting  of 
the  second  heart  sound  was  considered.  How- 
ever, the  S1-A2  duration  is  never  more  than 
one  millisecond,  and  the  S1-P2  duration  dif- 
fered by  30  and  42  milliseconds  respectively, 
confirming  definite  respiratory  movement  of 
the  pulmonic  valve  closure  sound. 

We  offer  no  explanation  for  the  physiologic 
splitting  of  the  second  heart  sound  in  mod- 
erate size  atrial  septal  defects,  but  simply 
report  the  findings  in  these  two  patients. 
These  cases  cause  some  question  of  the  gen- 
erally accepted  explanation  of  fixed  splitting 
of  the  second  heart  sound  in  atrial  septal  de- 
fects, together  with  reported  incidences  of 
fixed  splitting  persisting  after  the  atrial 
septal  defects  have  been  surgically  closed.10- 11 
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Summary 

Two  cases  of  moderate  size  atrial  septal  de- 
fects with  physiologic  splitting-  of  the  sec- 
ond heart  sound  are  presented.  The  phono- 
cardiographic  findings  are  reviewed,  togeth- 
er with  a review  of  the  hemodynamic  mech- 
anisms involved  in  physiologic  and  fixed 
splitting  of  the  second  heart  sound. 
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President  s Page 


It  seems  inappropriate  to  be  writing  my 
last  article  for  the  President’s  Page  in  Febru- 
ary but  such  are  the  peculiarities  of  the 
publishing  business.  Much  of  the  year’s  pro- 
gram remains  to  be  completed,  but  I believe 
it  has  been  a year  of  real  progress  for  the 
NMA.  Through  the  efforts  of  many  of  our 
members,  we  now  have  a group  malpractice 
program,  a functioning  peer  review  system, 
and  a much  improved  public  relations  pro- 
gram. During  the  past  year,  the  NMA  role 
of  participation  in  Regional  Medical  Pro- 
grams has  been  clarified  by  reorganization. 
Our  legislative  program  so  far  this  year 
shows  promise  of  success  and  achievement 
of  several  goals  including  a reasonable 
statute  of  limitations  for  professional  lia- 
bility. These  accomplishments  should  be  a 
source  of  real  pride  to  each  member,  and 
will  hopefully  make  the  practice  of  medicine 
better  for  both  physician  and  patient. 

The  past  year  I’m  sure  will  forever  be  a 
true  highlight  of  my  life.  It  has  been  a 
pleasure  and  privilege  to  represent  the  physi- 
cians of  Nebraska  to  the  best  of  my  ability. 
I would  like  to  offer  a deep  sincere  thank- 
you  for  the  opportunity  you  provided  me 
as  well  as  your  diligent  assistance  during 
my  term  as  your  president.  I feel  I must 
also  offer  my  gratitude  for  the  opportunity 
to  broaden  my  own  knowledge  during  the 
past  year. 

The  practice  of  medicine  still  faces  many 
problems  with  deep  issues  which  must  be 
faced.  Political  involvement  in  health  af- 
fairs has  been  increasing  even  without  na- 
tional health  insurance  and  no  end  is  in 
sight.  “Gut  issues”  of  medical  manpower 
and  its  distribution,  medical  education, 
allied  health  personnel,  and  medical  care 
financing  remain,  and  each  requires  a 
large  amount  of  physician  involvement  to 
meet  the  need  and  still  maintain  our  basic 
freedoms. 

The  Nebraska  Medical  Association  can 
look  forward  with  confidence  to  the  leader- 


ship of  Dr.  Frank  P.  Stone  during  the  next 
year.  Dr.  Stone  has  long  distinguished  him- 
self in  both  the  service  and  the  art  of  medi- 
cine by  his  practice  of  orthopedics.  Like- 
wise, he  has  served  his  fellow  physicians 
and  the  state  of  Nebraska  in  many  capaci- 
ties, each  time  building  for  the  future  with 
sound  judgment  and  prudent  action. 

Before  closing  I would  like  to  express  a 
special  note  of  gratitude  for  the  staff  in  our 
Lincoln  office.  Mr.  Neff,  Mr.  Schellpeper, 
Mary,  Pam,  and  Pat  have  been  invaluable, 
and  I feel  our  association  is  indeed  fortunate 
to  have  one  of  the  outstanding  staffs  of  any 
state  medical  association. 

Again  a sincere  thank-you. 

Roger  D.  Mason,  M.D. 
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Between  Cases 


Who  transplants  sustains. 

When  we  transplant  a heart,  we  have  to 
remember  that  the  arteries  aren’t  too  good, 
the  brain  won’t  work  as  well,  the  lungs 
can’t  possibly  be  what  they  used  to  be,  and 
the  kidneys  will  last  for  only  a few  more 
years  (whichever  comes  first) ; so  what  we 
want,  and  what  we’re  aiming  for,  is  total 
body  transplant.  Like  you  have  a son,  and 
you  know  you’re  not  going  to  live  forever. 
Or  what  they  used  to  call  reincarnation. 

It’s  true. 

Carrion  died  of  Carrion’s  disease. 


Where  are  the  snows? 

He  must  have  said  measurable , but  it 
sounded  like  “25  %”  chance  of  miserable  pre- 
cipitation.” I don’t  think  it  was  rain  he  was 
talking  about,  it  was  that  white-to-gray 
stuff  that  comes  in  flakes  and  goes  in  shov- 
els, and  I’ll  string  along  with  miserable. 
Like  we  used  to  call  3.2  beer  “three  dismal 
two.” 


SID. 

Sudden  infant  death  in  the  home  is  a per- 
plexing problem,  and  too  many  solutions 
have  been  offered.  But  do  babies  die  sud- 
denly in  the  hospital,  too?  I’ve  wondered 
about  that.  Now  a British  writer  says  he 
has  seen  it  happen,  and  four  times,  no  less. 
But  in  one  study,  there  were  no  sudden  in- 
fant deaths  in  the  hospital,  other  than  six 
who  were  admitted  in  extremis.  Still,  we 
all  die  suddenly,  don’t  we? 


Long  livers. 

Neurological  examinations  can  be  dan- 
gerous, but  then  I knew  that,  what  with  all 
that  hitting  you  with  hammers  and  worse. 
A doctor  suggests  that  if  the  same  pin  is 
used  to  test  sensation  in  several  patients, 
it  may  transmit  hepatitis.  I think  so,  too. 


It’s  true. 

Pott  had  Pott’s  fracture. 


C for  cholesterol. 

A physician  in  the  United  Kingdom  thinks 
serum  cholesterol  can  be  lowered  and  arterial 
cholesterol  mobilized  by  eating  vitamin  C. 
I’d  rather  eat  vitamin  C than  not  eat  choles- 
terol or  whatever  cholesterol  is  in,  like  steak 
and  potatoes  and  butter  and  eggs  and  gravy 
and  ice  cream,  and  all  the  good  things  there 
are  to  eat.  I’ll  try  vitamin  C;  I’ll  try  any- 
thing. 


0 to  be  in  England. 

I just  found  out  that  in  England  they 
say  anti-bounce  clip  for  what  we  call  a 
shock  absorber,  and  they  call  a chain  store 
a multiple  shop.  I knew  that  our  highball 
is  their  whiskey  and  soda,  but  that  would 
hardly  apply  to  bourbon  and  water;  and 
when  you’ve  had  too  many,  they  call  a chuck- 
er-out.  Holy  smoke  and  for  Pete’s  sake. 
When  they  say  they’re  eating  marrow,  we 
call  it  squash. 


Hair. 

After  all  these  years  of  looking  with  dis- 
may at  the  OR  nurse’s  long  hair  and  small 
cap,  the  nurses  have  now  asked  (AORNJ 
15:149)  how  they  are  to  make  long-haired 
surgeons  cover  their  hair. 

You  can  have  it. 

Screeching  (I  think  they  call  them  sing- 
ing) commercials. 

Grocery  store  games. 

Daylight  saving  time. 

— F.C. 
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Wash  ingtoN o tes 


Social  security  amendments 

The  Senate  Finance  Committee  has  com- 
pleted public  hearings  on  the  catch-all  social 
security  amendments  bill  (H.R.  1)  and  is 
expected  to  approve  legislation  soon  contain- 
ing important  peer  review  changes  in  Medi- 
care and  Medicaid  and  a national  catastro- 
phic protection  plan. 

As  approved  by  the  House  last  spring,  the 
bill  was  much  the  same  as  the  one  that  went 
through  the  previous  congress  only  to  be 
stalled  when  there  wasn’t  time  at  the  end 
of  the  session  to  reconcile  differences  in  the 
House  and  Senate  versions. 

The  bill  before  the  committee  would: 

— Authorize  health  maintenance  organiza- 
tion (HMO)  experiments. 

— Extend  Medicare  to  disabled  social  se- 
curity beneficiaries;  authorize  experi- 
ments with  peer  review  mechanisms. 

— Restrict  physicians’  fee  increases  to  a 
cost-of-living  index. 

— Give  the  HEW  Department  stronger  po- 
licing powers  over  abuses. 

— Authorize  experiments  with  prospective 
payments  to  institutions. 

In  a statement  filed  with  the  Senate  Fi- 
nance Committee,  the  American  Medical  As- 
sociation commented  on  a number  of  provi- 
sions of  the  proposed  legislation.  With  re- 
spect to  the  catastrophic  protection  plan,  the 
AMA  advised  against  its  adoption,  saying: 
“We  believe  that  catastrophic  coverage,  to 
achieve  its  purpose,  must  be  tied  in  with 
adequate  basic  coverage  in  order  to  afford 
the  best  range  of  protection.”  The  Asso- 
ciation recommends  in  its  place  that  the 
basic  and  catastrophic  provisions  of  its 
own  Medicredit  proposal  be  adopted  by  the 
Committee. 

With  respect  to  the  Health  Maintenance 
Organization  (HMO)  provision  of  the  bill, 
the  AMA  statement  noted  that  under  sep- 
arate legislation  “an  effort  is  underway  to 


bring  HMO’s  into  existence  without  evi- 
dence of  their  economic  justification  or  via- 
bility without  continuing  federal  subsidy 
after  being  established.” 

The  AMA  statement  also : 

— Opposed  the  proposed  Medicare  limits 
of  75  percent  on  prevailing  charge  lev- 
els, stating  “we  know  of  no  such  direct 
statutory  limitations  on  prices,  wages 
or  charges  in  other  private  sectors  of 
the  economy.” 

— Opposed  as  “unjustifiably  repetitive” 
a further  study  of  inclusion  of  chiro- 
practic benefits  under  Medicare. 

— Said  needy  disabled  should  be  covered 
under  Medicaid  rather  than  included 
in  toto  under  Medicare  and  thus  chang- 
ing the  concept  of  Medicare  as  a pro- 
gram for  those  over  age  65. 

— Opposed  any  federal  restrictions  on 
drugs  physicians  may  prescribe  for  pa- 
tients covered  under  federal  programs. 

— Urged  the  Committee  to  extend  for  five 
years  maternal  and  child  health  pro- 
grams of  social  security. 

Kennedy 

Sen.  Edward  Kennedy  (D.,  Mass.)  has 
promised  the  California  Medical  Association 
his  Senate  Health  Subcommittee  would  not 
make  public  information  contained  in  the 
working  papers  involved  in  the  CMA’s  med- 
ical staff  survey  of  hospitals.  The  senator 
said  the  papers  would  be  treated  as  confi- 
dential documents  and  examined  only  under 
special  committee  rules  at  closed  sessions. 

A provision  of  the  catch-all  social  security 
bill  (H.R.  1)  before  the  Senate  Finance 
Committee  establishes  peer  review  organiza- 
tions nationally  under  Medicare  and  Med- 
icaid. Thus,  the  confidentiality  of  working 
peer  review  papers  may  become  a problem 
that  congress  will  have  to  settle. 

Although  Kennedy’s  decision  to  examine 
the  papers  only  in  closed  sessions  was  a sig- 
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nificant  concession,  the  CMA  still  was  com- 
pelled to  turn  over  all  of  the  information 
requested  including  the  working  papers,  to 
the  Subcommittee. 


Health  department  in  the  cabinet? 

A cabinet-level  department  of  health  is 
slated  to  receive  a serious  push  in  congress 
this  year,  though  time  won’t  permit  enact- 
ment. Rep.  Paul  Rogers  (D.,  Fla.)  influen- 
tial chairman  of  the  House  Health  Subcom- 
mittee, plans  to  introduce  legislation  and 
hold  hearings. 

However,  the  Administration  opposes  the 
plan.  President  Nixon’s  moribund  cabinet 
reorganization  plan  moves  in  the  opposite 
direction,  calling  for  the  Health,  Education, 
and  Welfare  Department  to  be  changed  to  a 
Department  of  Human  Resources  with  added 
welfare  programs  from  Labor  and  Agricul- 
ture Departments  lumped  in. 

From  the  standpoint  of  size  and  import- 
ance, health  ranks  a cabinet  spot.  Federal 
outlays  for  health  next  fiscal  year  are  put 
at  $25.5  billion,  10.3  percent  of  all  federal 
expenditures.  However,  Administration  sup- 
porters argue  it  makes  sense  to  contain 
within  one  umbrella  most  programs  involv- 
ing health  and  welfare  as  they  are  intimate- 
ly connected  and  need  single  supervision. 

Backers  of  a health  department  contend 
that  health  gets  short  changed  because  it 
doesn’t  have  cabinet  clout. 


Marihuana 

The  legalized  use  of  marihuana  would 
appear  a long  way  off  despite  reports  show- 
ing growing  support  for  “decriminalization.” 
Only  continued  increase  of  marihuana  smok- 
ing over  a number  of  years  and  a new  gen- 
eration of  lawmakers  could  bring  about 
climate  for  legalization,  congressional  ex- 
perts predict.  However,  scaling  penalties 
further  down,  especially  for  use,  is  a real 
possibility.  The  National  Commission  on 
Marihuana  and  Drug  Abuse  is  reported 
ready  to  recommend  dropping  all  criminal 
sanctions  against  private  use,  but  this  falls 


short  of  legalization,  as  sellers  and  importers 
would  continue  to  be  subject  to  criminal  ac- 
tion. 

Alcohol 

The  government  has  elevated  alcoholism 
as  a priority  target  with  submission  to  con- 
gress of  the  first  special  report  on  alcohol 
and  health.  The  report  contains  current  in- 
formation on  the  health  consequences  of 
using  alcoholic  beverages.  No  recommenda- 
tions for  legislative  action  are  being  sub- 
mitted at  present. 

A $200,000  radio-TV  ad  campaign  has 
been  started  by  the  HEW  Department  to 
call  the  public’s  attention  to  warning  signs 
of  alcoholism  and  to  discourage  drinking 
to  excess.  Although  the  first  efforts  will  be 
made  in  the  public  education  field,  the  gov- 
ernment’s prime  emphasis  remains  on  re- 
habilitation and  treatment. 

The  120-page  report  summarized  current 
scientific  knowledge  on  the  health  conse- 
quences of  using  alcoholic  beverages,  and 
represents  the  first  part  of  a three-year  com- 
prehensive study  being  undertaken  by  the 
National  Institute  of  Alcohol  Abuse  and  Al- 
coholism to  help  the  nation  combat  alcohol- 
related  problems. 

The  report  said  that  alcohol  is  the  most 
abused  drug  in  the  U.S.,  estimating  that 
there  are  now  9 million  alcoholics  or  prob- 
lem drinkers  in  America  — almost  10  per- 
cent of  the  work  force. 

The  health  budget 

The  Coalition  for  Health  Funding  has 
stepped  up  its  attack  on  the  Administration’s 
health  budget,  charging  it  falls  $2.7  billion 
short  of  “expansion  of  health  services  es- 
sential to  solving  the  health  crisis  which  the 
President  himself  warned  about.” 

Officials  of  the  Coalition,  composed  of  21 
health  organizations  and  interested  law- 
makers, have  centered  their  attacks  on  the 
Administration’s  Office  of  Management  and 
Budget  and  the  congressional  appropriating 
committees  that  often  don’t  allot  as  much 
money  as  has  been  authorized. 
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The  Letter  Box 


Dear  Doctor  Cole: 

Here  are  some  “words  we  can  do  ivithout” 
straightaway : 

1.  Innovative.  Why  not  new? 

2.  Ongoing.  Why  not  continuing? 

3.  Retrospective  analysis.  Why  not,  say, 
review  or  analysis? 

4.  Learning  process.  Just  plain  bad  Eng- 
lish. 

5.  Overview.  I suppose  this  is  the  op- 
posite of  underview? 

6.  Interpersonal  relationships.  Why  not 
personal  relationships?  Or  just  rela- 
tionship ? 

7.  Charisma.  A perfectly  proper  term, 
but  it  has  been  worked  to  death. 

8.  Nonstudent.  Either  one  is  a student 
or  not  a student. 

Sincerely, 

Hiram  D.  Hilton,  M.D. 

Thank  you.  I agree. 

F.C. 


To  the  Editor: 

The  cooperation  of  physicians  is  requested 
in  the  referral  of  patients  with  cancer  of 
the  oral  cavity,  pharynx,  larynx,  or  para- 
nasal sinuses  for  studies  being  conducted 
by  the  National  Cancer  Institute’s  Surgery 
Branch  at  the  Clinical  Center,  National  In- 
stitutes of  Health,  Bethesda,  Maryland. 

Patients  selected  for  admission  and  treat- 
ment will  be  included  in  an  adjuvant-ther- 
apy protocol  where  the  treatment  modalities 
of  surgery,  irradiation,  and  chemotherapy 
will  be  combined  in  such  a manner  as  to  de- 
termine the  feasibility  of  such  a therapeutic 
approach  and  its  potential  for  decreasing  the 
incidence  of  local  recurrence  and  metastases. 

Post-treatment  studies  are  planned  which 
will  include  cooperative  followup  between 


the  referring  physician  and  the  National 
Cancer  Institute. 

Physicians  interested  in  having  their  pa- 
tients considered  for  admission  to  these 
studies  may  write  or  telephone : 

Alfred  S.  Ketcham,  M.D. 

Clinical  Center,  Room  10-N-116 
National  Institutes  of  Health 
Bethesda,  Maryland  20014 
Telephone:  301-496-4164 

To  the  Editor: 

I am  editing  a book  on  the  role  of  faith 
or  religion  in  healing  from  a physician’s 
standpoint.  Any  physician  interested  in  con- 
tributing to  this  book,  please  write  to  the 
following  address : 

Claude  A.  Frazier,  M.D. 

4-C  Doctors  Park 
Asheville,  N.C.  28801 

Sincerely, 

Claude  A.  Frazier,  M.D. 

To  the  Editor: 

The  cooperation  of  physicians  is  request- 
ed in  the  referral  of  patients  with  mela- 
nomas and  sarcomas  of  soft  tissue  and  bone 
for  studies  being  conducted  by  the  National 
Cancer  Institute’s  Surgery  Branch  at  the 
Clinical  Center,  National  Institutes  of 
Health,  Bethesda,  Maryland. 

Needed  are  patients  with  primary  tumors 
and  those  with  limited  metastases  which  are 
amenable  to  primary  surgical  treatment.  Se- 
lected patients  will  be  admitted  to  combined 
surgery,  chemotherapy,  and  immunotherapy 
protocols. 

Patients  treated  will  receive  adjuvant 
therapy  according  to  criteria  based  on  tumor 
anatomic  location  and  histologic  type.  Im- 
munologic studies  will  be  performed  pre- 
operatively  and  at  intervals  postoperatively 
to  monitor  the  effects  of  adjuvant  therapy 
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and  provide  sensitive  means  of  followup  for 
earlier  detection  of  recurrent  tumor. 

Upon  completion  of  their  studies,  patients 
will  be  returned  to  the  care  of  the  referring 
physician  who  will  receive  a summary  of 
findings. 

Physicians  interested  in  having  their  pa- 


tients considered  for  admission  to  these 
studies  may  write  or  telephone: 

Alfred  S.  Ketcham,  M.D. 

Clinical  Center,  Room  10-N-116 
National  Institutes  of  Health 
Bethesda,  Maryland  20014 
Telephone:  301-496-4164 


Down  Memory  Lane 


1.  Gastric  ulcers  are  essentially  chronic 
and  this  should  be  carefully  explained  to 
every  patient. 

2.  The  doctor  hits  a tuning  fork  on  a 
metal  table  and  says,  “Do  you  hear  that?” 
when  you  could  hear  it  even  in  this  room 
with  the  fans  going. 

3.  The  study  of  dreams  has  assumed  a 
definite  place  as  a diagnostic  procedure,  hav- 
ing for  its  practical  purpose  the  recognition 
of  the  causes  of  neuroses  and  psychoses,  with 
a view  to  affecting  a cure. 

4.  Until  recently  it  has  been  supposed 
that  the  only  function  of  the  ovary  was  the 
production  of  the  ova. 

5.  The  fact  is  the  practice  of  medicine 
has  become  so  commercialized  that  it  is  no 
longer  a profession,  but  a business. 

6.  The  term  “angina  pectoris”  has  al- 
ways suggested  a clinical  picture  rather 
than  an  anatomical  one,  probably  because 


of  the  lack  of  constancy  definite  findings; 
however  it  would  seem  better  to  limit  the  use 
of  this  term  to  those  cases  in  which  coronary 
artery  disease  is  at  least  suspected. 

7.  The  need  is  for  a better  equipped 
general  practitioner  and  for  better  fees  for 
the  better  equipped  general  practitioner. 

8.  In  many  respects  the  identification  of 
occult  blood  in  the  stools  is  the  most  im- 
portant diagnostic  feature  in  some  gastro- 
intestinal diseases. 

9.  In  all  cases  of  otitis  media  our  con- 
stant thought  should  be  the  conservation  of 
hearing  and  our  efforts  can  best  be  directed 
to  this  end  by  careful  daily  examination  of 
our  patients. 

10.  Surgical  treatment  of  certain  cases 
depends  entirely  upon  the  cystoscope. 

Nebraska  State  Medical  Journal 
April,  1922 
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FEATURES 


Our  Medical  Schools 


Health  careers  at  Creighton 

Nearly  75  Omaha  area  high  school  and 
college  minority  students  attended  a recent 
Health  Careers  Opportunity  Conference  held 
at  Creighton  University.  Speakers  at  the 
gathering  included  Dr.  Claude  Organ,  chair- 
man of  the  Department  of  Surgery  at 
Creighton’s  Medical  School,  as  well  as  Dr. 
William  Felman,  regional  director  of  Proj- 
ect ’75,  a federally  sponsored  program  de- 
signed to  help  colleges  obtain  a 12  percent 
minority  representation  by  1975. 

Those  in  attendance  were  encouraged  to 
consider  a career  in  the  health  sciences. 
They  were  given  information  concerning 
scholarships  available,  facilities  available 
and  opportunities  they  might  expect  to  en- 
counter as  practicing  professionals. 

Volunteer  teaching  at  U of  N 

Volunteer  teaching  by  physicians  in  Ne- 
braska is  helping  the  University  of  Ne- 
braska Medical  Center  knit  a strong  pro- 
gram in  family  practice  medicine  and  at  the 
same  time  saving  taxpayers  hundreds  of 
thousands  of  dollars  in  salaries. 

A survey  of  College  of  Medicine  records 
for  1971  indicates  that  the  value  of  teach- 
ing time  provided  for  medical  students  by 
volunteer  physicians  totaled  $690,000. 

Dr.  Francis  Land,  Chairman  of  the  De- 
partment of  Family  Practice  at  the  Univer- 
sity of  Nebraska  Medical  Center,  said  that 
volunteer  physicians  in  the  department  con- 
tributed 20,000  hours  of  free  instructional 
time  — equal  to  nine  man  years  of  work 
based  on  a 40-hour  week,  52  weeks  a year. 

Dr.  Land  noted  that  while  the  volunteers 
teach  at  no  cost  to  the  University,  the  time 
they  take  from  their  own  private  practices 
for  teaching  purposes  reduces  their  income. 

In  addition,  those  physicians  who  are  in- 
volved in  the  preceptorship  program  re- 
quired of  all  senior  medical  students  pay 
the  student  transportation,  board  and  room 


during  the  preceptorship  period  of  four 
weeks,  Dr.  Land  said. 

While  the  Department  of  Family  Practice 
accounts  for  the  largest  number  of  volun- 
teers on  the  faculty  and  about  $300,000 
worth  of  teaching  time,  13  other  clinical 
departments  also  utilize  the  services  of  vol- 
unteers. 

Interim  chancellor  Dr.  Harry  W.  McFad- 
den  said  the  volunteers  in  these  clinical  spe- 
cialties of  medicine  provide  about  $390,000 
worth  of  free  teaching  time. 

He  added  that  while  the  savings  in  faculty 
salaries  are  important  to  the  University, 
there  is  an  equally  important  philosophy  of 
education  involved. 

Exposure  to  medical  practice  through 
volunteer  physicians  on  the  faculty  provides 
students  with  a better  perspective  on  what 
practice  will  be  like  when  they  enter  it,  Dr. 
McFadden  said. 

Teaching  affiliation  agreements  which 
the  Medical  Center  maintains  with  hospitals 
in  Omaha  and  outstate  Nebraska  further 
the  cause  of  getting  students  into  actual 
practice  situations  under  the  guidance  of 
volunteers,  he  said. 

The  teaching  agreements  were  envisioned 
eight  years  ago  which  is  why  University 
Hospital  was  constructed  with  265  beds  in- 
stead of  850.  The  larger  hospital  would 
have  been  necessary  if  all  teaching  was  to  be 
done  in  one  place  utilizing  a complete  full- 
time faculty. 

Biomedical  communications 

Applications  are  now  being  accepted  for  a 
new  biomedical  communications  specialist 
training  program  at  the  University  of  Ne- 
braska Medical  Center  in  Omaha. 

The  first  class  in  the  12-month  program 
will  begin  course  work  in  June,  1972.  Fu- 
ture interns  will  start  their  study  in  June 
of  each  year. 
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The  curriculum  has  been  developed  by  the 
Biomedical  Communications  Division  at  the 
medical  center  with  grant  support  from  the 
National  Library  of  Medicine,  to  answer 
the  immediate  demand  for  such  profession- 
als. Increasing  educational  costs  and  short- 
ages of  teaching  personnel  have  demonstrat- 
ed the  need  for  an  innovative  approach  to 
health  education  which  relies  on  intelligent 
use  of  new  communications  media.  This  pro- 
gram will  train  specialists  in  the  organiza- 
tion, operation  and  administration  of  bio- 
medical communications  systems  in  schools 
of  medicine  and  health  sciences,  teaching 
hospitals,  health  organizations  and  govern- 
ment agencies. 

The  curriculum  has  combined  the  re- 
sources of  the  University  of  Nebraska  Medi- 
cal Center  and  the  graduate  college  of  the 
University  of  Nebraska  at  Omaha.  After 
study  of  each  trainee’s  previous  education 
and  experience,  a program  will  be  hand- 
tailored  to  his  needs. 

Graduate  courses  at  the  University  of 
Nebraska  at  Omaha  will  fill  out  the  stu- 
dent’s background  in  theories  of  communi- 
cation, management  and  education,  research 
methods,  computer  theory,  programmed 
learning  and  educational  systems  design  and 
evaluation. 

Medical  Center  classes  are  designed  to 
instruct  the  intern  in  communications  man- 
agement and  media  production  as  related 
to  the  health  sciences.  Intensive  training 
will  be  given  in  biomedical  reporting  and 
writing  and  in  editing  for  publication. 

Practical  experience  in  all  areas  will  be 
gained  through  internship  rotations  in 
graphic  arts,  photography,  publications, 
cinematography,  closed  circuit  television, 
continuing  education,  the  medical  library, 
audiovisual  learning  resources  and  ma- 
terials planning  and  use. 

Individuals  with  a variety  of  background 
may  qualify  for  the  program.  Minimum  re- 
quirement for  admission  is  a bachelor’s  de- 
gree, preferably  with  an  emphasis  on  jour- 
nalism, communication,  education,  nursing, 
medicine  or  science.  Those  with  work  ex- 
perience will  be  given  preference.  Stipends 


are  available  for  selected  students  on  the 
basis  of  education  and  experience. 

The  University  of  Nebraska  Medical  Cen- 
ter has  previous  experience  in  training  bio- 
medical communicators.  For  three  years  the 
center’s  Biomedical  Communications  Divi- 
sion participated  in  an  consortium  graduate 
program  in  cooperation  with  Tulane  Uni- 
versity, Emory  University,  Georgia  Insti- 
tute of  Technology,  the  Public  Health  Serv- 
ice Audiovisual  Facility  and  the  National 
Library  of  Medicine.  The  experience  gained 
in  working  with  the  students  in  the  con- 
sortium has  provided  the  basis  for  plan- 
ning this  new  training  course. 

Further  information  and  application 
forms  may  be  obtained  from: 

Mrs.  Reba  A.  Benschoter,  Director 
Division  of  Biomedical  Communications 
University  of  Nebraska  Medical  Center 
42nd  and  Dewey  Avenue 
Omaha,  Nebraska  68105 


Doctor  Dial 

Combine  Creighton  University,  Creighton 
Memorial  Saint  Joseph  Hospital,  a machine, 
a voice,  a telephone,  and  a complete  health 
science  center  staff,  and  the  result  is  a 
unique  service  known  as  “Dr.  Dial.”  And 
in  the  heart  of  the  nation  “Dr.  Dial”  is 
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available  around  the  clock,  seven  days  a 
week  to  provide  educational  material  to  the 
half-million  persons  living  in  and  around 
Omaha,  Nebraska. 

The  machine  is  a telephone  answering 
device.  The  voice  dispenses,  to  anyone  who 
wants  to  listen  to  the  60  second  message, 
information  of  general  interest  on  medical 
and  dental  matters  ranging  from  acne  to 
LSD  and  periodontal  disease. 

In  a joint  effort,  Creighton  University’s 
Health  Sciences  center  and  Creighton  Me- 
morial Saint  Joseph  Hospital  make  the  pre- 
recorded messages  available  to  the  general 
public  as  a free  educational  service.  Scripts 
for  “Dr.  Dial”  are  provided  by  the  faculty, 
students,  and  staff  at  the  two  institutions. 
Officials  at  Saint  Joseph  Hospital  and 
Creighton  University  view  “Dr.  Dial”  as  an- 
other step  in  the  direction  of  fulfilling  the 
ever  growing  public  demand  for  more  health 
oriented  information. 

“Dr.  Dial”  is  the  brain  child  of  Louis  J. 
Williams,  D.D.S.,  a graduate  of  Creighton’s 
School  of  Dentistry  now  practicing  in  Cas- 
per, Wyoming.  Dr.  Williams  was  inspired 
by  a similar  service  in  Hamburg,  Germany. 
In  cooperation  with  the  local  medical  so- 
ciety, local  dentists,  pharmacists,  physi- 
cians, and  nonprofit  volunteer  agencies,  Dr. 
Williams  introduced  “Dr.  Dial”  to  the  45,000 
residents  of  Casper.  The  service  met  with 
almost  instant  success  and  receives  between 
5,000  and  8,000  telephone  calls  per  week. 
Dr.  Williams,  after  demonstrating  the  serv- 
ice fulfilled  a public  need,  offered  to  share 
“Dr.  Dial”  with  his  alma  mater,  and  flew 
to  Omaha  for  a conference  with  Creighton 
University  officials. 

Robert  Heaney,  M.D.,  Creighton  Univer- 
sity’s Vice  President  for  Health  Sciences  and 
Mr.  Thomas  Flickinger,  Executive  Director 
of  St.  Joseph  Hospital,  feel  “Dr.  Dial”  has 
unlimited  possibilities.  Topics  for  discus- 
sion include : poisons,  burns,  emphysema, 
radiation  therapy,  venereal  disease,  aller- 
gies and  glaucoma.  A new  topic  is  planned 
for  each  week  and  when  possible  will  con- 
sider current  medical  and  dental  problems. 
All  messages  are  designed  to  inform  and 
educate  in  terms  that  can  easily  be  under- 


stood by  laymen.  Dr.  Heaney  says  “Dr. 
Dial,”  when  discussing  a specific  disease  or 
condition  will  help  the  community  develop 
an  awareness  and  understanding  of  the  mal- 
ady, prompt  listeners  to  examine  themselves 
for  signs  of  the  disorder  and  encourage  peo- 
ple to  contact  their  family  physician  or  den- 
tist when  medical  or  dental  assistance  is 
required.  Other  messages  will  attempt  to 
promote  an  understanding  of  medical  proce- 
dures, encourage  personal  hygiene  and  pro- 
vide information  on  how  to  prevent  and  con- 
trol disease. 

Local  newspapers  and  radio  and  TV  sta- 
tions announce  upcoming  topics  and  area 
physicians,  dentists  and  pharmacists  have 
indicated  an  interest  in  helping  the  univer- 
sity and  the  hospital  keep  the  public  in- 
formed. Almost  without  exception  response 
to  “Dr.  Dial”  has  been  of  a positive  nature 
and  enthusiastic.  Officials  of  Creighton  Uni- 
versity and  Creighton  Memorial  Saint  Joseph 
Hospital  are  optimistic  that  “Dr.  Dial”  is 
in  Omaha  for  a long,  long  stay. 

Even  though  he  doesn’t  make  house  calls, 
you  can  call  him,  “Dr.  Dial,”  (402)  344-2000. 


High  risk  infant  survey 

The  University  of  Nebraska  Medical  Cen- 
ter is  conducting  a state  survey  of  develop- 
mentallv  high  risk  infants  seen  by  Nebraska 
physicians.  A brief  questionnaire  will  be 
sent  to  all  physicians  serving  infants  out- 
side of  the  Omaha  and  Lincoln  areas  request- 
ing information  on  any  infant  under  two 
years  of  age  who  for  ph3Tsical  or  behavioral 
reasons  is  considered  developmentally  high 
risk.  The  design  of  the  questionnaire  is  quick 
and  simple  so  that  most  items  can  be  filled 
out  by  the  nurse  or  secretary.  The  names 
and  other  personal  items  will  be  omitted 
to  assure  confidentiality. 

From  the  returned  forms,  20  will  be  ran- 
domly selected  for  follow  up  screening  with 
the  Denver  Developmental  Screening  Test 
(DDST).  This  will  be  done  following  physi- 
cians and  parental  approval  and  at  no  cost  to 
the  parents.  The  physicians  will  be  receiv- 
ing the  questionnaire  within  the  month  of 
April.  Results  of  the  survey  will  be  submit- 
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ted  to  the  State  Medical  Journal  for  publi- 
cation. The  basic  purposes  of  the  survey 
are  to  demonstrate  the  value  of  the  DDST 
as  a screening  instrument  in  early  identifi- 
cation of  developmentally  high  risk  infants 
and  the  need  for  early  identification  in  terms 
of  effective  intervention. 

Any  questions  regarding  the  survey  should 
be  directed  to  Dr.  Rune  Simeonsson,  Chief 
Psychologist,  Meyer  Children’s  Rehabilita- 
tion Institute,  University  of  Nebraska  Medi- 
cal Center  or  by  calling  area  code  402-541- 
4730. 

Dr.  Sisson  changes  post 

Joseph  A.  Sisson,  M.D.,  Professor  and 
Chairman  of  the  Department  of  Pathology 
at  Creighton  University’s  School  of  Medicine, 
is  requesting  that  he  be  allowed  to  resign 
as  chairman  of  the  department  so  he  can 
devote  full  time  to  teaching,  research  and 
other  academic  duties  as  a member  of  the 
medical  school  faculty,  retaining  his  posi- 
tion as  Professor  of  Pathology.  Dr.  Sisson 
says  he  will  continue  to  serve  as  chairman 
until  Dr.  Joseph  Holthaus,  medical  school 
dean,  can  appoint  someone  to  replace  him. 

Dr.  Sisson  was  appointed  to  the  pathology 
chairmanship  in  January  of  1968.  Since 
that  time,  Creighton  medical  students  have 
placed  in  the  top  20  percent  of  students 
across  the  nation  in  national  board  exam- 
inations in  pathology.  In  1969  and  1971  Dr. 
Sisson  received  the  “Outstanding  Professor 
Award”  from  the  School  of  Medicine  and 
has  received  honorable  mention  for  the  Rob- 
ert F.  Kennedy  Award  for  excellence  in 
teaching  awarded  by  the  Student  Board  of 
Governors. 

Dr.  Sisson  has  authored  two  pathology 
textbooks,  one  published  in  1971  and  an- 
other which  will  be  released  later  this  month. 
He  is  working  on  a third  book  and  expects 
to  complete  it  late  this  year  or  early  in 
1973. 

In  the  field  of  research  Dr.  Sisson  is  cur- 
rently involved  in  a study  of  arteriosclerosis 
or  hardening  of  arteries.  He  is  also  attemt- 
ing  to  learn  more  about  the  causes  of  fever 
and  is  researching  some  aspects  of  reproduc- 
tive physiology. 


Dr.  Holthaus  says  Dr.  George  Clifford  has 
agreed  to  serve  as  chairman  of  a committee 
that  has  begun  the  search  for  a new  path- 
ology chairman. 


Courses  at  U of  N 

1.  The  delivery  of  health  care  and  hospital 
information  systems  will  be  discussed  at  the 
Rocky  Mountain  Bioengineering  Symposium 
at  the  University  of  Nebraska  Medical  Cen- 
ter May  1-3. 

Guest  speakers  will  include  Professor 
Lyle  F.  Mockros  of  Northwestern  Univer- 
sity, who  will  discuss  the  design  of  artifi- 
cial lungs;  and  L.  D.  Harmon  of  the  Bell 
Telephone  Laboratories  at  Murrayhill,  New 
Jersey,  who  will  discuss  information  pro- 
cessing in  nervous  systems. 

Coordinator  of  the  course  is  Dr.  Grant 
Myers,  associate  professor  of  physiology 
and  biophysics.  Registration  fee  is  $20. 

2.  The  role  of  membranes  in  metabolic 
regulation  will  be  the  subject  of  a course 
Monday  and  Tuesday,  May  8 and  9.  Guest 
speakers  will  include  biochemists  from  the 
nation’s  leading  universities  and  research 
centers. 

Dr.  Myron  Mehlman,  associate  professor 
of  biochemistry,  is  coordinator  of  the  course, 
which  will  be  held  in  the  auditorium  of  Witt- 
son  Hall.  Registration  fee  of  $20  includes 
two  luncheons. 

3.  “Clinical  Problems  in  the  Practice  of 
Medicine”  incorporates  suggestions  of  sev- 
eral practicing  physicians  in  Nebraska  in  a 
format  of  patient-problem  related  educa- 
tion. This  course  May  11  and  12  will  fea- 
ture in-depth  discussions  on  chest  pain,  pul- 
monary embolism,  cardiopulmonary  resus- 
citation, musculoskeletal  pain,  and  jaundice. 

Electives  will  be  offered  in  the  following 
sub-specialties : cardiology,  pulmonary  dis- 
ease, hematology,  nuclear  medicine,  oncology, 
edocrine  metabolism,  dermatology,  gastro- 
enterology, and  infectious  diseases. 

Guest  faculty  members  include  Dr.  Robert 
P.  Heaney,  vice  president  for  health  sci- 
ences, and  Dr.  Paul  D.  Saville,  professor 
of  medicine,  Creighton  University;  and  Dr. 
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Ralph  C.  Wilde,  chief  of  surgery  service, 
Allegheny  General  Hospital,  Pittsburgh, 
Pennsylvania. 

Dr.  Richard  B.  Davis,  associate  professor 
of  internal  medicine,  is  coordinator  of  the 
course,  which  is  approved  for  12  hours  of 
credit  with  the  American  Academy  of  Fam- 
ily Practice.  The  registration  fee  of  $50 
includes  two  luncheons. 

4.  The  Medical  Center’s  department  of 
psychiatry  will  conduct  the  course  on  prob- 
lems of  life  and  death,  May  18  and  19. 

Dr.  William  G.  Burrows,  professor  of 
psychiatry,  is  coordinator  of  the  course. 
Registration  fee  is  $50  and  includes  two 
luncheons.  Sessions  will  be  held  in  the  au- 
ditorium of  Wittson  Hall.  The  course  is 
approved  for  twelve  hours  of  credit  with  the 
AAGP. 

5.  “Recent  Advances  in  Genetics  and 
Medicine,”  originally  scheduled  for  Febru- 
ary, will  be  held  May  26.  Cosponsors  are 
the  Nebraska  Chapter  of  the  National  Foun- 
dation and  the  State  Department  of  Health. 

Dr.  James  Eisen,  associate  professor  of 
human  genetics,  is  coordinator  of  the  course, 
which  is  approved  for  six  hours  of  credit 
with  the  AAGP.  Registration  fee  of  $25  in- 
cludes a luncheon. 

6.  The  17th  annual  Surgery  and  Trauma 
Day  scheduled  for  May  25  and  26  has  been 
cancelled. 


Creighton  clinic:  moving? 

Dr.  Joseph  Holthaus,  Dean  of  Creighton’s 
School  of  Medicine,  says  there  is  a good 
possibility  that  the  Creighton  University 
Clinic  will  be  moved  from  its  present  loca- 
tion at  9th  and  William  to  the  building 
now  being  occupied  by  the  Saint  Joseph 
Hospital  School  of  Nursing.  Space  in  the 
school  will  become  available  soon  because  the 
hospital’s  nursing  education  program  is  be- 
ing merged  with  the  university’s  program. 
Before  Creighton  and  Saint  Joseph  Offi- 
cials can  make  a decision  on  moving  the 
clinic  a study  must  be  undertaken  to  deter- 
mine the  cost  of  renovating  the  nursing 
school. 

Dr.  Holthaus  says  it  is  also  possible  that 
the  clinic  would  be  placed  under  hospital 
management.  This,  he  says,  would  be  in 
keeping  with  plans  to  assign  all  patient  care 
activities  to  the  hospital  and  all  education 
activities  to  the  university.  If  the  manage- 
ment responsibility  is  changed,  Creighton 
doctors  would  continue  to  staff  the  clinic 
and  health  science  students  would  continue 
to  receive  part  of  their  clinical  education 
there. 

If  the  clinic  is  moved  into  the  school  of 
nursing  building  at  10th  and  Dorcas,  the 
change  will  not  be  made  until  sometime  this 
fall,  according  to  Dr.  Holthaus.  A change 
of  management  responsibilities  could,  how- 
ever, become  effective  sooner. 


April,  1972 


147 


Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS— 
April  8 — Broken  Bow,  Elks  Lodge 
April  15  — Sidney,  Elks  Lodge 
May  13  — North  Platte,  Elks  Lodge 

NEBRASKA  MEDICAL  ASSOCIATION— 
Annual  Session  — April  30-May  3,  1972, 
Hotel  Cornhusker,  Lincoln,  Nebraska. 

NATIONAL  CONFERENCE  ON  CANCER 
CHEMOTHERAPY  — Sponsored  by: 
American  Cancer  Society,  National  Can- 
cer Institute,  Biltmore  Hotel,  New  York 
City,  June  1,  2 and  3,  1972.  Write  to: 
Sidney  L.  Arje,  M.D.,  Coordinator,  Na- 
tional Conference  on  Cancer  Chemothera- 
py, c/o  American  Cancer  Society,  219  East 
42nd  Street,  New  York,  New  York  10017. 

DEATH  AND  THE  MANAGEMENT  OF 
THE  DYING  PATIENT  — Seminar,  June 
9-10,  1972,  Rapid  City,  S.D.  Chairman  of 
Ad  Hoc  Committee:  J.  A.  Cline,  M.D., 
P.O.  Box  1590,  Rapid  City,  S.D.  57701. 

AMERICAN  MEDICAL  ASSOCIATION— 
Annual  Session  — June  18-22,  1972,  San 
Francisco  - Hilton  Hotel,  San  Francisco, 
California. 

TENTH  INTERNATIONAL  CONFERENCE 
ON  EXTRA-CORPOREAL  TECHNOLO- 
GY (dialysis,  heart-lung,  and  artificial  or- 
gans technologists) ; July  27,  28  and  29, 
1972,  at  the  Waldorf-Astoria,  New  York 
City.  Write  to  Edward  C.  Berger,  Execu- 
tive Director,  American  Society  of  Extra- 
Corporeal  Technology,  287  East  Sixth  St., 
St.  Paul,  Minnesota  55101. 

FOURTEENTH  ANNUAL  MIDWEST  IN- 
TERPROFESSIONAL SEMINAR  ON 
DISEASES  COMMON  TO  ANIMALS 
AND  MAN  — September  7-8,  1972,  fea- 
turing an  Arbovirus  Symposium  at  Ne- 
braska Center  for  Continuing  Education, 
33rd  and  Holdrege  Streets,  Lincoln,  Ne- 
braska 68503.  Write  to  Dr.  H.  E.  McCon- 


nell, Director,  State  Health  Laboratories, 
State  Capitol  Building,  Lincoln,  Nebraska 
68509. 

32ND  ANNUAL  AMA  CONGRESS  ON 
OCCUPATIONAL  HEALTH  — Drake  Ho- 
tel, Chicago,  September  11-12,  1972. 

AMERICAN  THYROID  ASSOCIATION  — 
Annual  Meeting,  Drake  Hotel,  Chicago, 
Illinois,  Sept.  20-23,  1972.  Write  to:  A. 
B.  Hayles,  M.D.,  Secretary,  A.T.A.,  Mayo 
Clinic,  Rochester,  Minnesota  55901. 

NEBRASKA  MEDICAL  ASSOCIATION— 
Fall  Session  — September  22-24,  1972, 
Holiday  Inn,  Kearney,  Nebraska. 

SEVENTH  NATIONAL  CANCER  CON- 
FERENCE — Sept.  27,  28,  29,  1972,  Bilt- 
more Hotel,  Los  Angeles,  California. 
Sponsored  by  American  Society  and  Na- 
tional Cancer  Institute ; no  registration 
fee.  Write  to:  Sidney  L.  Arje,  M.D.,  c/o 
American  Cancer  Society,  219  E.  42nd 
St.,  New  York,  N.Y.  10017. 

AMERICAN  ELECTROENCEPHALOGRA- 
PHIC  SOCIETY  — 26th  Annual  Meeting, 
at  the  Shamrock  Hilton  Hotel  in  Houston, 
Texas  from  October  12th  through  October 
14th,  1972. 

AMERICAN  ASSOCIATION  FOR  LABORA- 
TORY ANIMAL  SCIENCE,  23rd  Annual 
Session,  October  16-20,  1972;  Chase-Park 
Plaza  Hotel,  St.  Louis,  Missouri.  Write  to: 
Joseph  J.  Garvey,  Exec.  Secy.,  AALAS, 
P.O.  Box  10,  Joliet,  Illinois  60434. 

AMERICAN  MEDICAL  ASSOCIATION— 
26th  Clinical  Convention  — November  26- 
29,  1972,  Netherland-Hilton  Hotel,  Cin- 
cinnati, Ohio. 

NEBRASKA  MEDICAL  ASSOCIATION— 
Annual  Session  — April  29-May  2,  1973. 
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Welcome  New  Members 


Joe  AuchMoedy,  M.D. 

Broken  Bow,  Nebraska  68822 

George  D.  Cooper,  M.D. 

501  South  Jeffers 

North  Platte,  Nebraska  69101 

Don  E.  Farley,  M.D. 

3912  Avenue  B 
Scottsbluff,  Nebraska  69361 

Donald  M.  Gentry,  M.D. 

1720  10th 

Gering,  Nebraska  69341 

Michael  L.  Grush,  M.D. 

6025  Ogden  Street 
Omaha,  Nebraska  68104 

Ernest  A.  Haffke,  M.D. 

Nebraska  Psychiatric  Institute 
Omaha,  Nebraska  68105 

Wayne  Jackson,  M.D. 

Holdrege,  Nebraska  68949 

Roger  A.  Jacobs,  M.D. 

148  South  1st 
Seward,  Nebraska  68434 

Loren  H.  Jacobsen,  M.D. 

Broken  Bow,  Nebraska  68822 

Jack  E.  Kaufmann,  M.D. 

David  City,  Nebraska  68632 

Albert  C.  Mueller,  M.D. 

Holdrege,  Nebraska  68949 

George  L.  Monto,  M.D. 

Veterans  Administration  Hospital 
Omaha,  Nebraska  68105 

Gerald  Morris,  M.D. 

Good  Samaritan  Hospital 
Kearney,  Nebraska  68847 

P.  S.  Sreenivasa  Murthy,  M.D. 

Ill  University 
Hastings,  Nebraska  68901 

Thomas  O’Keefe,  M.D. 

1109  Norfolk  Avenue 
Norfolk,  Nebraska  68701 


Jose  Pleitez,  M.D. 

Hastings  State  Regional  Center 
Hastings,  Nebraska  68901 

Robert  R.  Recker,  M.D. 

Creighton  Uni.  School  of  Medicine 
Omaha,  Nebraska  68131 

Robert  L.  Rueb,  M.D. 

510  West  “E”  Street 
McCook,  Nebraska  69001 

O.  L.  Seng,  M.D. 

619  Box  Butte 
Alliance,  Nebraska  69301 

Daryl  R.  Stephenson,  M.D. 

1300  Verges  Avenue 
Norfolk,  Nebraska  68701 

M.  L.  Sucha,  M.D. 

Schuyler,  Nebraska  68661 

Van  E.  Vahle,  M.D. 

3rd  and  Jackson 
Seward,  Nebraska  68434 

Myron  P.  Walzak,  M.D. 

Creighton  University 
Omaha,  Nebraska  68131 

Clark  W.  Wieland,  M.D. 

4110  Avenue  D 
Scottsbluff,  Nebraska  69361 

Eugene  M.  Zweiback,  M.D. 

Surgical  Associates 
201  Doctors  Building 
Omaha,  Nebraska  68131 


Wamaa'd  /{uxiCici'ity 

Hall  county  hosts  health 
careers  days 

In  November,  interested  students  from 
245  area  schools  converged  on  Grand  Island 
to  participate  in  a “Health  Careers  Day” 
sponsored  by  the  Hall  County  Medical  Aux- 
iliary. Chairman,  Connie  Van  Wie  is  State 
Chairman  of  the  Health  Manpower  Com- 
mittee. Co-Chairman,  Alleen  Bosley,  is  a 
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State  officer,  First  Vice  President.  They 
described  the  day  as  a smashing  success 
and  fun  to  do. 

Their  first  step  in  utilizing  community 
resources  was  to  assemble  a “steering  com- 
mittee.” Besides  the  two  auxiliary  members, 
this  committee  included  two  counselors  from 
the  high  school,  and  two  registered  nurses, 
one  a school  nurse  and  one  from  the  school 
of  nursing.  Since  both  nurses  are  advisors 
for  the  active  “Future  Medics”  club  in  the 
high  school,  they  were  able  to  enlist  the 
assistance  of  that  group  for  the  big  day. 

In  order  to  make  the  planning  relevant 
it  was  decided  to  send  a preregistration  ques- 
tionnaire to  each  school  asking  that  the  stu- 
dents indicate  in  which  areas  in  the  Health 
Fields  they  were  most  interested.  When  re- 
plies were  evaluated  the  gals  went  to  work 
to  provide  the  materials  requested. 

Bill  Schellpeper,  at  the  Nebraska  Medical 
Association  office,  sent  a letter  to  each  or- 
ganization represented  on  the  Inter-Agency 
Health  Council,  requesting  that  they  partici- 
pate by  providing  materials  or  resource 
people.  The  response  was  most  gratifying, 
and  resulted  in  a flood  of  materials.  Blue 
Cross  - Blue  Shield  provided  memo  books 
and  pencils  for  the  group  and  a first-aid 
booklet.  The  American  Cancer  Society  made 
available  a film  on  Medical  Technology  and 
educational  leaflets.  The  Hospital  Associa- 
tion sent  booklets  on  “The  Hospital  People.” 
The  State  Board  of  Health  (Division  of 
Health  Education)  supplied  booklets: 
“Where  the  Action  Is”  and  “Let’s  Take  a 
Look  at  Your  Career.”  The  Nebraska  Coun- 
cil on  Alcohol  Education  provided  a booth 
with  a representative  to  distribute  materials 
and  answer  questions. 

In  addition,  the  package  program  and 
film  “Horizons  Unlimited”  were  ordered 
from  National  Auxiliary  Headquarters. 
Local  professional  people  were  asked  to  con- 
duct the  workshop  sessions.  Since  the  stu- 
dents had  specified  the  areas  they  were  most 
interested  in,  it  was  possible  for  them  to 
concentrate  on  that  as  well  as  take  advant- 
age of  the  films  and  skits  of  general  in- 
terest. 

The  Health  Careers  Day  was  held  on  a 
Saturday  in  the  high  school.  Registration 


(preregistration,  too)  was  handled  by  the 
student  nurses.  Hall  County  Auxiliary  pro- 
vided juice  and  cookies.  Lunch  was  served 
by  the  school  for  75c. 

The  day  was  divided  into  workshop  ses- 
sions, running  concurrently,  22  in  all.  Some 
of  these  were : Aide-Orderly,  Anesthesia, 
Dental  Technology,  Dentistry,  Dietitian, 
Hospital  Administration,  L.P.N.,  Medical 
Records  Librarian,  Doctor  of  Medicine,  Men- 
tal Health,  and  Public  Relations.  The  stu- 
dent nurses  manned  projectors  so  that  the 
students  could  see  the  films  between  work- 
shop sessions. 

The  films  used  were  “Horizons  Unlimit- 
ed” (National  Auxiliary) ; “Light  in  Shad- 
ows” from  the  Radiology  Association;  “In 
a Medical  Laboratory”  (Nebraska  Cancer 
Society) . 

The  workshop  sessions  were  each  con- 
ducted by  a person  working  in  that  par- 
ticular field.  Needless  to  say,  great  organ- 
izational work  is  required  to  schedule  so 
many  people  and  conduct  a day  such  as  this 
one.  The  cooperation  of  the  local  school  is 
an  invaluable  asset  and  also  in  this  case  the 
school  of  nursing.  The  newspapers  gave 
much  coverage  and  the  local  advertising 
council  donated  huge  billboards  in  the  area 
announcing  “Health  Careers  Day.” 

Our  hats  are  off  to  you,  Connie  Van  Wie 
and  Alleen  Bosley.  We  are  pleased  and 
proud  as  can  be  of  the  task  you  have  ac- 
complished and  you  must  be  too. 


Books 

A Primer  of  Electrocardiography,  by  George  E. 
Burch,  M.D.,  and  Travis  Winsor,  M.D.;  6th  edition; 
published  1972  by  Lea  & Febiger,  Philadelphia;  6 
in.  by  9%  in.;  292  pages;  hard  cover;  $7.75. 

This  book  first  appeared  in  1945;  all  of  the  pre- 
ceding editions  have  been  reprinted,  which  testi- 
fies to  its  popularity.  The  authors  are  professors 
of  medicine:  Dr.  Burch  at  Tulane,  and  Dr.  Winsor 
at  Southern  California.  There  are  287  illustra- 
tions, so  that  few  pages  are  without  figures.  Illus- 
trations, printing  and  index  are  good. 

Principles  of  the  electrocardiogram  and  its  vari- 
ous abnormalities  are  discussed,  as  well  as  clinical 
application.  The  book  is  recommended. 

— F.C. 
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The  Law 


AMA  views  on  HR  1 

In  a statement  filed  with  the  Senate  Fi- 
nance Committee,  the  American  Medical  As- 
sociation presented  its  views  on  H.R.  1,  the 
Social  Security  Amendments  of  1971  . . . 
The  Committee,  having  concluded  its  public 
hearings,  will  now  meet  in  executive  session 
to  prepare  its  report.  The  Association’s 
statement  was  addressed  to  several  poten- 
tial amendments  to  H.R.  1 in  addition  to 
the  specific  language  of  the  House-passed 
bill.  AMA  urged  the  extension  of  Title  V 
programs  for  maternal  and  child  care.  The 
AMA  urged  that  the  Professional  Standards 
Review  Organizations  Amendment  offered 
by  Sen.  Bennett,  and  the  catastrophic 
health  insurance  plan  supported  by  Sen. 
Long,  not  be  adopted.  Highlights  of  the 
AMA  statement  include  the  following : 

Payments  to  HMO’s  — The  bill  provides 
for  a single  Medicare  payment  to  HMO’s  so 
that  beneficiaries  be  entitled  to  both  Part 
A and  Part  B services  on  a prepaid  capita- 
tion basis.  Payment  for  this  optional  cover- 
age could  not  exceed  95%  of  the  estimated 
cost  of  similar  services  provided  through  ex- 
isting health  delivery  systems.  The  Asso- 
ciation encouraged  efforts  to  achieve  savings 
in  the  Medicare  program,  but  questioned  cur- 
rent efforts  to  create  HMO’s  without  evi- 
dence of  economic  justification  or  proof  of 
their  viability  without  federal  subsidies.  Ac- 
cordingly, the  Association  recommended 
that  “.  . . before  any  such  program  is  ini- 
tiated nationwide  and  held  out  as  a realistic 
benefit  available  to  beneficiaries  under  the 
Medicare  program,  it  is  our  recommendation 
that  cost  and  utilization  data  should  first  be 
developed.  Acceptable  controlled  demonstra- 
tions should  test  the  capability  of  such  a 
program  to  accomplish  its  purpose  and  to 
be  implemented  nationwide.” 

Catastrophic  Coverage  — The  Association 
advised  against  the  adoption  of  a free- 
standing catastrophic  health  insurance  sys- 
tem and  recommended  in  its  place  the  basic 
and  catastrophic  coverage  as  included  in 
the  Medicredit  program.  “We  believe,” 


AMA  said,  “that  catastrophic  coverage,  to 
achieve  its  purpose,  must  be  tied  in  with 
adequate  basic  coverage  in  order  to  afford 
the  best  range  of  protection.” 

Comprehensive  Health  Care  Under  Med- 
caid  — H.R.  1 provides  a financial  incen- 
tive for  states  to  emphasize  comprehensive 
health  care  under  Medicaid,  but  the  bill  in- 
creases federal  financial  support  only  where 
services  are  provided  in  an  HMO  or  com- 
munity health  center.  AMA  pointed  out 
that,  “This  unwarranted,  lopsided  support 
could  result  in  state  programs  requiring  that 
medical  care  under  its  Medicaid  program  be 
furnished  only  in  the  favored  settings  in 
order  for  the  states  to  take  advantage  of 
the  additional  federal  funding.  This  in- 
creased financial  support  in  favor  of  one 
method  of  health  care  delivery  is  clearly 
discriminatory.” 

Peer  Review  — The  Association  support- 
ed provisions  in  H.R.  1 authorizing  the  Sec- 
retary to  conduct  experiments  in  community- 
wide peer  review  programs.  It  pointed  to 
the  many  peer  review  activities  presently 
ongoing,  noting  that  under  the  experimental 
authority  various  programs,  including  those 
with  PSRO  features,  could  receive  necessary 
broad-scale  experimentation.  It  stressed  the 
need  for  further  research  and  experimenta- 
tion, cautioning  against  the  adoption  of  a 
single  untested,  nationwide  program. 

Chiropractic  — Proceeding  to  the  pro- 
posed study  of  the  coverage  of  chiropractic 
services  under  Medicare  and  Medicaid,  AMA 
pointed  to  three  prior  government  studies 
all  of  which  had  concluded  that  chiroprac- 
tic services  are  not  quality  medical  care. 
Citing  one  of  the  studies  which  recommend- 
ed that  financial  participation  should  be 
denied  in  Medicaid  payments  to  chiroprac- 
tors and  naturopaths,  the  Association  said 
that  another  study  would  not  be  justified. 

VD  control  bill  introduced 

Sen.  Javits  (R)  N.Y.,  along  with  31  co- 
sponsors, has  introduced  S.  3187,  the  Na- 
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tional  Venereal  Disease  Prevention  and  Con- 
trol Act.  It  would  authorize  $15  million  an- 
nually for  research,  demonstration  and  train- 
ing programs  in  venereal  disease  prevention 
and  control.  Formula  grants  of  $25  million 
annually  would  be  authorized  for  the  estab- 
lishment of  comprehensive  state  venereal 
disease  diagnosis  and  treatment  programs. 
An  additional  $30  million  would  be  author- 
ized for  project  grants  to  states  and  political 
subdivisions. 


Health  message  to  congress 

President  Nixon  recently  sent  his  health 
message  to  the  Congress.  He  assigned  high 
priority  to  changes  in  the  health  care  sys- 
tem, “so  that  every  citizen  will  be  able  to  get 
quality  health  care  at  reasonable  costs  re- 
gardless of  his  income  and  regardless  of 
where  he  lives  . . .”  The  President  noted 
steps  already  taken  by  Congress  on  some 
of  the  measures  in  his  national  health  strat- 
egy. These  included  passage  of  the  Com- 
prehensive Health  Manpower  Training  Act 
and  the  Nurse  Training  Act,  passage  of  the 
National  Cancer  Act,  the  creation  of  a Na- 
tional Health  Service  Corps,  and  increased 
funding  for  VA  medical  care.  Acknowl- 
edging the  importance  of  such  legislation, 
he  said  that  Congress  must  still  lay  “the 
bedrock  foundations  for  a new  national 
health  care  system  for  all  the  people.” 

He  emphasized  that  more  than  money  is 
required  to  meet  current  health  care  needs. 
Citing  the  Medicare  and  Medicaid  programs, 
the  President  said  that  increasing  the  ef- 
fective demand  for  health  services  without 
providing  for  shortages  and  maldistribution 
of  health  care  manpower  and  resources, 
would  predictably  result  in  acute  inflation. 
The  President  again  cautioned  that  we  must 
build  upon  the  strengths  of  our  present  sys- 
tem. He  said,  “it  would  be  folly  to  raze 
the  structure  that  produced  this  (health 
care)  progress  and  start  from  scratch  on 
some  entirely  new  basis  in  order  to  repair 
shortcomings  and  redirect  and  revitalize 
the  thrust  of  our  health  system.” 

The  President,  calling  for  renewed  efforts 
toward  the  implementation  of  a national 
health  strategy,  reiterated  the  four  prin- 


ciples established  in  last  year’s  health  mes- 
sage: assurance  of  equal  access  for  all  citi- 
zens to  adequate  health  protection  . . . de- 
velopment of  a balanced  supply  and  demand 
of  health  services  . . . organization  for  great- 
er efficiency  . . . and  building  on  existing 
strengths  in  the  present  health  care  systems. 
The  President  called  for  passage  of  the  Ad- 
ministration’s health  insurance  bill,  the  So- 
cial Security  Amendments  of  1971  (H.R.  1), 
and  the  Health  Maintenance  Organization 
Assistance  Act  as  major  actions,  necessary 
to  give  life  to  his  four  principles.  With 
respect  to  HMO’s,  the  President  said  that 
at  the  present  there  are  110  planning  and 
development  grants  which  have  been  given 
to  potential  HMO  sponsors  and  that  some 
200,000  Medicaid  patients  are  now  enrolled 
in  HMO-type  plans. 

Nursing  Home  Standards  — “If  there  is 
one  place  to  begin  upgrading  the  quality 
of  health  care,”  the  President  said,  “it  is 
in  the  nursing  homes  that  care  for  older 
Americans.”  He  then  described  an  8-point 
program  currently  underway  to  upgrade 
the  quality  of  life  and  standards  of  care  in 
nursing  homes  and  said  that  federal  efforts 
in  the  inspections  of  nursing  homes  include 
payment  of  100%  of  the  costs  of  inspecting 
the  facilities.  Also  included  is  federal  fund- 
ing to  train  2,000  state  nursing  home  in- 
spectors and  41,000  nursing  home  employees. 


Androgen-Secreting  Tumor  of  Adrenal  Cor- 
tex Without  Masculinization  — R.  H.  Tip- 

ton  et  al  (Jessop  Hosp  for  Women,  Shef- 
field, England).  Br  Med  J 3:744  (Sept 
25)  1971. 

A benign  adrenocortical  adenoma  associat- 
ed with  a 24-hour  urinary  output  of  17-oxo- 
steroids  of  over  150  mg  is  reported.  The  pa- 
tient was  a woman  who  showed  minimal  signs 
of  masculinization.  The  fractionated  17-oxo- 
steroids  showed  that  etiocholanolone  and  de- 
hydroepiandrosterone  formed  over  80%  of 
the  total  C 19  steroid  excretion,  thus  provid- 
ing an  explanation  for  the  lack  of  viriliza- 
tion. Following  surgical  removal  of  the  ade- 
noma the  steroid  excretion  returned  to  nor- 
mal. 
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What  is  Retin- A®,  a product  recently  re- 
leased by  Johnson  and  Johnson? 

Description:  Retinoic  acid  (vit.  A acid) 
0.05  percent,  polyethylene  glycol  400,  bu- 
tylated  hydroxytoluene,  and  alcohol  55  per- 
cent. 

Indications:  Treatment  of  acne  vulgaris, 
primarily  grades  I through  III,  in  which 
comedones,  papules,  and  pustules  are  pres- 
ent. 

Contraindications:  Use  of  the  product 
should  be  discontinued  if  sensitivity  devel- 
ops. 

Cautions:  Retin- A®  should  be  kept  away 
from  the  mouth,  angles  of  the  nose,  and  mu- 
cous membranes.  Exposure  to  sunlight,  in- 
cluding sunlamps,  should  be  minimized  due 
to  a heightened  susceptibility  to  sunlight. 
Concomitant  topical  medication  should  be 
employed  with  caution,  especially  with  prep- 
arations containing  peeling  agents  such  as 
sulfur  and  resorcinol. 

Adverse  Reactions:  Skin  sensitivity  mani- 
fested by  redness,  edema,  blistering  or  crust 
formation.  Hyper-  or  hypopigmentation  may 
also  occur. 

Dosage  and  Administration:  One  swab 

applied  once  a day  before  retiring.  A liquid 
preparation  is  also  available  to  be  applied 
at  bedtime. 


Fourteen  Years’  Experience  With  Cobalt- 60 
Radiation  Therapy  in  Treatment  of  Early 
Cancer  of  True  Vocal  Cords  — R.  D. 

Marks,  Jr.  (General  Delivery,  Scotsville, 
Va  24590),  G.  S.  Fitz-Hugh  and  W.  C. 
Constable.  Cancer  27:571-576  (Sept)  1971. 

The  results  of  treatment  and  reasons  for 
failure  are  analyzed  for  a group  of  110  pa- 
tients with  early  (T1  and  T2)  squamous  cell 
carcinoma  of  the  true  vocal  cords,  all  treated 
with  a Cobalt-60  source.  The  report  covers  a 
period  from  1956  through  1969,  and  presents 
five-year  survival  figures  for  over  50%  of 


the  patients  in  the  series.  For  55  T1  pa- 
tients, five-year  absolute  and  relative  sur- 
vival rates  were  80%  and  94%,  respectively. 
Similarly,  for  12  T2  patients,  the  respective 
figures  were  67%  and  100%.  Employing 
the  actuarial  method,  the  cure  rates  for 
radiotherapy  alone  were  calculated,  utilizing 
the  entire  group  of  85  T1  patients  and  25 
T2  patients.  The  cure  rate  for  T1  lesions 
was  91%,  for  T2  lesions  it  was  80%.  Only 
eight  radiotherapy  failures  were  discovered 
in  the  combined  group,  and  five  of  these  have 
been  salvaged  by  laryngectomy  and  now  are 
alive  and  well.  There  were  no  significant 
complications  attributed  to  the  radiation 
therapy,  and  in  the  five  patients  who  came 
to  surgery  laryngectomy  was  carried  out 
with  no  added  morbidity.  In  six  of  eight 
radiotherapy  failures,  technical  reasons  were 
discovered  which  may  have  contributed  to 
the  poor  results  in  these  patients. 


Legal  Abortion:  Critical  Assessment  of  Its 
Risks  — J.  A.  Stallworthy,  A.  S.  Moolga- 
oker  and  J.  J.  Walsh  (Churchill  Hosp,  Ox- 
ford, England).  Lancet  2:1245-1249  (Dec 
4)  1971. 

A review  of  the  methods  used  and  the  re- 
sults obtained  in  1182  legal  abortions  in  one 
teaching  hospital  confirms  that  termination 
of  pregnancy,  even  in  the  early  weeks,  is 
neither  simple  nor  safe.  Nearly  17%  of  pa- 
tients lost  more  than  500  ml  of  blood  and 
9.5%  required  transfusion.  Cervical  lacera- 
tions occurred  in  4.2%  and  the  uterus  was 
perforated  in  1.2%.  All  the  perforations 
were  associated  with  the  technique  of  vacu- 
um aspiration.  Emergency  laparotomy  was 
required  for  six  patients  and  hysterectomy 
was  twice  necessary  to  save  life.  Pyrexia  of 
38  C or  more  persisting  for  longer  than  24 
hours  occurred  in  27  % . Peritonitis  developed 
in  14  patients,  with  paralytic  ileus  in  7,  and 
6 others  had  septicemia.  No  patient  died. 
The  need  is  stressed  for  a wider  apprecia- 
tion of  the  risks  involved  in  allowing  certain 
pregnancies  to  continue  and  those  associated 
with  their  termination,  irrespective  of  the 
method  used. 
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THINGS  YOU  SHOULD  KNOW 

ccccccccoocccccccccccccccoocoocosccc 
This  program  is  acceptable  for  12  elec- 
tive hours  by  the  American  Academy 
of  Family  Physicians. 

OOOOOO6QOOOOOOS6OO6O9OO0OGOO66OOGOOG 

REGISTRATION  — East  Ballroom,  Radisson  Corn- 
husker  Hotel,  8:00  a.m.,  Tuesday  and  Wednes- 
day, May  2 and  3,  1972. 

GENERAL  SESSIONS  — West  Ballroom,  Radisson 
Cornhusker  Hotel. 

OF  SPECIAL  INTEREST 

PRAYER  BREAKFAST  — Monday,  May  1st,  7:30 
a.m.,  Georgian  Room,  Radisson  Cornhusker 
Hotel.  The  Medicine  and  Religion  Committee 
will  sponsor  the  Prayer  Breakfast. 

NEBRASKA  HIGH  SCHOOL  TEAM  PHYSICIANS’ 
LUNCHEON  — Tuesday,  May  2nd,  12:00  noon, 
West  Ballroom,  Radisson  Cornhusker  Hotel. 
Speaker — Coach  Tom  Osborne. 

PAST  PRESIDENT’S  BREAKFAST  — Wednesday, 
May  3rd,  7:00  a.m.,  State  Suites  I and  II, 
Radisson  Cornhusker  Hotel. 

ANNUAL  DISTINGUISHED  LUNCHEON  — Pres- 
idential Address.  Installation  of  New  Officers. 
Presentation  of  Fifty-Year  Service  Pins.  Guest 
Speaker  — Irvine  H.  Page,  M.D.,  Cleveland, 
Ohio.  Wednesday,  May  3rd,  12:30  p.m.,  West 
Ballroom,  Radisson  Cornhusker  Hotel. 

PRESIDENT’S  RECEPTION  — Honoring  the  Pres- 
ident of  the  Nebraska  Medical  Association  and 
the  President  of  the  Woman’s  Auxiliary.  Tues- 
day, May  2nd,  6:00  p.m.,  East  Hills  Supper 
Club,  1700  South  70th  Street. 

FUN  NIGHT  — An  evening  of  exceptional  enter- 
tainment and  fun  at  the  East  Hills  Supper  Club, 
1700  South  70th  Street,  including  a delicious 
steak  dinner  and  a superb  show  by  the  Chicago 
Gas  Light  Club’s  Road  Show.  Dinner  at  7:00 
p.m.  Tickets  $15  per  person  available  through 
the  Lancaster  County  Medical  Society,  620 
North  48th  Street,  Room  310,  Lincoln.  Y.  Scott 
Moore,  M.D.,  Chairman.  The  President’s  Recep- 
tion will  immediately  precede  the  dinner,  be- 
tween 6:00  and  7:00  p.m.,  Tuesday  evening,  May 
2nd. 


SPORTSMAN’S  DAY  ACTIVITIES 

GOLF  TOURNAMENT  — Country  Club  of  Lincoln, 
3200  South  24th  Street,  Lincoln,  Monday,  May 
1st.  Tee  times  — 11:00  a.m.  to  2:30  p.m.  Lunch 
available  after  11:00  a.m.  James  H.  Rickman, 
M.D.,  Chairman. 


TRAP  AND  SKEET  SHOOT  — Blue  Flame  Gun 
Club,  5203  South  14th  Street,  Lincoln,  Monday, 
May  1st,  1:00  p.m.  to  5:00  p.m.  Guy  M.  Matson, 
M.D.,  Chairman  and  Harold  R.  Horn,  M.D.,  Co- 
Chairman. 


SPORTSMAN’S  DINNER  — Country  Club  of  Lin- 
coln, 3200  South  24th  Street,  Lincoln,  Monday, 
May  1st.  Social  hour  at  5:30  p.m.  and  Award 
Dinner  at  7:00  p.m.  James  H.  Rickman,  M.D., 
Chairman. 


ANCILLARY  MEETINGS 


AMERICAN  COLLEGE  OF  SURGEONS,  NE- 
BRASKA CHAPTER,  ANNUAL  BUSINESS 
MEETING  — Sunday,  April  30th,  6:00  p.m., 
Georgian  Room,  Radisson  Cornhusker  Hotel. 


UNIVERSITY  OF  NEBRASKA  PRECEPTOR 
BREAKFAST  — Tuesday,  May  2nd,  7 :30  a.m., 
Lancaster  Room,  Radisson  Cornhusker  Hotel. 


UNIVERSITY  OF  NEBRASKA  COLLEGE  OF 
MEDICINE  ALUMNI  MEETING  AND  SO- 
CIAL HOUR  — Tuesday,  May  2nd,  5:00-6:00 
p.m.,  Rooms  901  and  921,  Radisson  Cornhusker 
Hotel. 


NEBRASKA  ASSOCIATION  OF  PATHOLOGISTS 
ANNUAL  MEETING  — Wednesday,  May  3rd, 
5:00  p.m.,  Lancaster  Room,  Radisson  Corn- 
husker Hotel. 
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Officers 


ROGER  D.  MASON,  M.D. 
President  1971-1972 


FRANK  P.  STONE,  M.D. 
President  1972-1973 


President 

Roger  D.  Mason,  M.D.,  McCook 1971-1972 

Frank  P.  Stone,  M.D.,  Lincoln 1972-1973 

Secretary-Treasurer 

Russell  L.  Gorthey,  M.D. Lincoln 

Editor 

Frank  Cole,  M.D.  Lincoln 

Executive  Secretary 

Kenneth  E.  Neff Lincoln 

Board  of  Councilors 

District  Term  Expires 

1.  Thomas  J.  Gurnett,  M.D.,  Omaha 1972 

2.  Louis  J.  Gogela,  M.D.,  Lincoln 1972 

3.  H.  C.  Stewart,  M.D.,  Pawnee  City 1972 

4.  Robert  B.  Benthack,  M.D.,  Wayne 1972 

5.  Robert  M.  Sorensen,  M.D.,  Fremont 1973 

6.  Houtz  G.  Steenburg,  M.D.,  Aurora 1973 

7.  Lyle  H.  Nelson,  M.D.,  Crete 1973 

8.  Robert  W.  Waters,  M.D.,  O’Neill 1973 

9.  Hiram  Walker,  M.D.,  Kearney 1974 

10.  Charles  W.  Landgraf,  Jr.,  M.D.,  Hastings.  1974 

11.  Bruce  F.  Claussen,  M.D.,  North  Platte 1974 

12.  A.  J.  Alderman,  M.D.,  Chadron 1974 

Chairman,  Board  of  Councilors 
Houtz  G.  Steenburg,  M.D.,  Aurora 1972 

Speaker,  House  of  Delegates 
William  E.  Nutzman,  M.D.,  Kearney 1974 

Vice  Speaker,  House  of  Delegates 
Harry  W.  McFadden,  Jr.,  M.D.,  Omaha 1974 

Delegates  to  A.M.A. 

Earl  F.  Leininger,  M.D.,  McCook  1973 

John  R.  Schenken,  M.D.,  Omaha  1972 

Alternate  Delegates  to  A.M.A. 

Roger  D.  Mason,  M.D.,  McCook 1973 

R.  F.  Sievers,  M.D.,  Blair  1972 


Board  of  Directors 

R.  Russell  Best,  M.D.,  Omaha,  Chairman 1973 

George  B.  Salter,  M.D.,  Norfolk 1974 

Carl  Frank,  M.D.,  Scottsbluff 1975 

H.  V.  Nuss,  M.D.,  Sutton 1972 

Russell  L.  Gorthey,  M.D.,  Lincoln 
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Announcements 


House  of  Delegates 

1st  Session:  Sunday,  April  30,  1972,  3:00  p.m., 
West  Ballroom 

2nd  Session:  Monday,  May  1,  1972,  8:30  a.m.,  West 
Ballroom 

3rd  Session:  Wednesday,  May  3,  1972,  7:30  a.m., 
West  Ballroom 


Board  of  Councilors 

1st  Session:  Sunday,  April  30,  1972,  1:30  p.m.,  Lin- 
coln Room 

2nd  Session:  Monday,  May  1,  1972,  11:00  a.m.,  Lin- 
coln Room 


Board  of  Directors 

Tuesday,  May  2,  1972,  7 :30  a.m.,  State  Suite  III 


Nominating  Committee 

1st  Session:  Monday,  May  1,  1972,  10:30  a.m., 
Room  201 

2nd  Session:  Tuesday,  May  2,  1972,  11:15  a.m., 
State  Suite  I 

3rd  Session:  Tuesday,  May  2,  1972,  4:15  p.m.,  State 
Suite  I 
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L.  Palmer  Johnson,  M.D. Lincoln 

Warren  Q.  Bradley,  M.D. Lincoln 
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George  W.  Loomis,  M.D. Omaha 

Russell  L.  Gorthey,  M.D.  Lincoln 
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Technical  Exhibitors 


Scientific  Exhibitors 


American  Cancer  Society,  Nebraska  Division,  Inc., 
Omaha,  Nebraska 

Blue  Cross  - Blue  Shield,  Omaha,  Nebraska 

Boetel  & Company,  Omaha,  Nebraska 

Bristol  Laboratories,  Syracuse,  New  York 

Buckley  Office  Machines,  Lincoln,  Nebraska 

Carnrick  Laboratories,  Cedar  Knolls,  New  Jersey 

Clarkson  Electrocardiographic  Network,  Omaha, 
Nebraska 

Coca-Cola  USA,  Chicago,  Illinois 

Daily  Council  of  Central  States,  Inc.,  Omaha,  Ne- 
braska 

Donley  Medical  Supply  Company,  Lincoln,  Nebraska 

Dorsey  Laboratories,  Lincoln,  Nebraska 

Encyclopaedia  Britannica,  Inc.,  Chicago,  Illinois 

MD  Associates,  Inc.,  Westminster,  California 

Merck  Sharp  & Dohme,  West  Point,  Pennsylvania 

Mutual  of  Omaha,  Omaha,  Nebraska 

National  Foundation  — March  of  Dimes,  Lincoln, 
Nebraska 

Pitney  Bowes,  Inc.,  Omaha,  Lincoln,  Grand  Island 

Professional  Credit  Control,  Inc.,  Lincoln,  Nebraska 

Roche  Laboratories,  Nutley,  New  Jersey 

Sandoz  Pharmaceuticals,  Hanover,  New  Jersey 

W.  B.  Saunders  Company,  Philadelphia,  Pennsyl- 
vania 

Schering  Laboratories,  Kenilworth,  New  Jersey 

Smith,  Miller  & Patch,  Inc.,  New  Brunswick,  New 
Jersey 

E.  R.  Squibb  & Sons,  New  York,  New  York 

St.  Paul  Fire  and  Marine  Insurance  Company,  St. 
Paul,  Minnesota 

Stuart  Pharmaceuticals,  Pasadena,  California 

USV  Pharmaceutical  Corporation,  Tuckahoe,  New 
York 

Harold  J.  Westin  and  Associates,  Inc.,  St.  Paul, 
Minnesota 

Xerox  Corporation,  Omaha,  Nebraska 


THE  DIZZY  PATIENT:  ASSESSMENT  OF  VES- 
TIBULAR FUNCTION 

T.  W.  Norris,  Ph.D.;  C.  T.  Yarington,  M.D., 
F.A.C.S.;  A.  J.  Yonkers,  M.D.;  G.  M.  Beddoe, 
M.D. 

Sponsor:  Department  of  Otorhinolaryngology 
and  Division  of  Audiology,  University 
of  Nebraska  Medical  Center  at  Oma- 
ha 


AMBIGUOUS  GENITALIA  IN  INFANTS  AND 
CHILDREN 

DIAGNOSTIC  EVALUATION  AND  OPERATIVE 
THERAPY 

A MULTI-DISCIPLINARY  APPROACH 

Melvin  Jenkins,  M.D.,  F.A.A.P.,  Pediatric  En- 
docrinology; Harry  Saslow,  Ph.D.,  Pediatric 
Psychology;  Francis  Bartone,  M.D.,  F.A.C.S., 
Pediatric  Urology;  Patricia  Forsman,  M.D., 
Pediatrics 

Sponsor:  University  of  Nebraska  Medical  Cen- 
ter at  Omaha 


AN  OBJECTIVE  EVALUATION  OF  AORTO-COR- 
ONARY  ARTERY  BY-PASS  SURGERY 

Michael  Sketch,  M.D.;  Richard  Schultz,  M.D.; 
Vincent  Runco,  M.D.;  Richard  Booth,  M.D. 

Sponsor:  Section  on  Cardiology,  Creighton 
University  School  of  Medicine 


DIAGNOSIS  AND  TREATMENT  OF  ATOPIC 
DISEASES 

Guillermo  Villacorte,  M.D.;  Betty  Kolotkin, 
M.D.;  Robert  Townley,  M.D. 

Sponsor:  Section  on  Allergy,  Creighton  Uni- 
versity School  of  Medicine 


METHODS  IN  CARDIOVASCULAR  STRESS 
TESTING 

Kenneth  D.  Rose,  M.D.;  Robert  Robertson, 
Ph.D.;  Ford  Royer,  M.T.  (A.S.C.P.) 

Sponsor:  Division  of  Medical  Laboratory  and 
Research,  University  Health  Service 
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TUESDAY  NOON,  MAY  2,  1972 


Nebraska  Medical  Association 
104th  Annual  Session 


TUESDAY,  MAY  2,  1972 

8:00  Registration,  East  Ballroom 

8:00  Exhibits  Open,  East  Ballroom 

9:15  OPENING  CEREMONIES  — West  Ball- 
room 

Welcome 

— Roger  D.  Mason,  M.D.,  President 
Invocation 

— W.  Ray  Hill,  M.D.,  Chairman,  NMA  Medi- 
cine and  Religion  Committee 

Necrology 

— George  B.  Salter,  M.D.,  Norfolk 

9:30  SYMPOSIUM  ON  EMERGENCY  CARE  — 
to  West  Ballroom 
11:15 

Moderator — 

Harris  B.  Graves,  M.D.,  Waterloo 
Family  Practice 


“Burns” 

— Wayne  Zlomke,  M.D.,  Ord 
Family  Practice 

— Samuel  A.  Swenson,  Jr.,  M.D.,  Omaha 
General  Surgery 


12:00  NOON  LUNCHEON  — West  Ballroom 

Sponsored  by  the  NMA  Sub-Committee  on 
Athletic  Injuries;  John  E.  Murphy,  M.D., 
Chairman 


— Roger  D.  Mason,  M.D.,  President,  Presid- 
ing 


“Nebraska  Football” 

— Dr.  Tom  Osborne,  Assistant  Head  Coach, 
University  of  Nebraska  Cornhuskers 


“The  Comatosed  Patient” 

Presentation  of  AMA-ERF  Checks 

— Donald  F.  Prince,  M.D.,  Minden 
Family  Practice 

— John  C.  Goldner,  M.D.,  Omaha 

Neurology  2:00  Visit  the  Exhibits 


Questions  and  Discussion 


11:15  Visit  the  Exhibits 


April,  1972 


159 


PROGRAM 


PROGRAM 


TUESDAY  AFTERNOON,  MAY  2,  1972 


TUESDAY  AFTERNOON,  MAY  2,  1972 


The  Honorable 
Carl  T.  Curtis 

Washington,  D.C. 

Senator  Curtis  was  first  elect- 
ed to  the  United  States  Sen- 
ate in  1954.  He  has  served  as 
a member  of  Congress  continu- 
ously since  his  election  to  the 
House  of  Representatives  in 
1938.  He  served  as  County 
Attorney  of  Kearney  County 
from  1931  to  1935.  Senator 
Curtis  attended  Nebraska  Wes- 
leyan University  and  has  been 
awarded  honorary  membership 
in  Phi  Delta  Phi  Legal  Fratern- 
ity and  Pi  Kappa  Delta  Foren- 
sic Fraternity. 


James  H.  Sammons,  M.D. 

Baytown,  Texas 

Doctor  Sammons  is  a gradu- 
ate of  the  St.  Louis  University 
School  of  Medicine  and  is  a 
family  practitioner  and  manag- 
ing partner  of  a group  practice. 
He  is  a member  of  the  Ameri- 
can Medical  Association’s  Board 
of  Trustees  having  been  elected 
in  1970.  Dr.  Sammons  has 
served  as  President  of  the 
Texas  Medical  Association  and 
as  Chairman  of  the  American 
Medical  Political  Action  Com- 
mittee. He  also  serves  on  the 
Legislation  and  Public  Policy 
Committee  of  the  American 
Academy  of  Family  Practice. 


2:30  SYMPOSIUM  ON  SOCIO-ECONOMICS  — 
to  West  Ballroom 
4:15 

Moderator — 

Louis  J.  Gogela,  M.D.,  Lincoln 

‘‘National  Health  Insurance  Programs” 

— The  Honorable  Carl  T.  Curtis, 

United  States  Senate 

— James  H.  Sammons,  M.D. 

Member,  Board  of  Trustees 
American  Medical  Association 

— Mr.  Arthur  J.  Snider 
Science  Editor 
Chicago  Daily  News 

Questions  and  Discussion 


4:15  Visit  the  Exhibits 


6:00  President’s  Reception  for  Members  and 
Wives  — East  Hills  Supper  Club,  1700 
South  70th  Street 


Mr.  Arthur  J.  Snider 

Chicago,  Illinois 

Mr.  Snider,  Science  Editor  of 
the  Chicago  Daily  News  for 
twenty  - five  years,  is  a Past 
President  of  the  National  Asso- 
ciation of  Science  Writers  and 
a Past  President  of  the  Council 
for  the  Advancement  of  Science 
Writing.  He  has  won  numer- 
ous writing  awards.  In  addition 
to  covering  medicine  from 
coast  to  coast  he  is  responsible 
for  other  fields  of  science.  He 
has  covered  the  manned  space 
flight  program  since  its  incep- 
tion at  Cape  Kennedy.  Mr. 
Snider  graduated  from  the 
University  of  Iowa  in  1938  and 
was  awarded  a Master  of  Sci- 
ence Degree  from  Northwest- 
ern University  in  1947. 


7:00  Fun  Night  — East  Hills  Supper  Club,  1700 
South  70th  Street 

The  Chicago  Gas  Light  Club’s  Road  Show 
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WEDNESDAY  MORNING,  MAY  3,  1972 


PROGRAM 

WEDNESDAY  NOON,  MAY  3,  1972 


8:00  Registration,  East  Ballroom 


12:30  ANNUAL  DISTINGUISHED  LUNCHEON, 
West  Ballroom 


8:30  Visit  the  Exhibits 


For  Members  and  Wives 


9:30  SYMPOSIUM  ON  DIFFICULT  CLINICAL 
to  PROBLEMS,  West  Ballroom 
11:15 

Moderator — 

Wendell  Fairbanks,  M.D.,  Auburn 
Family  Practice 


“The  Recurrently  111  Child” 

— V.  Franklin  Colon,  M.D.,  Friend 
Family  Practice 

— Gilbert  C.  Schreiner,  M.D.,  Omaha 
Pediatrics 


“I’m  Fed  Up”  — Osteoarthritis 

— James  E.  Ramsay,  M.D.,  Atkinson 
Family  Practice 

— F.  S.  Webster,  M.D.,  Lincoln 
Orthopedics 

— Arthur  L.  Weaver,  M.D.,  Lincoln 
Rheumatology 

Questions  and  Discussion 

11:15  Visit  the  Exhibits 


— Bernard  F.  Wendt,  M.D.,  President, 
Lancaster  County  Medical  Society, 
Presiding 

Presidential  Address 
— Roger  D.  Mason,  M.D. 

Installation  of  Frank  P.  Stone,  M.D. 

Presentation  of  Fifty-Year  Service  Pins 

Arthur  W.  Anderson,  M.D. 

Ingleside 

R.  Russell  Best,  M.D. 

Omaha 

J.  Dewey  Bisgard,  M.D. 

Omaha 

Price  Terrell,  M.D. 

Omaha 


ANNUAL  DISTINGUISHED  NEBRASKA 
LECTURE 

Sponsored  by  the  Nebraska  Medical  Foundation,  Inc. 


“Organized  Medicine  and  Our  Freedom” 
— Irvine  H.  Page,  M.D.,  Cleveland,  Ohio, 
Editor,  Modern  Medicine 
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WEDNESDAY  AFTERNOON,  MAY  3,  1972 


Kenneth  D.  Rose,  M.D. 

Lincoln,  Nebraska 

Doctor  Rose  is  Chairman  of 
the  American  Medical  Associa- 
tion’s Committee  on  Exercise 
and  Physical  Fitness.  He  cur- 
rently serves  as  Chief  of  the 
Division  of  Medical  Research  at 
the  University  Health  Service. 
Doctor  Rose  is  also  a Research 
Associate  of  the  Department  of 
Microbiology  at  the  University 
of  Nebraska  and  the  Director 
of  the  University  of  Nebraska 
Physical  Fitness  Laboratory. 
He  is  recipient  of  the  Nebraska 
State  and  National  Jaycees 
Physical  Fitness  Leadership 
Award. 


Mr.  Glenn  V.  Swengros 

Washington,  D.C. 

Mr.  Swengros  rejoined  the 
staff  of  the  President’s  Council 
on  Physical  Fitness  and  Sports 
in  October  1970  as  Director  of 
Program  Development.  During 
the  intervening  three  years,  he 
was  President  of  Fitness,  Inc., 
National  Director  of  Programs 
of  Fitness  Finders,  Inc.,  and 
host  of  a TV  Exercise  Show 
seen  in  Washington,  D.C.  and 
New  York  City.  He  was  Su- 
pervisor of  Elementary  School 
Physical  Education  in  Kansas 
City,  Kansas  and  Kansas’s 
first  State  Director  of  Physical 
Education.  Mr.  Swengros  di- 
rects the  Council’s  Physical  Fit- 
ness Clinics  and  acts  as  a con- 
sultant to  school  systems, 
recreational  departments,  indus- 
try, and  similar  groups. He  was 
co-developer  of  the  Presidential 
Physical  Fitness  Awards  Pro- 
gram. 


John  L.  Boyer,  M.D. 

San  Diego,  California 

Doctor  Eoyer  is  a member  of 
the  American  Medical  Associa- 
tion’s Committee  on  Exercise 
and  Physical  Fitness.  His  spe- 
cialty training  is  in  internal 
medicine  and  cardiology,  and  he 
serves  as  Chairman  of  the  Cali- 
fornia Medical  Association’s 
Committee  on  Medical  Aspects 
of  Sports  and  Physical  Fit- 
ness. Doctor  Boyer  is  a mem- 
ber of  the  Board  of  Trustees 
of  the  American  College  of 
Sports  Medicine  and  a member 
of  the  President’s  Council  on 
Physical  Fitness  and  Sports. 


Fred  W.  Schoonmaker, 
M.D. 

Denver,  Colorado 

Doctor  Schoonmaker  is  Chief 
Cardiologist  of  the  Cardiovascu- 
lar Laboratory  at  St.  Luke’s 
Hospital  in  Denver.  He  also 
serves  as  Assistant  Clinical  Pro- 
fessor of  Medicine  at  the  Uni- 
versity of  Colorado.  Doctor 
Schoonmaker  has  also  served 
as  Chief  of  the  Cardiovascular 
Section  of  the  Veterans  Admin- 
istration Hospital  in  Durham, 
North  Carolina,  and  as  Assist- 
ant Professor  of  Medicine  at 
the  Duke  University  Medical 
Center.  He  has  authored  many 
articles  on  cardiovascular  prob- 
lems. 


Allan  J.  Ryan,  M.D. 

Madison,  Wisconsin 

Doctor  Ryan  is  Past  Chair- 
man of  the  American  Medical 
Association’s  Committee  on  Ex- 
ercise and  Physical  Fitness.  He 
is  Associate  Professor  and  Act- 
ing Chairman  of  Rehabilitation 
Medicine  at  the  University  of 
Wisconsin  Medical  Center,  and 
an  Associate  Professor  of  Physi- 
cal Education  at  the  University 
of  Wisconsin.  Doctor  Ryan  is 
also  Athletic  Team  Physician 
for  the  University  of  Wiscon- 
sin. He  has  served  as  President 
of  the  American  College  of 
Sports  Medicine  and  is  Chair- 
man of  the  Committee  on  In- 
jury Prevention  for  the  So- 
ciety for  Adolescent  Medicine. 
In  1971,  he  was  a recipient  of 
the  National  Jaycees  Physical 
Fitness  Leadership  Award. 


Martin  E.  Blazina,  M.D. 

Los  Angeles,  California 

Doctor  Blazina  is  an  Assist- 
ant Professor  in  Surgery,  Or- 
thopedics, at  UCLA,  and  is  a 
private  practicing  orthopedic 
surgeon  in  Los  Angeles.  He 
serves  as  an  Orthopedic  Con- 
sultant to  the  Los  Angeles  Lak- 
ers and  is  a Consultant  to  the 
Wadsworth  Veteran’s  Adminis- 
tration Hospital  in  Los  Angeles. 
Doctor  Blazina  is  a graduate 
of  the  University  of  Illinois 
College  of  Medicine. 
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WEDNESDAY  AFTERNOON,  MAY  3,  1972 

1:45  Visit  the  Exhibits 

2:00  SYMPOSIUM  ON  EXERCISE  AND  THE 

to  HEART,  West  Ballroom 

5:30  Sponsored  by: 

Committee  on  Exercise  and  Physical  Fit- 
ness of  the  American  Medical  Association 

Nebraska  Medical  Association 

Nebraska  Heart  Association 

President’s  Council  on  Physical  Fitness  and 
Sports 

Presiding — 

Kenneth  D.  Rose,  M.D.,  Chairman 

Committee  on  Exercise  and  Physical  Fit- 
ness, American  Medical  Association 

Greetings  from  the  Sponsoring  Agencies — 

Frank  P.  Stone,  M.D.,  President-Elect 
Nebraska  Medical  Association 

Anthony  J.  Camazzo,  Jr.,  M.D.,  President 
Nebraska  Heart  Association 

Mr.  C.  Carson  Conrad,  Executive  Director 
President’s  Council  on  Physical  Fitness 
and  Sports 

“Exercise  and  the  Cardiovascular  System” 

— John  L.  Boyer,  M.D.,  San  Diego,  California 
AMA  Committee  on  Exercise  and  Physical 
Fitness 

“Prescribing  Exercise  Programs  for  the  Well 
Patient” 

— Allan  J.  Ryan,  M.D.,  Madison,  Wisconsin 
AMA  Committee  on  Exercise  and  Physical 
Fitness 

“Conditioning  Exercises  in  a Physical  Fit- 
ness Program” 

— Mr.  Glenn  V.  Swengros,  Washington,  D.C. 
President’s  Council  on  Physical  Fitness 
and  Sports 

“Exercise  Programs  Following  Cardiovas- 
cular Episodes” 

— Fred  Schoonmaker,  M.D.,  Denver,  Colorado 
Cardiovascular  Laboratory,  St.  Luke’s 
Hospital 

‘^Problems  Incidental  to  Exercise  Programs” 

— Martin  E.  Blazina,  M.D.,  Los  Angeles, 
California 

Orthopedic  Consultant,  Los  Angeles  Lak- 
ers 

“Stress  Testing  Procedures” 

— Kenneth  D.  Rose,  M.D. 

— Robert  Robertson,  Ph.D.,  University  of 
Nebraska,  Lincoln,  Nebraska 

Questions  and  Discussion 


MIDWESTERN  PHYSICAL  FITNESS  CLINIC 
Immediately  following  the  104th  Annual  Session 
the  President’s  Council  on  Physical  Fitness  and 
Sports  will  sponsor  the  Midwestern  Physical  Fit- 
ness Clinic.  This  is  an  eight-state  regional  sym- 
posium presented  in  cooperation  with  the  Gover- 
nor’s Council  on  Fitness,  the  Nebraska  Inter-Agency 
Health  Council,  and  the  Mayor’s  Council  on  Fitness. 


Program  Highlights 

WEDNESDAY,  MAY  3,  1972 
Evening 

7 :00  Banquet 

Governor  J.  J.  Exon 
President  Durward  Varner 

Speaker:  Captain  James  A.  Lovell,  Jr.,  USN, 
Chairman  of  the  President’s  Council  on 
Physical  Fitness  and  Sports,  Consultant  to 
the  President  on  Physical  Fitness  and  Sports, 
NASA  Astronaut 

Ticket:  $4.75  — Purchase  at  Registration 

Desk 


THURSDAY,  MAY  4,  1972 
and 

FRIDAY,  MAY  5,  1972 

National  authorities  will  present  scientific  dis- 
cussions and  demonstrations  on  cardiology,  execu- 
tive fitness,  gymnastics,  conditioning  and  agility, 
fitness  for  the  aging,  swimming,  form  and  graceful 
movement  for  women,  trampoline,  recreation,  sports- 
orama,  and  many  others. 

Thursday,  May  4 at  12:00  Noon 

Lincoln  Chamber  of  Commerce  Luncheon  — 
Radisson  Cornhusker  Hotel  Ballroom 

Topic:  Executive  Fitness 

Speaker:  Captain  James  A.  Lovell,  Jr.,  USN, 
Chairman  of  the  President’s  Council  on 
Physical  Fitness  and  Sports,  Consultant  to 
the  President  on  Physical  Fitness  and  Sports, 
NASA  Astronaut 

Ticket:  $2.00  — Purchase  at  Registration  Desk 
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Past  Presidents 

Nebraska  Medical  Association 


Gilbert  C.  Monell,  M.D.,  Omaha 1868-69 

James  H.  Peabody,  M.D.,  Omaha 1869-70 

N.  B.  Larsh,  M.D.,  Nebraska  City 1870-71 

R.  R.  Livingston,  M.D.,  Plattsmouth 1871-72 

A.  Bowen,  M.D.,  Nebraska  City  1872-73 

H.  P.  Mathewson,  M.D.,  Omaha 1873-74 

John  Black,  M.D.,  Plattsmouth 1874-75 

L.  H.  Robbins,  M.D.,  Lincoln 1875-76 

J.  U.  Peck,  M.D.,  Omaha 1876-77 

L.  J.  Abbott,  M.D.,  Fremont 1877-78 

E.  M.  Whitten,  M.D.,  Nebraska  City 1878-79 

Harvey  Link,  M.D.,  Millard 1879-80 

S.  D.  Mercer,  M.D.,  Omaha 1880-81 

M.  W.  Stone,  M.D.,  South  Omaha 1881-82 

A.  H.  Sowers,  M.D.,  Lincoln 1882-83 

Victor  H.  Coffman,  M.D.,  Omaha 1883-84 

F.  G.  Fuller,  M.D.,  Grand  Island 1884-85 

W.  W.  Knapp,  M.D.,  Lincoln 1885-86 

Richard  C.  Moore,  M.D.,  Omaha 1886-87 

George  H.  Peebles,  M.D.,  Lincoln 1887-88 

Milton  Lane,  M.D.,  Kearney 1888-89 

J.  C.  Denise,  M.D.,  Omaha 1889-90 

D.  A.  Walden,  M.D.,  Beatrice 1890-91 

Charles  Inches,  M.D.,  Scribner 1891-92 

M.  L.  Hildreth,  M.D.,  Lyons 1892-93 

A.  S.  von  Mansfelde,  M.D.,  Ashland 1893-94 

H.  B.  Lowry,  M.D.,  Lincoln 1894-95 

J.  E.  Summers,  M.D.,  Omaha 1895-96 

F.  D.  Haldeman,  M.D.,  Ord 1896-97 

Wilson  O.  Bridges,  M.D.,  Omaha 1897-98 

A.  R.  Mitchell,  M.D.,  Lincoln  1898-99 

Robert  McConaughy,  M.D.,  York 1899-00 

H.  M.  McClanahan,  M.D.,  Omaha 1900-01 

Wm.  B.  Eby,  M.D.,  Ainsworth  1901-02 

A.  B.  Anderson,  M.D.,  Pawnee  City 1902-03 

B.  F.  Crummer,  M.D.,  Omaha 1903-04 

R.  C.  McDonald,  M.D.,  Fremont 1904-05 

A.  F.  Jonas,  M.D.,  Omaha 1905-06 

F.  A.  Long,  M.D.,  Madison 1906-07 

Harold  Gifford,  M.D.,  Omaha  1907-08 

L.  M.  Shaw,  M.D.,  Osceola 1908-09 

P.  H.  Salter,  M.D.,  Norfolk 1909-10 

J.  P.  Lord,  M.D.,  Omaha 1910-11 

A.  D.  Nesbit,  M.D.,  Tekamah 1911-12 

I.  N.  Pickett,  M.D.,  Odell 1912-13 

D.  C.  Bryant,  M.D.,  Omaha 1913-14 

J.  P.  Gilligan,  M.D.,  O’Neill 1914-15 

E.  W.  Rowe,  M.D.,  Lincoln 1915-16 

W.  F.  Milroy,  M.D.,  Omaha  1916-17 

(to  12-31-17) 

C.  L.  Mullins,  M.D.,  Broken  Bow 1918  - 


Past  Presidents 

Nebraska  Medical  Association 


J.  M.  Bannister,  M.D.,  Omaha 1919  - 

H.  W.  Orr,  M.D.,  Lincoln 1920  - 

M.  S.  Moore,  M.D.,  Gothenburg 1921  - 

B.  B.  Davis,  M.D.,  Omaha 1922  - 

B.  F.  Bailey,  M.D.,  Lincoln  1923  - 

Morris  Nielsen,  M.D.,  Blair 1924  - 

Palmer  Findley,  M.D.,  Omaha  1925  - 

H.  J.  Lehnhoff,  M.D.,  Lincoln  1926  - 

H.  E.  Potter,  M.D.,  Fairbury 1927  - 

B.  R.  McGrath,  M.D.,  Grand  Island 1928-29 

(to  5-14-29) 

F.  S.  Owen,  M.D.,  Omaha 1929-30 

K.  S.  J.  Hohlen,  M.D.,  Lincoln  1930-31 

Lucien  Stark,  M.D.,  Norfolk 1931-32 

A.  E.  Cook,  M.D.,  Randolph 1932-33 

Adolph  Sachs,  M.D.,  Omaha 1933-34 

Joseph  Bixby,  M.D.,  Geneva 1934-35 

Claude  A.  Selby,  M.D.,  North  Platte 1935-36 

George  W.  Covey,  M.D.,  Lincoln 1936-37 

R.  W.  Fouts,  M.D.,  Omaha 1937-38 

Homer  Davis,  M.D.,  Genoa 1938-39 

A.  L.  Miller,  M.D.,  Kimball 1939-40 

Clayton  F.  Andrews,  M.D.,  Lincoln 1940-41 

W.  P.  Wherry,  M.D.,  Omaha 1941-42 

Dexter  D.  King,  M.D.,  York 1942-43 

A.  L.  Cooper,  M.D.,  Scottsbluff 1943-44 

Floyd  L.  Rogers,  M.D.,  Lincoln 1944-45 

Charles  McMartin,  M.D.,  Omaha 1945-46 

Earle  G.  Johnson,  M.D.,  Grand  Island 1946-47 

G.  E.  Charlton,  M.D.,  Norfolk 1947-48 

J.  E.  M.  Thompson,  M.D.,  Lincoln 1948-49 

J.  D.  McCarthy,  M.D.,  Omaha  1949-50 

C.  H.  Sheets,  M.D.,  Cozad 1950-51 

D.  B.  Steenburg,  M.D.,  Aurora 1951-52 

Harold  S.  Morgan,  M.D.,  Lincoln 1952-53 

James  F.  Kelly,  M.D.,  Omaha 1953-54 

Earl  F.  Leininger,  M.D.,  McCook 1954-55 

Wm.  E.  Wright,  M.D.,  Creighton 1955-56 

J.  M.  Woodward,  M.D.,  Lincoln 1956-57 

R.  Russell  Best,  M.D.,  Omaha 1957-58 

Fay  Smith,  M.D.,  Imperial 1958-59 

E.  E.  Koebbe,  M.D.,  Columbus 1959-60 

Fritz  Teal,  M.D.,  Lincoln 1960-61 

A.  J.  Offerman,  M.D.,  Omaha 1961-62 

O.  A.  Kostal,  M.D.,  Hastings 1962-63 

R.  F.  Sievers,  M.D.,  Blair 1963-64 

R.  E.  Garlinghouse,  M.D.,  Lincoln 1964-65 

Willis  D.  Wright,  M.D.,  Omaha 1965-66 

Dan  A.  Nye,  M.D.,  Kearney 1966-67 

Robert  J.  Morgan,  M.D.,  Alliance 1967-68 

Frank  H.  Tanner,  M.D.,  Lincoln  1968-69 

J.  Whitney  Kelley,  M.D.,  Omaha 1969-70 

Clarence  R.  Brott,  M.D.,  Beatrice 1970-71 
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Woman's  Auxiliary 


MRS.  LELAND  J. 
OLSON 


Omaha,  Nebraska 


President,  1971-1972 


Woman's  Auxiliary 

47th  ANNUAL  MEETING 
OF  THE 

WOMAN’S  AUXILIARY  TO  THE 
NEBRASKA  MEDICAL  ASSOCIATION 

A CORDIAL  INVITATION  IS  EXTENDED  TO 
EACH  PHYSICIAN’S  WIFE  IN  NEBRASKA.  WE 
URGE  YOU  TO  REGISTER  AND  ATTEND  THE 
ENTIRE  PROGRAM  AS  OUTLINED  ON  THE 
FOLLOWING  PAGES. 


Registration — 

Monday,  May  1 — 8:30  to  3:00  p.m.,  East  Ball- 
room, Radisson  Comhusker  Hotel 

Tuesday,  May  2 — 8:30  to  12:00  noon,  East 
Ballroom,  Radisson  Cornhusker  Hotel 

Wednesday,  May  3 — 8:30  to  10:00  a.m.,  East 
Ballroom,  Radisson  Cornhusker  Hotel 


MRS.  JAMES 
CARLSON 

Verdigre,  Nebraska 

President,  1972-1973 


CONVENTION  COMMITTEES 

General  Chairman — 

Mrs.  Dale  Ebers 

Registration  Chairman — 

Mrs.  O.  S.  Troester 

Social  Chairman — 

Mrs.  O.  R.  Hayes 

Registration  — Mrs.  Dwight  Snyder 

Style  Show  — Mrs.  Y.  Scott  Moore 


Courtesy  — Mrs.  E.  D.  Zeman 


Hostesses  — Mrs.  Jack  Stemper 

Mrs.  Bernard  Wendt 


MRS.  ROBERT  F. 
BECKLEY 


Lock  Haven,  Pennsylvania 


President-Elect 
Woman’s  Auxiliary 
to  the 

American  Medical 
Association 


Tickets  and  Finance  — Mrs.  Wesley  Tom- 

have 


Publicity  Chairmen — 

Mrs.  John  Filkins 

Mrs.  John  T.  McGreer  III 

Transportation — 

Mrs.  Harold  Horn 


Hostess  Auxiliary — 

Lancaster  County  Medical  Auxiliary 
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Woman's  Auxiliary 
PROGRAM 


MONDAY,  MAY  1,  1972 

8:30- 

3:00  Registration,  East  Ballroom,  Radisson  Corn- 
husker  Hotel 

8:30  Rolls  and  Coffee,  Lancaster  Room 

9:00  Board  Meeting  — Combined  Annual  Meeting 
and  Pre-Convention  Board  Meeting,  Lan- 
caster Room 

Mrs.  Leland  Olson,  Presiding 
Reports  of  Officers  and  State  Chairmen 
Reports  of  County  Presidents 
Memorial  Service 
Election  of  Officers 

1:30  Tour  of  Sheldon  Art  'Gallery,  ending  at  the 
Governor’s  Mansion  for  a Sherry  Tea 

7:00  M.D.’s  Wives  No-Host  Dinner 
TUESDAY,  MAY  2,  1972 

8:30- 

12:00  Registration,  East  Ballroom,  Radisson  Corn- 
husker  Hotel 

12:00  Social  Hour,  Lincoln  Country  Club,  3200 
South  24th  Street 

12:30  Anniversary  Luncheon  and  Style  Show,  Lin- 
coln Country  Club.  Tickets  available  at 
Auxiliary  Registration  Desk,  Radisson 
Cornhusker  Hotel 

Guest  Speaker:  Mrs.  Robert  F.  Beckley, 

President-Elect,  Woman’s  Auxiliary  to  the 
American  Medical  Association 
Installation  of  New  Officers 
Style  Show  by  Hovland-Swanson 

6:00  President’s  Reception  for  Members  of  the 
Association  and  their  Wives,  East  Hills 
Supper  Club,  1700  South  70th  Street 

7 :00  Fun  Night,  East  Hills  Supper  Club,  1700 
South  70th  Street 

The  Chicago  Gas  Light  Club’s  Road  Show 


WEDNESDAY,  MAY  3,  1972 

8:30- 

10:00  Registration,  East  Ballroom,  Radisson  Corn- 
husker Hotel 

8:30  Rolls  and  Coffee,  Lancaster  Room 

9:00  Post-Convention  Board  Meeting,  Lancaster 
Room 

Mrs.  James  Carlson,  Presiding 
(1971-72  Board  Members  Included) 

12:30  Luncheon  with  the  Nebraska  Medical  Asso- 
ciation, West  Ballroom 
Presidential  Address 
Installation  of  NMA  Officers 
Presentation  of  Fifty-Year  Service  Pins 
Guest  Speaker 

— Irvine  H.  Page.,  M.D.,  Cleveland,  Ohio, 
Editor,  Modern  Medicine 
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AMERICAN  CANCER  SOCIETY,  NEBRASKA 
DIVISION,  INC.,  Omaha,  Nebraska  — Professional 
Education  Exhibit  on  Cancer  utilizing  3'  x 5'  table 
top  displays,  films  shown  on  Mark  IV  Cartridge 
Projector,  and  sample  publications  available  from 
the  Society. 

NEBRASKA  BLUE  CROSS  - BLUE  SHIELD, 
Omaha,  Nebraska  — Representatives  will  be  avail- 
able to  discuss  new  concepts  of  prepayment  of  health 
care  and  to  answer  any  questions  relating  to  Blue 
Shield  benefits  or  procedures. 

BRISTOL  LABORATORIES,  Syracuse,  New  York 
— You  are  cordially  invited  to  visit  our  exhibit 
reflecting  Bristol’s  leadership  and  enduring  com- 
mitment to  the  manufacturer  of  life-saving  anti- 
biotics. For  your  consideration,  the  following  Bris- 
tol antibiotics  are  featured:  Versapen®  (hetacillin) ; 
Tetrex®  (tetracycline  phosphate  complex) ; Kantrex® 
(kanamycin  sulfate);  Prostaphlin®  (sodium  oxa- 
cillin); Bristamycin®  (erythromycin  stearate).;  Salu- 
tensin®  (hydroflumethiazide,  reserpine  and  proto- 
veratrine  A);  and  Naldecon®  (antihistamine  decon- 
gestant). Our  Representatives  welcome  the  oppor- 
tunity to  answer  your  inquries. 

CARNRICK  LABORATORIES,  Cedar  Knolls,  New 
Jersey  — Camrick  Laboratories  will  be  displaying  a 
HEADACHE  LINE  — MIDRIN,  MINOTAL 
PHRENILIN,  CAPITAL  WITH  CODEINE,  AND 
CAPITAL,  along  with  a HEADACHE  DIAGNOS- 
TIC REFERENCE  CHART  as  an  aid  for  the  Doctors 
to  pinpoint  more  precisely  the  type  of  headache  the 
patient  has.  Carnrick  Laboratories  will  also  be 
displaying  HORMONIN,  a natural  oral  estrogen 
replacement. 

CLARKSON  ELECTROCARDIOGRAPHIC  NET- 
WORK, Omaha,  Nebraska  — The  exhibit  is  a dem- 
onstration of  a Computer  Assisted  EKG  Interpreta- 
tion Service  offered  by  Clarkson  Hospital.  This 
service  combines  the  speed  and  consistency  of  the 
computer  and  the  experience  and  capabilities  of  a 
qualified  Cardiologist  to  offer  a unique  approach 
to  EKG  interpretation.  EKG’s  are  transmitted  via 
phone  lines  into  the  computer  center  where  the 
computer  analyses  the  EKG  and  transmits  the  re- 
sults to  a teleprinter  located  in  the  subscriber  hos- 
pital or  clinic.  The  EKG  is  then  read  by  a Cardi- 
ologist shortly  thereafter,  with  a verification  or 
expansion  of  the  original  interpretation  being  sent 
to  the  same  teleprinter. 


DAIRY  COUNCIL  OF  CENTRAL  STATES,  INC., 
Omaha,  Nebraska  — Join  us  for  a cool,  refreshing 
glass  of  milk  and  test  your  nutrition  knowledge  on 
the  automatic  quiz  boards.  Nutrition  information 
for  use  with  your  patients  will  also  be  on  display. 

DORSEY  LABORATORIES,  Lincoln,  Nebraska  — 
Dorsey  Laboratories  will  have  product  literature 
and  samples  available.  You  are  also  welcome  to 
educational  material  on  otitis  media  and  smoking 
control.  We  welcome  you  to  this  meeting  and 
hope  you  will  visit  our  booth  or  our  manufacturing 
facilities  here  in  Lincoln. 

ENCYCLOPAEDIA  BRITANNICA,  INC.,  Chi- 
cago, Illinois  — Encyclopaedia  Britannica  welcomes 
delegates  to  the  Nebraska  Medical  Association.  As 
part  of  our  exhibit  we  will  have  on  display  the 
great  new  edition  of  Britannica,  the  Britannica 
Junior  and  other  related  materials.  Stop  and  in- 
spect these  products  in  booth  #20.  They  are  avail- 
able to  the  delegates  at  our  convention  offer. 

MERCK  SHARP  & DOHME,  West  Point,  Penn- 
sylvania — Merck  Sharp  & Dohme  cordially  invites 
you  to  visit  our  exhibit,  where  representatives  are 
available  to  answer  questions  you  may  have  about 
any  of  the  products  in  our  varied  line  of  distin- 
guished pharmaceuticals.  We  also  welcome  in- 
quiries about  other  services  we  can  provide  the 
medical  community. 

MUTUAL  OF  OMAHA,  Omaha,  Nebraska  — 
Representatives  will  be  present  to  answer  questions 
on  Medicare. 

PITNEY  BOWES,  INC.,  Omaha,  Nebraska  — Our 
space  will  have  a complete  line  of  Pitney-Bowes 
paper  handling  equipment.  This  will  encompass  our 
Mailing  Machines  Products,  Copiers,  Addresser 
Printers  and  Folding  & Inserting  Machines. 

PROFESSIONAL  CREDIT  CONTROL,  INC., 
Lincoln,  Nebraska  — Prompt  placement  of  your  de- 
linquent accounts,  in  the  hands  of  our  experienced 
personnel,  will  result  in  quick  recovery  of  those 
lost  dollars.  Our  service  is  unconditionally  guar- 
anteed — all  money  collected  will  be  paid  directly 
to  you.  Top  collection  results  with  emphasis  on 
good  patient  relations. 

ROCHE  LABORATORIES,  Nutley,  New  Jersey — 
ROCOM  Medical  Management  System.  Medical  Rec- 
ords Keeping:  . . . Too  cumbersome,  . . . Takes  too 
much  space,  . . . Can’t  rapidly  sort  out  important 
information,  . . . Files  are  full  of  inactive  patient 
records.  Visit  the  ROCHE  booth  . . . let’s  discuss 
it. 
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SANDOZ  PHARMACEUTICALS,  Hanover,  New 
Jersey  — Sandoz  Pharmaceuticals  cordially  invites 
you  to  visit  our  display  at  booth  #16,  where  we 
are  featuring  MELLARIL,  HYDERGI  NE  and 
FIOGESIC.  Any  of  our  representatives  in  attend- 
ance will  gladly  answer  questions  about  these  and 
other  Sandoz  products. 

W.  B.  SAUNDERS  COMPANY,  Philadelphia, 
Pennsylvania  — W.  B.  Saunders  Company  will  have 
an  entire  selection  of  their  medical  books  on  dis- 
play. Included  in  the  display  will  be  examples 
of  our  subscription  books  — Conn:  Current  Ther- 
apy 1972;  our  text  reference  books  — Beeson  & 
McDermott:  Textbook  of  Medicine;  and  our  popular 
Clinics  Series  — Medical  Clinics  of  North  America. 
All  our  books  are  worthy  of  your  careful  consid- 
eration. 

SCHERING  CORPORATION,  Kenilworth,  New 
Jersey  — Schering  Laboratories  invites  you  to  visit 
booth  space  #1  where  their  representatives  will  be 
available  to  discuss  with  you  any  questions  you 
may  have  concerning  ETRAFON®,  DRIXORAL®, 
VALISONE®,  GARAMYCIN®  Injectable,  CELE- 
STONE®,  SOLUSPAN®  Injection,  AFRIN®  or  any 
other  Schering  product. 

SMITH,  MILLER  & PATCH,  INC.,  New  Bruns- 
wick, New  Jersey  — Smith,  Miller  & Patch,  Inc., 
New  Brunswick,  New  Jersey  08902  will  feature 
a new  non  - barbiturate  hypnotic,  SOMNAFAC  & 
SOMNAFAC  FOURTE;  DECONAMINE,  a potent 
oral  antihistamine  and  decongestant  in  three  dosage 
forms;  VASOCIDIN  Ophthalmic- Otic  Solution;  our 
hematinics,  VITRON-C  & VITRON-C  PLUS;  and 
our  specialty  bowel  regulator,  KONDREMUL. 

E.  R.  SQUIBB  & SONS,  New  York,  New  York  — 
E.  R.  Squibb  & Sons,  Inc.  has  long  been  a leader 
in  development  of  new  therapeutic  agents  for  pre- 
vention and  treatment  of  disease.  The  results  of 
our  diligent  research  are  available  to  the  Medical 
Profession  in  new  products  or  improvements  in 
products  already  marketed.  At  our  booth  we  will 
be  pleased  to  present  up-to-date  information  on 
these  products  and  services. 

ST.  PAUL  FIRE  AND  MARINE  INSURANCE 
COMPANY,  St.  Paul,  Minnesota  — The  purpose  of 
our  exhibit  is  to  have  expert  people  on  hand  in  the 
booth  to  answer  any  problems  concerning  cover- 
age, rating  or  claims  pertaining  to  Doctors’  Mal- 
practice Insurance  as  endorsed  for  the  ST.  PAUL 
FIRE  AND  MARINE  INSURANCE  COMPANY 
by  the  NEBRASKA  MEDICAL  ASSOCIATION. 


STUART  PHARMACEUTICALS,  Pasadena,  Cali- 
fornia — A cordial  invitation  is  extended  to  all 
members  and  guests  attending,  to  visit  the  Stuart 
Pharmaceuticals  booth.  Trained  representatives 
will  be  in  attendance  to  answer  your  questions  on 
our  products:  MYLANTA®,  CHEWABLE  SORBI- 

TRATE®,  SORBITRATE®  Sublingual  and  Oral, 
KINESED®,  STUARTNATAL™  1 + 1,  and  others. 

U S V PHARMACEUTICAL  CORPORATION, 
Tuckahoe,  New  York  — The  New  USV  Pharmaceuti- 
cal Corporation  offers  a vastly  expanded  line  of 
quality  pharmaceuticals  to  help  in  the  treatment  of 
a broad  spectrum  of  diseases.  Full  information  can 
be  obtained  from  the  Representative  at  Booth  21. 

HAROLD  J.  WESTIN  AND  ASSOCIATES,  INC., 
St.  Paul,  Minnesota  — An  owner  needs  assured  cost 
limits  before  he  is  too  committed  to  change  his 
plans.  He  cannot  gamble  on  one  budget  during 
preliminary  design  and  then  have  to  accept  a high- 
er figure  after  the  bids  are  in.  An  owner  wants 
the  advantage  of  cost  savings  and  he  likes  the 
idea  of  a certified  accounting  tied  to  the  budget, 
which  shows  specifically  how  the  money  is  being 
spent.  An  owner  wants  to  be  certain  of  the  qual- 
ity of  his  building.  He  likes  the  idea  of  a thor- 
oughly knowledgeable  construction  professional  in 
charge  as  his  representative  — one  who  will  be 
available  over  the  years  to  make  sure  of  the  own- 
er’s continuing  satisfaction.  Harold  J.  Westin  and 
Associates  guarantees  the  preliminary  budget  — 
guarantees  the  quality  of  the  building,  and  pro- 
vides professional  construction  management  — 
passing  the  savings  on  to  the  owners. 

XEROX  CORPORATION,  Omaha,  Nebraska  — 
Xerox  Corporation  will  be  exhibiting  its  latest 
facsimile  equipment  and  ordinary  bond  paper  copi- 
ers. Our  facsimile  equipment  is  capable  of  trans- 
mitting error  free  ekg’s,  laboratory  reports,  and 
other  critical  documents  by  telephone  in  less  than 
four  minutes.  Our  medical  specialist  will  also  be 
available  to  discuss  the  many  unique  capabilities 
that  a Xerox  ordinary  bond  paper  copier  can  bring 
to  your  office.  Xerox  Corporation  looks  forward 
to  meeting  you  at  the  Radisson  Cornhusker  Hotel. 

Other  Exhibitors  at  the  Annual  Session 

Boetel  & Company,  Omaha,  Nebraska 

Buckley  Office  Machines,  Lincoln,  Nebraska 

Coca-Cola  USA,  Chicago,  Illinois 

Donley  Medical  Supply  Company,  Lincoln,  Nebraska 

National  Foundation  — March  of  Dimes,  Lincoln, 
Nebraska 
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Physicians'  Classified 

CLINIC  AVAILABLE  — General  practice 
in  furnished  clinic.  County  seat  town,  SW 
Nebraska.  3 nursing  homes  in  town,  good 
territory.  Write  Box  8,  Beaver  City,  Nebraska. 

s FOR  SALE  — Optical,  professional  and 
business  equipment  including  Greens  Refrac- 
tor, Projectochart,  Orthoptoscope,  treatment 
tables,  glass  frames  and  displays,  typewriter, 
! adding  machine,  instruments.  Herbert  F. 
Anderson,  M.D.  Phone  462-2910,  419  North 
Burlington,  Hastings,  Nebraska  68901. 

■ DEPUTY  COORDINATOR  is  being  re- 
cruited by  Nebraska  Regional  Medical  Pro- 
gram. Position  available  now.  Excellent  fringe 
benefit  package  and  retirement  program  re- 
cently adopted.  If  interested  contact  Deane 

| S.  Marcy,  M.D.,  Coordinator,  Nebraska  Re- 

■ gional  Medical  Program,  700  C.T.U.  Building, 
Lincoln,  Nebraska  68508. 

WANTED  GENERAL  PRACTITIONER  — 
Tired  of  80-hour  weeks,  24-hour  call,  short 
, vacation,  overhead  worries?  Join  our  pre- 
paid health  care  organization  caring  for  hos- 
pital and  out-patients.  No  surgery  or  obstet- 
rics. Regular  hours,  time  off  for  vacation  and 
meetings,  good  salary,  pension  plan,  other 
fringe  benefits.  Pleasant  patients.  If  inter- 
ested contact:  R.  M.  Brooker,  M.D.,  417  East 
Sixth  Street,  Topeka,  Kansas  (913)  233-2361. 
Equal  Opportunity  Employer. 

GENERAL  PRACTITIONER  — Exciting 
things  are  happening  at  Hastings  Regional 
Center.  We  need  an  additional  G.P.  Accredi- 
ted hospital  — State  funded.  Full  medical, 
psychiatric,  and  psychological  staff.  Realistic 
salary  schedule,  adjusted  to  experience  of  ap- 
plicant. Excellent  fringes.  Regular  hours. 
Prosperous  college  community.  On-campus 
low  cost  housing  if  desired.  Contact  Martin 
F.  Abbert,  M.D.,  Superintendent,  Hastings 
Regional  Center,  Ingleside,  Nebraska  68953. 

IMMEDIATE  OPENING  — For  OB-Gyn, 
Internal  Medicine,  and  Orthopedic  specialties 
to  establish  successful  practice  with  14-man 
multi-specialty  group.  Excellent  group  bene- 
fits; pension  plan;  modern  clinic  facilities; 
progressive  community  with  excellent  educa- 
tional system  including  two  colleges;  city 
population  35,000;  good  recreational  facilities; 
each  specialty  must  be  board  eligible  or  cer- 
tified; young  man  with  military  obligation  com- 
pleted. Contact:  Business  Manager.  The 

Manitowoc  Clinic,  601  Reed  Avenue,  Manito- 
woc, Wisconsin  54220. 


DOCTOR  NEEDED  in  Curtis,  Nebraska. 
Medical  fund  established  to  build  for  doctor’s 
requirements.  Medical  loan  available  for  medi- 
cal student.  Contact:  H.  J.  Nelson,  Curtis,  Ne- 
braska 69025.  Phone  367-4345. 

FOR  RENT,  LEASE,  OR  SALE  — Office 
building,  (x-ray,  three  examining  rooms,  pri- 
vate office,  business  office,  etc.)  equipment, 
and  practice.  South-Central  Nebraska  County 
Seat.  1700  population.  New  twenty-two  bed 
hospital.  One  other  M.D.  in  town.  Contact 
Box  #33,  Nebraska  Medical  Journal,  1902  First 
National  Bank  Building,  Lincoln,  Nebraska 
68508. 

WANTED  INTERNIST  — Tired  of  80-hour 
weeks,  24-hour  call,  short  vacation,  overhead 
worries?  Join  our  prepaid  health  care  organ- 
ization caring  for  hospital  and  outpatients. 
Regular  hours,  time  off  for  vacation  and 
meetings,  good  salary,  pension  plan,  other 
fringe  benefits.  Pleasant  patients.  If  inter- 
ested contact:  R.  M.  Brooker,  M.D.,  417  East 
Sixth  Street,  Topeka,  Kansas  (913)  233-2361. 
Equal  Opportunity  Employer. 

TWO  G.P.’s  WANTED  IMMEDIATELY  to 
join  general  surgeon — G.P.,  age  47,  and  OB- 
G.P.,  age  38,  in  long  established  practice. 
Rural  community  of  3,000  in  East  Central  Ne- 
braska serving  an  area  of  15,000.  Guaranteed 
salary  of  $2,000  monthly  with  early  oppor- 
tunity for  partnership.  Three  month  yearly 
vacation  or  advanced  study.  New  clinic  fully 
equipped  adjacent  to  new  accredited  hospital 
with  41  bed — acute,  41  bed  long  term.  Five 
minutes  from  home.  Excellent  new  schools, 
hunting,  fishing.  Ideal  location  to  raise  fam- 
ily. Write  Steenburg  Clinic,  1405  7th  Street, 
Aurora,  Nebraska  68818.  Phone  (402)  694- 
3191. 

OPENINGS  FOR  TWO  GENERAL  PRAC- 
TITIONERS in  fully  equipped  presently  four- 
man  clinic.  No  investment  necessary.  Full 
participating  partnership  at  end  first  year  with 
guaranteed  net  income  first  two  years.  Keogh 
plan,  disability  insurance,  and  life  insurance 
plan.  Located  in  growing,  Western  Nebraska 
city  of  5,000-6,000  with  76-bed  hospital  and 
68-bed  nursing  home.  Excellent  school  sys- 
tem. Abundant  recreation  facilities  including 
lake  area.  3-hour  drive  from  Colorado  moun- 
tains and  5-hour  drive  from  Vail,  Colorado — 
good  snow  skiing  area.  If  interested,  please 
write  or  call  either  B.  W.  Spencer,  M.D.,  or 
J.  R.  Burwell,  M.D.,  Ogallala  Medical  Clinic, 
418  North  Spruce,  Ogallala,  Nebraska  69153. 
Phone  (308)  284-3645. 
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or  6-ammopemcmanic  acid 
(6-APA)  into  benzylpenicillin  by 
treatment  with  phenylacetyl 
chloride.  We’ve  come  a long  way 
since  1957.  Over  the  past  14  years 
more  than  3000  different  semi- 
synthetic penicillins  have  been 
synthesized  and  evaluated  by  our 
staff.  The  fruits  of  their  work  are 
in  your  hands  today. 

Need  we  say  more? 


Totacillirf  ampicillin  trihydrate 
Pyopen  disodium  carbenicillin 
Bactociir  sodium  oxacillin 

and  more  to  come 

Beecham-Massengill 
Pharmaceuticals  Hfla 

Div.  of  Beecham  Inc.,  Bristol, Tennessee  37620 


□Totacillin  (ampicillin  trihydrate)  capsules  equivalent  to  250  mg.  and  500  mg.  ampicillin,  for  oral  suspension 
equivalent  to  125  mg./ 5 cc.  and  250  mg./ 5 cc.  ampicillin.  CPyopen  (disodium  carbenicillin)  vials  for 
injection  equivalent  to  1 gm.  and  5 gm.  of  carbenicillin.  CBactocill  (sodium  oxacillin)  capsules  equivalent  to 
250  mg.  and  500  mg.  oxacillin  and  vials  for  injection  equivalent  to  500  mg.  and  1 gm.  oxacillin. 
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“Sorry,  Sire,  but 
6DicarbosiV  hasn't 
been  invented  yet  ” 

Dicarbosil. 

ANTACID 

Write  for  Clinical  Samples 

ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis,  Missouri  63102 
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ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

Manuscripts  to  be  presented  for  publication  in  the 
JOURNAL  should  be  typewritten,  double  - spaced,  on  one 
side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
letter  sized  (8^  by  11  in.)  white  paper.  Wide  margins 
(at  least  1%  in.  on  left)  should  be  left  free  of  typing. 
On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 
consecutively,  the  page  number  being  shown  in  the  right 
upper  comer  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations 
shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  the  author’s  name,  its  number  and  an  indi- 
cation of  its  “top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent 
directly  to  the  Editor  at  the  Journal’s  address. 

Letters  to  the  Editor  submitted  for  publication  should  be 
prepared  as  above,  and  must  carry  the  notation:  To  be 

Published. 

Reprints  should  be  ordered  from  the  printer,  NEWS 
Printing  Company,  Norfolk,  Nebr.  68701. 
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Health  services  program  introduced 

Sen.  Kennedy  (D.,  Mass.)  has  introduced 
S.  3327,  the  Health  Maintenance  Organiza- 
tion and  Resources  Development  Act  of 
1972.  The  bill  provides  for  the  nationwide 
establishment  of  “health  maintenance  or- 
ganizations” through  the  use  of  grants, 
loans,  and  subsidies.  In  addition,  it  con- 
tains several  other  major  proposals  regard- 
ing the  financing,  structuring  and  review 
of  health  care  delivery  systems.  While  es- 
tablishing health  maintenance  organizations 
in  urban  areas,  it  would  establish  a new 
institution  characterized  as  a “health  serv- 
ice organization,”  or  HSO,  for  rural  areas. 
The  HMO’s  would  assume  responsibility  for 
providing  comprehensive  health  services  to 
all  enrollees.  These  services  would  be  pro- 
vided “without  limitation  as  to  time  or  cost.” 
No  more  than  50%  of  an  HMO’s  enrollees 
could  be  from  a medically  underserved  area. 
HSO’s  on  the  other  hand,  would  provide  di- 
rectly or  indirectly  comprehensive  health 
services  according  to  the  ability  of  the  or- 
ganization as  determined  by  the  Secretary. 
In  another  title,  the  bill  would  authorize 
grants  for  the  development  and  construc- 
tion of  “area  health  education  and  service 
centers”  to  be  affiliated  with  university 
health  centers.  These  institutions  are  in- 
tended to  (1)  promote  communication  be- 
tween health  education  and  service  centers 
and  HSO’s;  (2)  provide  for  continuing  edu- 
cation of  health  care  providers;  (3)  provide 
for  clinical  experience  in  a non-metropolitan 
setting  for  students  from  university  health 
centers;  and  (4)  encourage  the  utilization 
of  regional  medical  programs  where  such 
programs  exist. 

Lead-based  paint 

In  a letter  to  the  Senate  Subcommittee  on 
Health,  the  AMA  has  expressed  its  support 
for  S.  3080,  the  Lead-Based  Paint  Poison- 
ing Prevention  Act  Amendments  of  1972. 
Noting  that  the  present  law  will  soon  ex- 
pire, the  Association  called  for  the  exten- 
sion of  programs  for  the  detection,  preven- 
tion and  treatment  of  lead-based  paint  poi- 
soning. 


Something  new 
inampicillin 
therapy: 

low  cost 


POTASSIUM*  HETACILLIN 

the  ampicillin  derivative 

Each  capsule  contains  potassium  hetacillin  equivalent  to 
225  mg.  or  450  mg.  ampicillin. 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 


It  costs  very  little 
to  run  reprints — 
write  us  for  prices 

NEWS  Printing  Company 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 
Letterheads  • Statements 
Envelopes  • Office  Forms 
Quality  Printing  at  the  Right  Price 
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Donley  medical 

SUPPLY  COMPANY 

2425  "O"  St.,  Lincoln,  Nebraska  68510 
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The  Law  . . . 

Cabinet  level  department  of  health 

Rep.  Rogers  (D.,  Fla.),  together  with 
Sen.  Kennedy  (D.,  Mass.),  have  introduced 
identical  bills  calling  for  the  creation  of  a 
separate  executive  Department  of  Health. 
Wide  Congressional  support  was  evident  in 
that  58  cosponsors  supported  H.R.  14199  in 
the  House  and  22  Senators  joined  in  sup- 
port of  S.  3432.  The  bill  would  transfer  all 
of  the  health  functions  of  the  Secretary  of 
HEW  to  the  new  Department.  Programs 
created  under  approximately  30  existing 
laws,  including  Medicare,  Medicaid  and  the 
Public  Health  Service  Program,  would  be 
affected.  The  present  Department  of  HEW 
would  be  redesignated  as  the  Department  of 
Education  and  Welfare. 

Under  the  new  organizational  structure, 
a National  Advisory  Commission  on  Health 
Planning  would  be  established  to  conduct 
a study  of  the  various  programs  and  activ- 
ities related  to  health  care  and  submit  a 
report  setting  forth  a plan  of  reorganiza- 
tion. The  Commission  would  also  study  and 
evaluate  the  health-related  programs  of  all 
federal  agencies.  It  would  further  examine 
the  current  and  future  health  needs  of  the 
country  and  prepare  a detailed  national 
health  plan.  This  plan  would  include  a sys- 
tem of  national  goals  and  priorities  for  mak- 
ing comprehensive  health  care  and  treatment 
available. 

A Chief  Medical  Officer  would  be  selected 
by  the  President,  with  approval  of  the  Sen- 
ate. Under  the  bill,  he  would  be  appointed 
without  regard  to  political  affiliation  and 
solely  on  the  basis  of  his  fitness  to  perform 
the  duties  of  his  position. 

Sickle  cell  anemia 

By  a vote  of  391-0,  the  House  has  passed 
H.R.  13592,  the  National  Sickle  Cell  Ane- 
mia Prevention  Act.  The  bill,  which  differs 
from  the  Senate-passed  measure,  will  be  re- 
numbered S.  2676  and  will  be  submitted  to 
conference.  The  House  version  would  cre- 
ate a three-year,  $105  million  program  to 
provide  for  voluntary  sickle  cell  anemia 
screening,  as  well  as  programs  for  coun- 
seling, education,  research  and  treatment. 
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choose  the  topicajs 
that  give  your  patient 

■e  broad  antibacterial  activity  against 
susceptible  skin  invaders 
% lowallergenic  risk— prompt  clinical  response 

Special  Petrolatum  Base 

Neosponn  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petroiatum  q.  s. 

In  tubes  of  1 oz.  and  V2  oz.  for  topical  use  only. 

Vanishing  ( >eam#Base 

Neosporin-G  crj 

(polymyxin  B-neomycin-gramicidin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000 
units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene  . " 

polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25' 
methyl paraben  as  preservative. 

In  tubes  of  15  g. 

HI-'  - ^ 

NEOSPORiN  for  topical  infections  due  to  susceptible  organisms,  as 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  m< 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Ap? 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  rn< 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergi 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mif 

Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardr 
perforated.  These  products  are  contraindicated  in  those  individuals 1 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 
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The  Law  . . . 

Medical  malpractice  arbitration 

Rep.  Glide  (R.,  Md.),  has  introduced  H.R. 
14038  intended  to  expedite  disposition  of 
medical  malpractice  suits  in  the  District 
of  Columbia.  Under  Mr.  Glide's  bill,  each 
malpractice  case  filed  in  the  Superior  Court 
of  the  District  of  Columbia  would  be  sub- 
mitted to  binding  arbitration.  Three  ar- 
biters would  be  selected,  one  each  by  the 
parties  and  one  by  the  Chief  Judge.  At 
least  one  arbiter  would  be  an  attorney  who 
would  act  as  the  chairman.  The  other  ar- 
biters would  be  selected  from  the  lists  of 
names  supplied  to  the  clerk  of  the  Superior 
Court  by  the  various  professional  organi- 
zations in  the  District  of  Columbia.  The 
decisions  of  the  board  would  be  final  and 
binding.  A party  could  appeal  from  an 
adverse  decision  to  the  Circuit  Court  of  Ap- 
peals for  the  District  of  Columbia.  If  the 
Court  found  that  the  decision  was  “unsup- 
ported by  substantial  evidence  on  the  rec- 
ord or  was  contrary  to  any  Constitutional 
right,  power,  privilege  or  immunity”  it  could 
modify  the  decision  or  set  it  aside.  Attor- 
ney fees  could  not  exceed  25%  of  any 
judgment. 


“I  see  you  followed  my  advice  and  took  up 
skiing  for  your  health.” 
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P re- Sate  (chlorphentermine  hydrochloride) 

Caution:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. 

Indications 

Pre-Sate  (chlorphentermine  hydrochloride)  is  indicated  in 
exogenous  obesity,  as  a short  term  (i.e.  several  weeks)  adjunct 
in  a regimen  of  weight  reduction  based  upon  caloric  restriction. 

Contraindications 

Glaucoma,  hyperthyroidism,  pheochromocytoma,  hypersen- 
sitivity to  sympathomimetic  amines,  and  agitated  states.  Pre- 
Sate  (chlorphentermine  hydrochloride)  is  also  contraindicated 
in  patients  with  a history  of  drug  abuse  or  symptomatic  cardio- 
vascular disease  of  the  following  types:  advanced  arterio- 
sclerosis, severe  coronary  artery  disease,  moderate  to  severe 
hypertension,  or  cardiac  conduction  abnormalities  with  danger 
of  arrhythmias.  The  drug  is  also  contraindicated  during  or 
within  14  days  following  administration  of  monamine  oxidase 
inhibitors,  since  hypertensive  crises  may  result. 

Warnings 

When  weight  loss  is  unsatisfactory  the  recommended  dosage 
should  not  be  increased  in  an  attempt  to  obtain  increased  ano- 
rexigenic  effect;  discontinue  the  drug.  Tolerance  to  the  anorectic 
effect  may  develop.  Drowsiness  or  stimulation  may  occur  and 
may  impair  ability  to  engage  in  potentially  hazardous  activities 
such  as  operating  machinery,  driving  a motor  vehicle,  or  per- 
forming tasks  requiring  precision  work  or  critical  judgment. 
Therefore,  such  patients  should  be  cautioned  accordingly. 
Caution  must  be  exercised  if  Pre-Sate  (chlorphentermine  hydro- 
chloride) is  used  concomitantly  with  other  central  nervous 
system  stimulants.  There  have  been  reports  of  pulmonary  hyper- 
tension in  patients  who  received  related  drugs. 

Drug  Dependence  Drugs  of  this  type  have  a potential  for  abuse. 
Patients  have  been  known  to  increase  the  intake  of  drugs  of 
this  type  to  many  times  the  dosages  recommended.  In  long- 
term controlled  studies  with  the  high  dosages  of  Pre-Sate, 
abrupt  cessation  did  not  result  in  symptoms  of  withdrawal. 
Usage  In  Pregnancy  The  safety  of  Pre-Sate  (chlorphentermine 
hydrochloride)  in  human  pregnancy  has  not  yet  been  clearly 
established.  The  use  of  anorectic  agents  by  women  who  are  or 
who  may  become  pregnant,  and  especially  those  in  the  first 
trimester  of  pregnancy,  requires  that  the  potential  benefit  be 
weighed  against  the  possible  hazard  to  mother  and  child.  Use 
of  the  drug  during  lactation  is  not  recommended.  Mammalian 
reproductive  and  teratogenic  studies  with  high  multiples  of  the 
human  dose  have  been  negative. 

Usage  In  Children  Not  recommended  for  use  in  children  under 
12  years  of  age. 

Precautions 

In  patients  with  diabetes  mellitus  there  may  be  alteration  of  in- 
sulin requirements  due  to  dietary  restrictions  and  weight  loss. 
Pre-Sate  (chlorphentermine  hydrochloride)  should  be  used  with 
caution  when  obesity  complicates  the  management  of  patients 
with  mild  to  moderate  cardiovascular  disease  or  diabetes  mel- 
litus, and  only  when  dietary  restriction  alone  has  been  unsuc- 
cessful in  achieving  desired  weight  reduction.  In  prescribing 
this  drug  for  obese  patients  in  whom  it  is  undesirable  to  intro- 
duce CNS  stimulation  or  pressor  effect,  the  physician  should 
be  alert  to  the  individual  who  may  be  overly  sensitive  to  this 
drug.  Psychologic  disturbances  have  been  reported  in  patients 
who  concomitantly  receive  an  anorectic  agent  and  a restrictive 
dietary  regimen. 

Adverse  Reactions 

Central  Nervous  System:  When  CNS  side  effects  occur,  they 
are  most  often  manifested  as  drowsiness  or  sedation  or  over- 
stimulation  and  restlessness.  Insomnia,  dizziness,  headache, 
euphoria,  dysphoria,  and  tremor  may  also  occur.  Psychotic 
episodes,  although  rare,  have  been  noted  even  at  recommended 
doses.  Cardiovascular:  tachycardia,  palpitation,  elevation  of 
blood  pressure.  Gastrointestinal:  nausea  and  vomiting,  diar- 
rhea. unpleasant  taste,  constipation.  Endocrine:  changes  in 
libido,  impotence.  Autonomic:  dryness  of  mouth,  sweating, 
mydriasis.  Allergic:  urticaria.  Genitourinary:  diuresis  and, 
rarely,  difficulty  in  initiating  micturition.  Others:  Paresthesias, 
sural  spasms. 

Dosage  and  Administration 

The  recommended  adult  daily  dose  of  Pre-Sate  (chlorphen- 
termine hydrochloride)  is  one  tablet  (equivalent  to  65  mg  chlor- 
phentermine base)  taken  after  the  first  meal  of  the  day.  Use  in 
j children  under  12  not  recommended. 

Overdosage 

Manifestations:  Restlessness,  confusion,  assaultiveness,  hal- 
lucinations, panic  states,  and  hyperpyrexia  may  be  manifesta- 
tions of  acute  intoxication  with  anorectic  agents.  Fatigue  and 
depression  usually  follow  the  central  stimulation.  Cardiovas- 
cular effects  include  arrhythmias,  hypertension,  or  hypotension 
and  circulatory  collapse.  Gastrointestinal  symptoms  include 
nausea,  vomiting,  diarrhea,  and  abdominal  cramps.  Fatal 
poisoning  usually  terminates  in  convulsions  and  coma. 
Management:  Management  of  acute  intoxication  with  sym- 
pathomimetic amines  is  largely  symptomatic  and  supportive 
and  often  includes  sedation  with  a barbiturate.  If  hypertension  is 
marked,  the  use  of  a nitrate  or  rapidly  acting  alpha-receptor 
blocking  agent  should  be  considered.  Experience  with  hemo- 
dialysis or  peritoneal  dialysis  is  inadequate  to  permit  recom- 
mendations in  this  regard. 

How  Supplied 

Each  Pre-Sate  (chlorphentermine  hydrochloride)  tablet  con- 
tains the  equivalent  of  65  mg  chlorphentermine  base;  bottles  of 
100  and  1000  tablets. 

Full  information  is  available  on  request. 
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“ The  history  of  science,  and  in 
particular  the  history  of  medicine . ..is. . . 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  M edicine  Versus  the  History  of  Art  ” 


Should  nongovernment 
scientists  and  physicians 
play  a role  in  drug 
regulation? 
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Results  of  a questionnaire  to 
7000  physicians: 


82.8% 

Physicians  should  play  a role 

78.3% 

Independent  scientists  should 
play  a role 

69.8% 

Medical  academicians  should 
play  a role 


Doctor 

of 

Medicine 


Herbert  L.  Ley,  Jr., 

M.D.,  Formerly 

Commissioner,  F.D.A. 

(1968-1969) 

Currently  Medical  Consultant 

In  order  for  drug  regula- 
tion to  be  effective,  partici- 
pation in  the  regulatory 
process  from  nongovern- 
ment physicians  and  scien- 
tists must  be  encouraged. 
Without  such  involvement, 
there  will  continue  to  be  a 
high  degree  of  controversy 
surrounding  any  regula- 
tions promulgated  by  the 
Food  and  Drug  Adminis- 
tration. 

There  are  two  areas  in 
which  participation  and 
communication  by  non- 
government physicians  and 
scientists  could  signifi- 
cantly improve  the  process 
of  regulation.  First,  scien- 
tists and  physicians 
throughout  the  country 
could  become  involved  in 
consulting  relationships 
with  the  Food  and  Drug 
Administration  in  impor- 
tant scientific  areas  while 
regulatory  policies  are  be- 
ing evolved.  If  nongovern- 
ment professionals  could 
bring  their  expertise  and 
experience  to  bear  early  in 
the  decision-making  proc- 
ess, they  would  have  less 
reason  to  criticize  the  final 
outcome. 

Secondly,  practicing 
physicians,  academic  phy- 
sicians, and  academic- 
based  scientists  could  make 
it  their  business  to  com- 
ment on  proposed  regu- 
lations appearing  in  the 


Federal  Register.  Ideally, 
a system  could  be  instituted 
whereby  medical,  scientific 
and  technical  people  could 
see  the  Federal  Register 
regularly,  and  provide  the 
Food  and  Drug  Administra- 
tion with  a body  of  opinion 
that  has  so  far  gone  un- 
heard. The  FDA  is  caught 
among  pressures  from  in- 
dustry, Congress,  the  Pres- 
idential Administration 
and  consumers.  It  should 
also  feel  pressures  from 
practicing  physicians  and 
scientists. 

In  order  to  become  more 
involved  in  these  stages  of 
the  drug  regulatory  process, 
nongovernment  physicians 
and  scientists  should  begin 
to  exercise  their  influence 
through  their  respective 
professional  organizations, 


state  and  national  medical 
societies,  and  specialty 
groups.  Logically,  a letter 
from  these  organizations 
representing  a collective 
opinion  has  far  greater 
weight  in  the  regulatory 
process  than  individual  let- 
ters. If  the  Food  and  Drug 
Administration  receives 
opinions  from  these  organi- 
zations early,  before  a reg- 
ulation gets  into  the  Fed- 
eral Register,  they  are  in  a 
good  position  to  respond 
with  further  study  and  re- 
view. Without  such  dissent- 
ing opinions,  there  is  very 
little  incentive  to  make 


changes  in  proposed  regu- 
lations. 

One  instance  in  which 
practitioners  did  influence 
drug  regulatory  affairs  in 
this  way  is  the  recent  con- 
troversy that  arose  over  the 
legitimacy  of  drug  combi- 
nations. The  strong  opinion 
of  practitioners  on  the 
value  of  such  medication 
in  clinical  practice  played 
a very  prominent  role  in 
making  the  Food  and  Drug 
Administration  modify  its 
rather  restrictive  policy. 

Another  way  in  which 
practitioners  can  effectively 
influence  drug  regulations 
is  by  working  with  drug 
manufacturers  conducting 
clinical  trials  of  chemo- 
therapeutic agents.  When  a 
drug  is  rated  other  than  ef- 
fective it  may  only  mean 
that  there  is  a lack  of  con- 
trolled clinical  evidence  as 
to  efficacy.  Thus,  physicians 
might  offer  to  conduct  clin- 
ical studies  that  could  help 
keep  a truly  effective  drug 
in  the  marketplace.  The 
treatment  of  diseases  such 
as  diabetes  and  angina  are 
areas  where  the  practi- 
tioner can  aid  in  clinical 
studies  because  patients 
suffering  from  these  dis- 
eases are  rarely  found  in 
the  conventional  hospital 
setting. 

By  working  with  ethi- 
cally and  scientifically 
sound  study  designs  in  his 
everyday  practice,  the 
practitioner  could  begin  to 
play  an  important  part  in 
determining  official  ratings 
on  drug  efficacy. 

Nongovernment  physi- 
cians and  scientists  and  the 
FDA  should  also  improve 
their  lines  of  communica- 
tion to  the  public.  The 
medical  community  must 
develop  a voice  every  bit  as 
loud  as  that  of  the  consum- 
erists,  the  press,  and  others 
who  sometimes  criticize 
without  complete  informa- 


tion. If  not,  much  of  what 
the  medical  community 
and  federal  regulators  do 
will  often  be  represented  in 
simplistic  and  somewhat 
misleading  terms. 

One  illustration  of  the 
misuse  of  the  media  in  this 
regard  is  the  recall  of  anti- 
coagulant drugs  several 
years  ago.  This  FDA  action 
was  given  publicity  by  the 
press  and  television  that 
went  far  beyond  its  prob- 
able importance.  The  result 
was  a very  uncomfortable 
situation  for  the  practi- 
tioner who  had  patients 
taking  these  medications. 
Since  the  practitioner  and 
pharmacist  had  not  been 
informed  of  the  action  by 
the  time  it  was  publicized, 
in  most  states  they  were 
deluged  with  calls  from 
worried  patients. 

The  practitioner  can  at- 
tempt to  solve  these  prob- 
lems of  inadequate  commu- 
nication in  several  ways. 
One  would  be  the  creation 
of  a communications  line 
in  state  pharmacy  societies. 
When  drug  regulation  news 
is  to  be  announced,  the  so- 
ciety could  immediately 
distribute  a message  to  ev- 
ery pharmacist  in  the  state. 
The  pharmacist,  in  turn, 
could  notify  the  physicians 
in  his  local  community  so 
that  he  and  the  physician 
could  be  prepared  to  an- 
swer inquiries  from  pa- 
tients. Another  approach 
would  be  to  use  profes- 
sional publications  the 
practitioner  receives. 

All  of  this  leads  back  to 
my  opening  contention:  if 
drug  regulation  is  to  be  ef- 
fective, timely,  and  related 
to  the  realities  of  clinical 
practice,  a better  method  of 
communication  and  feed- 
back must  be  developed  be- 
tween the  nongovernmen- 
tal medical  and  scientific 
communities  and  the  regu- 
latory agency. 
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Henry  W.  Gadsden, 
Chairman  & Chief  Executive 

Officer,  Merck  & Co.,  Inc. 

In  my  opinion,  it  is  the 
responsibility  of  all  physi- 
cians and  medical  scientists 
to  take  whatever  steps  they 
think  are  desirable  in  a law- 
and  regulation-making 
process  that  can  have  far- 
reaching  impact  on  the 
practice  of  medicine.  Yet 
many  events  in  the  recent 
past  indicate  that  this  is 
not  happening.  For  exam- 
ple, it  is  apparent  from 
drug  efficacy  studies  that 
the  NAS/NRC  panels  gave 
little  consideration  to  the 
evidence  that  could  have 
been  provided  by  practic- 
ing physicians. 

There  are  several  current 
developments  that  should 
increase  the  concern  of 
practicing  physicians  about 
drug  regulatory  affairs.  One 
is  the  proliferation  of  mal- 
practice claims  and  litiga- 
tion. Another  is  the  effort 
by  government  to  establish 
the  relative  efficacy  of 
drugs.  This  implies  that  if 
a physician  prescribes  a 
drug  other  than  the  “estab- 
lished” drug  of  choice,  he 
may  be  accused  of  practic- 
ing something  less  than 
first-class  medicine.  It 
would  come  perilously 
close  to  federal  direction  of 
how  medicine  should  be 
practiced. 

In  order  to  minimize  this 
kind  of  arbitrary  federal 
action,  a way  must  be 
found  to  give  practitioners 
both  voice  and  represen- 


tation in  government  af- 
fairs. Government  must  be 
caused  to  recognize  the 
essentiality  of  seeking  their 
views.  One  of  the  difficul- 
ties today,  however,  is  that 
there  is  no  way  for  con- 
cerned practitioners  to  par- 
ticipate in  the  early  stages 
of  decision-making  proc- 
esses. They  usually  don’t 
hear  about  regulations  until 
a proposal  appears  in  the 
Federal  Register,  if  then. 
By  that  time  a lot  of  con- 
crete has  been  poured,  and 
a lot  of  boots  are  in  the  con- 
crete. 

Physicians  in  private 
practice,  and  particularly 
clinicians,  should  press  for 
representation  on  the  ad- 
visory committees  of  the 
Food  and  Drug  Admin- 
istration, joining  with 
academic  and  teaching  hos- 
pital physicians  and  scien- 
tists who  are  already  serv- 
ing. Though  practitioners 
may  not  have  access  to  all 
available  information,  the 
value  of  their  clinical  expe- 
rience should  be  recognized. 
Clinicians,  for  example, 
rightly  remind  us  that  diffi- 
culty in  proving  precise  ef- 
fects does  not  necessarily 
mean  a drug  is  ineffective. 

Unless  practitioners  are 
more  involved  in  drug  reg- 
ulations, it  will  be  increas- 
ingly difficult  for  the  phar- 
maceutical industry  and 
scientists  elsewhere  to 


make  optimal  progress  in 
drug  development.  The 
benefit/ risk  ratio  must  be 
re-emphasized,  and  as  part 
of  this  it  must  be  acknowl- 
edged that  benefit  can  come 
from  the  judgments  of  med- 
ical science  as  a whole. 
Even  this  concept,  unfor- 
tunately, is  not  always  ac- 
cepted in  drug  regulatory 
processes.  For  example,  if 
current  medical  opinion 
holds  that  an  excess  of  total 
lipids  and  cholesterol  in  the 
blood  is  probably  predis- 
posing to  atherosclerosis, 
and  if  a drug  is  discovered 
which  reduces  total  lipids 
and  cholesterol,  the  drug 
ought  to  be  accepted  prima 
facie  as  a contribution  to 
medical  science  . . . until 
someone  disproves  the 
theory.  The  sponsor  should 
not  have  to  prove  the  the- 
ory as  well  as  to  develop 
and  test  the  drug. 

I feel  a major  new  effort 
must  also  be  made  to  erase 
the  feeling  of  mistrust  of 
medicine  and  of  medicines 


that  seems  to  be  growing  in 
the  public  consciousness. 
Triggered  primarily  by  stri- 
dent announcements  in 
Washington,  people  are 
reading  and  hearing  con- 
fidence-shaking things 
almost  continuously.  Al- 
though challenge  and 
awareness  are  essential  to 
medical  advancement,  our 
long-term  goal  is  construc- 
tively to  build,  not  destroy. 
This  means  strengthening 
patient-physician  relation- 
ships based  on  mutual  con- 
fidence and  trust.  And  in 
matters  of  health  policy,  it 
means  working  toward  par- 
ticipatory rather  than  ad- 
versary proceedings— where 
everyone  with  an  interest 
and  a capacity  to  contrib- 
ute has  an  opportunity  to 
be  heard  . . . and,  if  that  op- 
portunity is  not  spontane- 
ously afforded  him,  he  may 
seek  it. 


Opinion 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


What  it  means 
to  live  and  work  in 
Tipton  County 
Tennessee 

Persons  who  are  white  and 
over  40  have  one  chance  in  four 
of  having  solar  keratoses... 
which  may  be  premalignant 

An  epidemiologic  study*  conducted  in  Tipton  County,  Ten- 
nessee, revealed  that  28.5  % of  white  persons  over  40  had  solar 
keratoses;  most  had  multiple  lesions.  Cluster  sampling  projected 
an  estimated  prevalence  of  32.5  % for  white  males  and  19.5  % 
for  white  females. 

Though  this  is  an  unusually  high  percentage  of  affected  persons, 
these  lesions  can  occur  in  any  white  population,  wherever  people 
work  or  play  out  of  doors. 

Prevalence  of  solar  keratoses  in  white  persons 
over  40  in  Tipton  County,  Tennessee 


□ Persons  without  solar  keratoses  HI  Persons  with  solar  keratoses 

♦Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


The  Law  . . . 

National  heart  and  lung  institute 

Both  Houses  of  Congress  have  received 
legislation  which  would  expand  the  authority 
of  the  National  Heart  and  Lung  Institute. 
The  National  Heart,  Blood  Vessel,  Lung  and 
Blood  Act  of  1972  (H.R.  13715  and  S.  3323) 
was  introduced  by  Rep.  Rogers  (D.,  Fla.) 
and  Sen.  Kennedy  (D.,  Mass.)  the  principal 
sponsors  of  last  year’s  National  Cancer  Act. 
The  heart  bill  would  provide  a total  of  some 
$1.3  billion  over  a three-year  period  for 
an  expanded  program  of  activities  by  the 
National  Heart  and  Lung  Institute.  The  bill 
calls  for  the  development  of  an  8-point  na- 
tional program  including:  an  investigation 
into  the  epidemiology,  etiology  and  preven- 
tion of  all  forms  and  aspects  of  cardiovas- 
cular and  lung  disease;  research  into  the 
basic  biological  processes  of  the  circulatory 
system;  experiments  with  various  diagnos- 
tic and  therapeutic  techniques ; and  establish- 
ment of  centers  for  the  conduct  and  direction 
of  studies  and  demonstrations  of  new  tech- 
niques. Fifteen  centers  would  be  established 


for  clinical  research  into  training  in,  and 
demonstration  of,  advanced  diagnostic  and 
treatment  methods  for  cardiovascular  dis- 
eases. An  additional  fifteen  centers  would 
be  devoted  to  pulmonary  disease  programs. 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal,  Exec.  Dir. 

Volker  at  Brookside,  Kansas  City,  Missouri  64112 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 

American  College  of  Legal  Medicine 

Miss  Betty  Hanna,  Exec.  Sec. 

60  East  Scott  St.,  Suite  402,  Chicago,  Illinois  60610 

American  College  of  Obstetricians  & Gynecologists 
Michael  Newton,  M.D.,  Dir. 

79  West  Monroe  Street,  Chicago,  Illinois  60603 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Exec.  Dir. 
4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 

American  College  of  Radiology 
William  C.  Stronach,  L.L.B.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60076 

American  College  of  Surgeons 
Dr.  C.  Rollins  Hanlon,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 

American  Diabetes  Association 

Mr.  J.  Richard  Connelly,  Exec.  Dir. 

18  East  48th  St.,  New  York,  New  York  10017 

American  Heart  Association 

James  M.  Hundley,  M.D.,  Exec.  Dir. 

44  East  23rd  St.,  New  York,  New  York  10010 

National  Hemophilia  Foundation 

25  West  39th  Street,  New  York,  New  York  10018 


American  Hospital  Association 

Edwin  L.  Crosby,  M.D.,  Exec.  Vice-Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 

American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hy.,  Park  Ridge,  Illinois  60068 

American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

Hearst  Building,  Third  at  Market,  San  Francisco, 
California  94103 

American  Society  of  Clinical  Pathologists 
Albert  G.  Boeck,  Jr.,  Exec.  Dir. 

710  South  Wolcott  Ave.,  Chicago,  Illinois  60612 

American  Medical  Association 

Ernest  B.  Howard,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 

American  Urological  Association 

Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  North  Carles  St.,  Baltimore,  Maryland  21201 

The  Arthritis  Foundation 

Mr.  Daniel  E.  Button.  Executive  Director 
1212  Ave.  of  the  Americas,  New  York,  N.Y.  10036 

International  College  of  Surgeons 
Aldo  Parentela,  M.D.,  Int.  Exec.  Sec. 

1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 

National  Multiple  Sclerosis  Society 
257  Park  Avenue  South 
New  York,  New  York  10010 

Radiological  Society  of  North  America 

Maurice  D.  Frazer,  M.D.,  Sec. 

713  East  Genesee  St.,  Syracuse,  New  York  13210 

Vocational  Rehabilitation  Administration 

Mary  E.  Switzer,  Commissioner 
Washington,  D.C. 
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“On  the  other  hand,  if  we  take  the  appendix,  the  tonsils  and  the  gallbladder,  we’ll  have  the 
law  of  averages  working  for  us.” 


Councilor  Districts  and  Counties 

First  District:  Councilor:  Thomas 

J.  Gurnett,  Omaha.  Counties : 
Douglas,  Sarpy. 

Second  District:  Councilor:  Louis 

J.  Gogela,  Lincoln.  Counties : 
Lancaster,  Otoe,  Cass. 

Third  District:  Councilor:  H.  C. 

Stewart,  Pawnee  City.  Counties  : 
Gage,  Johnson,  Nemaha,  Pawnee, 
Richardson. 

Fourth  District:  Councilor:  Rob- 

ert B.  Benthack,  Wayne.  Coun- 
ties : Knox,  Cedar,  Dixon,  Dakota, 
Antelope,  Pierce,  Thurston,  Madi- 
son, Stanton,  Cuming,  Wayne. 

Fifth  District:  Councilor:  Robert 

Sorenson,  Fremont.  Counties: 
Burt,  Washington,  Dodge,  Platte, 
Colfax,  Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  Houtz 

Steenburg,  Aurora.  Counties : 
Saunders,  Butler,  Polk,  Seward, 
York,  Hamilton. 

Seventh  District:  Councilor:  Lyle 

Nelson,  Crete.  Counties : Saline, 
Clay,  Fillmore,  Nuckolls,  Thayer, 
Jefferson. 

Eighth  District:  Councilor:  Robert 
Waters,  O’Neill.  Counties:  Cher- 
ry, Keyapaha,  Brown,  Rock,  Holt, 
Sheridan,  Boyd. 

Ninth  District:  Councilor:  Hiram 

Walker,  Kearney.  Counties : Hall, 
Custer,  Valley,  Greeley,  Sher- 
man, Howard,  Dawson,  Buffalo, 
Grant,  Hooker,  Thomas,  Blaine, 
Wheeler,  Loup,  Garfield. 

Tenth  District : Councilor  : Charles 

W.  Landgraf,  Jr.,  Hastings. 
Counties : Gosper,  Phelps,  Adams, 
Furnas,  Harlan,  Webster,  Kear- 
ney, Red  Willow,  Chase,  Frontier, 
Dundy,  Hitchcock. 

Eleventh  District:  Councilor:  Bruce 
F.  Claussen,  North  Platte.  Coun- 
ties : Lincoln,  Perkins,  Keith,  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  A.  J. 
Alderman,  C hadron.  Counties: 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyenne,  Sioux, 
Dawes. 
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Council  Districts  and  Component  County  Medical  Societies 

COMPONENT  COUNTY  SOCIETIES 

COUNTY  PRESIDENT  SECRETARY 


Adams 

Antelope-Pierce 

Boone 

Box  Butte 

Buffalo 

Burt 

Cass 

Cheyenne-Kimball-Deuel- 

Cuming 

Custer 

Dawson 

Dodge 

Five  County 

Four  County 

Gage 

Garden-Keith-Perkins 

Hall 

Hamilton 

Holt  & Northwest 

Howard 

Jefferson 

Knox 

Lancaster 

Lincoln 

Madison 

N.W.  Nebraska 

Omaha-Douglas 

Otoe 

Phelps 

Platte-Loup  Valley 

Saline 

Saunders 

Scotts  Bluff 

Seward 

S.E.  Nebraska 

S.W.  Nebraska 

South  Central  Nebraska. 

Stanton 

Washington 

York-Polk 


D.  W.  Kingsley,  Jr.,  Hastings — D.  B.  Foote,  Jr.,  Hastings 

R.  E.  Kopp,  Plainview D.  F.  Johnson,  Jr.,  Osmond 

Roy  Smith,  Albion Wm.  Reardon,  St.  Edward 

J.  J.  Ruffing,  Hemingford F.  P.  Sucgang,  Alliance 

Kenneth  W.  Ellis,  Kearney Gerald  Morris,  Kearney 

Clifford  Hadley,  Lyons Isaiah  Lukens,  Tekamah 

R.  J.  Dietz,  Plattsmouth G.  D.  Knosp,  Elmwood 

C.  U.  Bitner,  Sidney John  Byrd,  Kimball 

L.  L.  Ericson,  West  Point Eugene  Sucha,  West  Point 

Thomas  Lucas,  Broken  Bow 

W.  K.  Weston,  Lexington W.  B.  Elfeldt,  Lexington 

W.  H.  Hill,  Fremont W.  B.  Eaton,  Fremont 

R.  B.  Benthack,  Wayne G.  L.  John,  Wayne 

James  Maly,  Fullerton Otis  Miller,  Ord 

John  Porter,  Beatrice K.  E.  Gustafson,  Beatrice 

W.  G.  Seng,  Oshkosh H.  W.  Rounsborg,  Oshkosh 

B.  B.  Woodruff,  Grand  Island B.  J.  Moor,  Grand  Island 

J.  M.  Woodard,  Aurora E.  A.  Steenburg,  Aurora 

A.  D.  Gilg,  Bassett William  Becker,  Lynch 

R.  W.  Hanisch,  St.  Paul E.  C.  Hanisch,  St.  Paul 

Gordon  Johnson.  Fairbury Frank  Falloon,  Fairbury 

R.  H.  Kohtz,  Bloomfield D.  J.  Nagengast,  Bloomfield 

John  Clyne,  Lincoln J.  E.  Stitcher,  Lincoln 

J.  E.  Nickel,  North  Platte Miles  Foster,  North  Platte 

R.  E.  Klaas,  Norfolk F.  Martin,  Norfolk 

L.  M.  Magruder,  Chadron Lewis  McCormick,  Crawford 

C.  E.  Wilson,  Omaha D.  J.  Pavelka,  Omaha 

G.  E.  Burbridge,  Nebraska  City-.C.  J.  Formanack,  Syracuse 

F.  W.  Brewster.  Holdrege Mr.  Rex  Kelly,  Holdrege 

T.  Lemke,  Jr.,  Columbus A.  H.  Liebentritt,  Columbus 

Robert  Quick,  Crete Jerry  Adler,  Crete 

S.  E.  Wallace,  Wahoo J.  E.  Hansen,  Jr.,  Wahoo 

F.  J.  Hatch,  Scottsbluff 

Roger  Meyer,  Utica Paul  Plessman,  Seward 

Keith  Shuey,  Tecumseh John  Krickbaum,  Auburn 

R.  A.  Cottingham.  McCook J.  S.  Carson,  McCook 

J.  A.  Mountford,  Davenport L.  G.  Bunting,  Hebron 

H.  S.  Tennant,  Stanton 

K.  C.  Bagby,  Blair 

J.  D.  Bell,  York B.  N.  Greenberg,  York 
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ORGANIZATIONS,  STATE  =_, 

Alcoholics  Anonymous 

Lincoln  Center  Bldg.,  Lincoln  68508 
American  Red  Cross 

1701  “E”  St.,  Lincoln  68508 
The  Arthritis  Foundation,  Nebraska  Chapter 
Vernon  G.  Ward,  M.D.,  President 
302  Doctors  Building,  Omaha  68131 
Cerebral  Palsy  Association  of  Nebraska 
Joy  Piper,  Executive  Director 
4665  Leavenworth,  Omaha  68106 
Creighton  University  School  of  Medicine 
Joseph  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68131 
International  College  of  Surgeons 

Joseph  J.  Borghoff,  M.D.,  Regent  for  Nebraska 
7906  Dodge  Street,  Omaha  68114 
Multiple  Sclerosis  Society 

Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln  68522 
Muscular  Dystrophy  Assn,  of  America 
Robert  Fitzgerald,  District  Director 
6054  Ames  Ave.,  Omaha  68104 
National  Cystic  Fibrosis  Research  Foundation, 
Nebraska  Chapter 

Mark  Dorsey,  Executive  Director 
636  Medical  Arts  Bldg.,  Omaha  68102 

National  Foundation,  Inc. 

Dick  Rumbolz,  1620  “M”  St.,  Lincoln  68508 

Nebraska  Association  of  Medical  Assistants 
Mrs.  Barbara  Powell,  President 
5700  Francis,  Lincoln  68505 

Nebraska  Association  of  Pathologists 
Milton  N.  Stastny,  M.D.,  Sec’y-Treas. 

8303  Dodge,  Omaha  68114 

Nebraska  Blue  Cross  - Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
72nd  and  Mercy  Road,  Omaha  68124 

Nebraska  Chapter 

American  Academy  of  Family  Physicians 
William  De  Roin,  M.D.,  Secy. 

8258  Hascall  St.,  Omaha  68124 

Nebraska  Chapter 

American  Academy  of  Pediatrics 

H.  E.  Wallace,  M.D.,  State  Chairman 
5145  “O”  St.,  Lincoln  68510 
James  Wax,  M.D.,  Sec’y-Treas. 

118  So.  88th,  Omaha  68114 

Nebraska  Chapter 

American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  M.D.,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha  68131 

Nebraska  Chapter,  American  College  of  Radiology 
Dr.  John  T.  McGreer,  III,  Secretary-Treasurer 
2300  South  16th  Street,  Lincoln 

Nebraska  Chapter 
American  College  of  Surgeons 
Dr.  Carl  W.  Sasse,  Jr. 

8300  Dodge  Street,  Omaha  68114 

Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 

Nebraska  Diabetes  Association,  Inc. 

Mrs.  E.  H.  Reitan,  Executive  Secy. 

2305  South  10th  St.,  Omaha  68108 

Nebraska  Dietetic  Association 
Celia  Ludwickson,  R.D.,  President 
2300  South  16th,  Lincoln  General  Hospital, 
Lincoln  68502 

Nebraska  Division  American  Cancer  Society 

Peter  J.  Zwier,  Executive  Vice  President 
4201  Dodge,  Omaha  68131 

Nebraska  Epilepsy  League,  Inc. 

Box  6412,  Elmwood  Station,  Omaha  68106 


Nebraska  Heart  Association 

Mrs.  Martha  Robertson,  Exec.  Director 
3624  Farnam  Street,  Omaha  68131 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln  68508 
Nebraska  Nursing  Home  Association 

Eugene  J.  Thompson,  Executive  Secretary 
3100  “O”  Street,  Lincoln  68510 
Nebraska  Academy  of  Ophthalmology 
Frank  L.  Eagle,  M.D.,  President 
8300  Dodge,  Omaha,  Nebraska  68114 
Nebraska  Academy  of  Otolaryngology 
William  Carter,  M.D.,  Secretary 
234  Doctors  Building,  Omaha  68131 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

602  South  44th  Avenue,  Omaha  68105 
Nebraska  Public  Health  Association 
H.  E.  McConnell,  Dr.  P.H.,  President 
State  Health  Dept.,  Lincoln  68509 
Nebraska  Rheumatism  Association 
Dr.  Arthur  Weaver,  President 
Lincoln,  Nebraska 

Nebraska  Society  for  Crippled  Children 
4016  Farnam,  Omaha  68131 
Nebraska  Society  for  Internal  Medicine 
John  C.  Sage,  M.D.,  Secretary-Treasurer 
8300  Dodge,  Suite  221,  Omaha  68114 
Nebraska  Society  of  Anesthesiologists 
Dean  Watland,  M.D.,  President 
8601  W.  Dodge  Road,  Omaha  68114 
Nebraska  Society  of  Medical  Technologists 
Marilyn  Crane,  President 
4019  Nicholas,  Omaha  68131 
Nebraska  State  Department  of  Health 
Henry  Smith,  M.D.,  Director 
State  Capitol  Bldg.,  Lincoln  68509 
Nebraska  Medical  Association 
Ken  Neff,  Executive  Secretary 
1902  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
307  Baird  Bldg.,  Omaha  68102 
Nebraska  State  Obstetric  and  Gynecology  Society 
Willis  H.  Taylor,  Jr.,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  68131 
Nebraska  State  Orthopedic  Society 
Harold  Horn,  M.D.,  Secretary 
3145  “O”  Street,  Lincoln  68510 
Nebraska,  South  Dakota,  North  Dakota  District 
Branch  of  the  American  Psychiatric  Association 
Harry  C.  Henderson,  M.D.,  President 
105  South  49th  St.,  Omaha  68132 
Nebraska  Tuberculosis  & Respiratory  Disease  Assn. 
Delmer  Serafy,  Executive  Secretary 
406  W.O.W.  Building,  Omaha  68102 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  M.D.,  Sec’y-Treasurer 
903  Sharp  Building,  Lincoln  68508 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Mary  E.  Pilloud,  Executive  Secretary 
1040  Medical  Arts  Building,  Omaha  68102 

POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha  68105 

Rehabilitation  Service  Division 

Fred  A.  Novak,  Assistant  Commissioner 
1701  So.  17th  St.,  Lincoln  68502 

University  of  Nebraska  College  of  Medicine 
Cecil  L.  Wittson,  M.D.,  President 
42nd  and  Dewey,  Omaha  68105 


Notify  The  Journal  of  Any  Changes  Concerning  Your  Organization. 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


OVER  THERE 

This  might  have  been  called  The  Edi- 
torial That  Wrote  Itself,  since  it  could  have 
been  made  up  of  headlines  I have  just  run 
across.  I am  tired  of  hearing  about  troubles, 
particularly  medical  ones,  that,  since  we 
meet  them  here,  are  supposed  to  have 
started  here.  The  depression  that  we  strug- 
gled with  a little  more  than  40  years  ago 
is  now  thought  to  have  started  elsewhere, 
and  new  diseases  as  well  as  new  encounters 
with  old  ones  have  come  to  us  from  the  same 
place. 

And  now  I have  read  of  medical  fee  prob- 
lems in  Canada,  and  of  an  abortion  bill  in 
India.  There  are  too  few  hospital  beds  in 
Spain,  and  the  Germans  are  clamping  down 
on  drug  abuse.  Venereal  disease  is  being 
fought  on  the  continent,  India  has  a doctor 
shortage,  and  medical  costs  are  rising  in 
Japan.  There  have  been  strikes  by  physi- 
cians in  Belgium,  in  Canada,  and  in  Italy; 
and  in  France,  and  in  Japan,  too,  I think. 
And  England  has  socialized  medicine,  with 
all  of  its  residuals,  as  we  say  of  diseases. 

The  half-flooded-out  farmer  was  woe- 
fully looking  at  what  had  once  been  crops 
for  harvesting,  when  someone  said  that  a 
neighbor  was  in  even  worse  shape,  and  the 
farmer  said  that  he  wasn’t  so  bad  off  after 
all.  That’s  how  it  looks  from  here.  Things 
are  even  worse  over  there. 

— F.C. 


COME  RIGHT  OVER 

I came  down  with  an  unimportant  symp- 
tom at  seven  o’clock  in  the  morning.  At 
eight,  I called  a doctor  I knew  who  special- 
ized in  that  sort  of  thing.  He  came  right 
to  the  telephone,  said  he’d  be  delighted  to 
see  me,  and  told  me  to  come  right  over  if  I 
could.  So  I did,  and  found  a crowded  wait- 
ing room,  and  no  one  to  speak  to  and  give 
my  name  and  say  I was  here  and  I was  ex- 
pected. A few  seconds  later,  my  medical 
friend  came  by,  spied  me,  and  beckoned  to 


me  and  pointed  to  a room.  I went  in,  and 
so  did  he.  He  listened  to  me,  looked  at  me, 
told  me  the  diagnosis,  reached  into  his  cabi- 
net, and  came  up  with  a free  sample  of  the 
medicine  I needed. 

I thanked  him  for  everything,  of  course, 
but  consider  what  he  had  done.  He  dis- 
rupted his  schedule;  but  nobody  was  hurt, 
the  whole  thing  took  about  three  minutes. 
He  gave  me  an  at-once  appointment,  and 
when  I got  there,  he  watched  for  me,  and  he 
did  not  let  me  wait.  He  did  not  charge  me, 
and  my  medicine  cost  me  nothing. 

I never  charged  a doctor,  or  his  wife  or 
children.  No  physician  ever  charged  me, 
and  every  doctor  I have  called  told  me  to 
come  right  over.  Ours  is  not  an  easy  pro- 
fession. But  this  courtesy  that  we  offer  to 
our  colleagues  and  that  they  will  extend 
to  you  and  to  me  for  the  rest  of  our  lives 
is  a wonderful  thing. 

I hope  my  friend  reads  this  little  essay. 
It  is  my  only  way  at  this  time  of  saying 
thank  you. 

—F.C. 

HE’S  NOT  IN 

You  can  never  find  a doctor  in  his  office, 
they  told  me,  and  besides,  it’s  Thursday,  and 
they’re  all  out  on  the  golf  course.  Well, 
I needed  some  library-type  information  and 
I called  the  head  librarian,  and  he  wasn’t 
in,  so  I asked  for  the  next  in  command,  and 
he  was  out.  Then  I rang  the  third  in  the 
chain,  and  nobody  answered  the  telephone. 
I called  my  lawyer,  but  he  had  just  stepped 
out. 

Then  I called  a nonmedical  office  and 
the  only  one  there  was  the  telephone  girl; 
everybody  else  was  out,  wherever  people  go 
who  have  offices  they  never  use.  So  I called 
the  new  car  salesman,  and  he  had  just  left 
the  office.  Finally,  near  the  end  of  the  day 
and  at  the  end  of  my  patience,  I had  run 
the  count  up  to  nine.  Whereupon  I called 
a doctor,  and  he  came  right  to  the  phone. 

—F.C. 
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THE  TICKLE  AND  THE  ITCH 

Itch  and  tickle  are  as  strange  as  any- 
thing I know.  For  if  I am  ticklish  and  can- 
not tolerate  being  tickled  by  you,  I have  no 
sensation  of  being  tickled  when  I stroke 
the  soles  of  my  own  feet,  when  I can  reach 
them ; or  of  my  axillae.  It  is  doubly  baffling, 
as  some  of  us  are  ticklish  and  others  are 
not,  and  especially  so  since  you  may  grow 
out  of  your  ticklishness  as  you  get  older. 

It  is  further  mystifying  because  it  is  un- 
pleasant to  the  point  of  being  agonizing  and 
even  unendurable  and  has  been  used  for  tor- 
ture, yet  it  sends  its  victim  into  gales  of 
laughter. 

We  do  not  use  an  elegant  medicolatin 
word  for  tickle;  being  ticklish  is  not  really 
a medical  problem.  Itching  may  send  you 
to  a doctor,  who  will  call  it  pruritus.  I do 
not  know  why  we  itch,  but  the  remedy  is 
obvious  and  simple.  My  poodle  knows  what 
to  do  for  itch,  and  he  does  it  more  easily 
than  I,  and  with  less  hesitation.  Just  sup- 
pose you  looked  for  pruritus  in  a medical 
book,  and  it  said,  “Treatment : scratch.” 
Job  did;  he  “took  him  a potsherd  to  scrape 
himself  withal.” 

When  I last  experienced  this  disorder  of 
the  skin  or  the  nervous  system  or  the  psyche, 
I was  resolved  to  ignore  it  and  to  use  my 
will  power  and  behave  like  a reasoning  pri- 
mate of  the  highest  order;  that  is,  I would 
not  scratch.  So  I busied  myself  with  other 
things,  while  the  torment  only  grew  worse. 
But  as  I forgot  about  the  itch,  I forgot  my 
resolve,  too,  and  I found  myself  bringing 
the  experiment  to  an  ignominious  end  by 
unthinkingly  scratching;  so  I do  not  know 
if  one  can  rise  above  an  itch,  and  if  it  will 
go  away  if  it  is  ignored. 

Other  things  might  be  included  here,  as 
stretching  and  yawning;  I do  not  know  why 
we  do  either  of  them.  My  dog  knows  stretch 
and  itch,  but  he  is  not  ticklish.  He  yawns 
nicely  though,  and  shows  everybody  his 
long,  moist,  pink  tongue.  I could  go  on 
to  sneezing  and  coughing,  too,  I suppose; 
my  canine  friend  does  these,  but  I think  I’ll 
close  the  series. 

If  you  tickle  us,  do  we  not  laugh? 

— F.C. 


THE  ANXIETY  INDEX 

People  are  afraid  of  the  hospital.  The  hos- 
pital is  where  you  go  to  learn  you  have 
heart  disease,  and  it’s  where  you  go  to  die. 
And  it  would  be  a good  thing,  when  we 
measured  the  blood  pressure  and  took  the 
temperature  and  counted  the  white  cells,  if 
we  somehow  determined  the  index  of  anx- 
iety. We  ought  to  go  even  farther,  for 
when  the  temperature  is  too  high,  we  do 
something  about  it;  we  find  out  why,  and 
we  bring  it  down  to  normal.  We  do  the 
same  thing  with  high  blood  cholesterol,  and 
with  sugar  in  the  urine. 

The  patient  being  admitted  to  the  hos- 
pital is  sick,  or  he  wouldn’t  be  there;  he 
knows  this,  and  he  is  worried.  He  is  often 
afraid  of  what  he  does  not  know;  and  it  is 
easy,  if  you  share  his  concern,  to  sit  with 
him  and  talk  to  him.  When  hope  is  gone,  it 
may  be  difficult  to  comfort  the  patient,  and 
impossible  to  reassure  him,  yet  much  can 
be  done  even  then.  But  when  the  outcome 
is  problematic,  all  that  is  wanted  is  simple 
honesty,  an  expression  of  concern  that  is  not 
apprehension,  and  something  of  an  indica- 
tion that  his  doctor  is  in  no  hurry  and  wants 
very  much  to  answer  questions. 

Pain  kills  like  hemorrhage,  we  say,  and 
what  of  fear?  It  can  be  a particularly  vi- 
cious kind  of  pain  and  can,  all  by  itself, 
interfere  with  the  patient’s  chance  of  recov- 
ering while  he  is  in  the  hospital.  Measure 
the  anxiety  index,  I say,  and  diagnose  and 
treat  it.  Sit  down  with  the  patient,  answer 
his  questions,  and  talk  to  him.  That’s  what 
he  wants. 

—F.C. 

HOW  TO  DORSIFLEX  YOUR  WRIST 

Dorsiflexion  means  backward  bending, 
and  is  applied  to  the  hand  or  foot.  But  it 
means  backward  flexion,  which  is  the  op- 
posite of  flexion , and  it  seems  to  be  a word 
that  we  ought  to  stop  using.  For  if  dorsi- 
flexion is  the  exact  opposite  of  flexion,  it 
is  a poor  sort  of  word  and  probably  leads 
to  all  kinds  of  confusion. 

Anyway,  there  is  a word  that  means  the 
opposite  of  flexion.  It’s  extension. 

—F.C. 
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ORIGINAL  ARTICLES 


Evaluation  by  Two  Groups  of  Medical 
Students  of  a Course  in  Medicine 

And  Religion 


IN  a previous  article  entitled 
“Medical  Schools,  Religion,  and 
Human  Values”  (J.  Med.  Ed. 
43:  Sept.  1968)  I described  an  elective 
course  in  medicine  and  religion  which  I had 
offered  to  second  year  students  at  the  George 
Washington  University  School  of  Medicine 
in  1966.  In  1967,  I began  to  offer  essential- 
ly the  same  course  to  second  year  students 
at  the  University  of  Nebraska  College  of 
Medicine.  Briefly  stated,  this  offering  at- 
tempted to  introduce  students  to  the  com- 
mon concerns  of  medicine  and  religion,  and 
the  importance  of  the  religious  factor  in  a 
healing  context.  Also,  the  principle  tenets 
of  Jewish,  Protestant,  and  Roman  Catholic 
faiths  were  presented,  emphasizing  those 
factors  which  might  apply  in  medical  or 
medical-moral  areas,  and  the  concept  of  total 
care,  in  which  the  religious  dimension  might 
influence  the  ultimate  fate  of  the  patient. 

Although  I had  accumulated  student  cri- 
tiques which  were  submitted  at  the  conclu- 
sion of  the  course,  I felt  it  would  be  helpful 
to  query  the  students  further  after  they  had 
completed  medical  school.  An  appropriate 
time  appeared  to  be  around  graduation  week, 
when  examinations  were  over,  and  before 
internships  began.  I felt  the  students  might 
be  more  frank  and  objective  in  their  answers 
at  this  time,  and  I wanted  their  reaction 
after  they  had  had  some  clinical  experience. 

Materials  and  Methods 

At  commencement  time  in  the  spring  of 
1968,  a questionnaire  containing  some  13 
items  together  with  a covering  letter  was 
sent  to  those  graduating  seniors  at  the 
George  Washington  University  who  had  tak- 
en the  course  in  1966.  Signatures  were  op- 
tional. Seventeen  students  returned  the 
completed  questionnaire,  or  about  half  of 
those  mailed  out.  The  results  are  tabulated 
on  Table  1,  under  the  column  headed  1968. 
At  commencement  time  in  1970,  a similar 
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questionnaire,  identical  except  as  noted,  was 
mailed  out  with  a covering  letter  to  those 
graduating  seniors  who  had  taken  the  course 
at  the  University  of  Nebraska  College  of 
Medicine  in  1968.  The  only  change  was  made 
in  question  9,  which  was  modified  to  read 
as  per  the  second  paragraph  under  9,  as  fol- 
lows: “In  your  opinion,  should  a physician 
be  a person  with  some  sort  of  commitment: 
(Belief  in  and  attempt  to  follow  certain  re- 
ligious ethics,  standards,  world-view,  etc.?) 
The  reason  for  the  change  was  because  of 
the  number  of  respondents  who  had  left  the 
item  blank  in  the  1968  mailing,  and  it  was 
felt  that  some  effort  was  needed  to  clarify 
what  was  meant  by  “religious  commitment.” 
Returns  of  the  1970  mailing  were  also  about 
50%,  and  are  tabulated  under  the  column 
headed  1970.  On  glancing  over  the  results, 
it  appeared  that  both  the  number  who  an- 
swered (N  = 17  and  16  respectively)  and 
the  responses  to  the  questions  themselves 
seemed  remarkably  similar  considering  the 
fact  that  these  were  two  different  classes  of 
students  from  two  separate  medical  schools. 
It  seemed  reasonable  to  compare  these  re- 
sults using  the  chi-square  or  some  similar 
method  for  determining  whether  there  was, 
in  fact,  any  significant  difference  in  the  re- 
sponses. However,  it  was  felt  that  the  chi- 
square  comparison  would  not  give  consist- 
ently valid  results  because  of  the  fair  num- 
ber of  responses  falling  below  the  number 
5.  Accordingly,  it  was  decided  to  present 
the  material  in  table  form  and  also  graph- 
ically show  the  percentage  of  those  who  an- 
swered affirmatively  in  both  groups.  The 
questions  and  the  results  are  given  in  Table 
1 and  Figure  1. 

♦Department  of  Pediatrics,  University  of  Nebraska  College 
of  Medicine,  Omaha,  Nebraska  68105. 
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Results 

Only  three  of  the  question  items  showed 
substantial  differences  in  the  percentage  of 
those  who  answered  “yes.”  Thus,  there  was 
not  a high  degree  of  similarity  of  response 
affirmative  to  questions  7,  9,  and  10.  For 
purposes  of  comparison,  in  question  11,  we 
grouped  the  rating  “strong  and  moderate” 
together  and  the  rating  “weak”  and  “absent.” 
The  correlations  on  this  basis  were  fairly 
close.  In  checking  via  the  chi-square  meth- 
od, none  of  the  items  other  than  9 reached 
the  0.05  level  of  probability.  However,  as 
mentioned  above,  it  was  decided  there  were 
too  few  responses  in  some  cases  to  rely  com- 
pletely on  this  method  of  comparison. 


Discussion 

Question  9 showed  the  greatest  difference 
in  those  who  answered  “yes,”  and  one  ob- 
vious reason  could  be  the  change  in  word- 
ing from  the  1968  to  the  1970  questionnaire. 
This  change  was  incorporated  because  I 
wanted  to  clarify  what  was  meant  by  “re- 
ligious commitment,”  and  it  seemed  from 
the  number  of  1968  respondents  who  left  the 
question  blank  that  this  item  needed  some 
further  explanation.  In  retrospect,  it  might 
have  been  interesting  to  have  left  this  ques- 
tion unchanged,  but  because  none  of  the 
1970  group  left  the  question  unanswered,  it 
seems  reasonable  to  conclude  that  the  1968 
question  was  unclear.  Question  7 reflects  a 


Table  1 


1968 

1970 

(N=17) 

(N=16) 

QUESTION  NUMBER 

YES 

NO 

% YES 

YES 

NO 

% YES 

1 

12 

5 

71 

15 

1 

94 

2 

13 

4 

76 

13 

3 

81 

3 

16 

1 

94 

15 

1 

94 

4 

16 

1 

94 

15 

0 

100 

(1  blank) 

5 

16 

1 

94 

15 

0 

100 

(1  blank) 

6 

3 

13 

19 

0 

14 

00 

(1  blank) 

(2  equivocal) 

7 

9 

6 

60 

4 

11 

27 

(2  equivocal) 

(1  blank) 

8 

7 

9 

44 

4 

11 

27 

(increase  4) 
(decrease  2) 
(blank  1) 


(increase  3) 
(decrease  1) 
(blank  1) 


9 

(1968) 

3 8 

(6  blank) 

27 

' ‘ 

9 

(1970) 

- 

- 

13  3 

81 

10 

4 7 

36 

8 6 

57 

(4  blank) 

(2  blank) 

11 

2 strong 
11  moderated 

4 strong- — . 
6 moderate 

3 weak—-. 

6 weak-— 

-38 

1 absent- 

^>23 

0 absent---'5 

12A 

14  3 

82 

12  3 

80 

(1  blank) 

12B 

12  5 

71 

11  5 

69 
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possible  area  of  difficulty  for  those  who 
took  the  course,  as  there  was  a poorer  cor- 
relation between  the  “yes”  responses,  for 
there  appeared  to  be  some  resistance  to  the 
idea  that  the  course  content  could  have 
changed  the  student’s  values.  Yet  in  ques- 
tion 12,  there  was  a high  degree  of  correla- 


tion when  they  were  asked  if  their  attitudes 
had  changed  in  two  areas:  most  in  both 
groups  felt  the  course  had  increased  their 
tolerance  for  the  religious  views  of  others 
and  had  increased  their  respect  for  the  rights 
of  the  patient.  Obviously  their  values  had 
indeed  changed,  but  they  apparently  failed 
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to  see  the  relation  of  question  12  to  question 
7.  This  may  be  related  to  the  observation 
that  medical  students  tend  to  shy  away  from 
courses  which  they  suspect  are  aimed  at 
“improving”  them,  but  that  when  they  un- 
suspectingly take  a course  of  this  type 
which  does  contain  various  ethical  opinions 
and  discusses  human  values,  that  sooner  or 
later  they  begin  to  examine  and  reflect  on 
their  own  values,  with  some  resultant 
changes. 

In  answering  question  4,  all  but  one  stu- 
dent in  both  groups  felt  that  a course  of  this 
type  should  be  part  of  medical  education. 
Yet  this  seemed  at  marked  contrast  with 
question  5,  where  the  overwhelming  major- 
ity (only  one  opposed  in  1968)  felt  that  the 
course  should  be  elective,  and  that  it  should 
not  (question  6)  be  a part  of  premedical  re- 
quired courses.  In  other  words,  it  should 
be  part  of  medical  education,  but  elective, 
meaning  that  it  should  be  an  elective  part 
of  medical  education.  Or,  perhaps,  it  should 
be  elected  by  everyone:  the  relationship  of 
responses  — if  there  is  one  — between  these 
two  questions  is  not  quite  apparent  to  me. 

The  two  medical  schools  from  whom  these 
students  were  polled  are  some  1200  miles 
apart.  The  University  of  Nebraska  College 
of  Medicine  is  a state  institution,  and  the 
great  majority  of  students  come  from  small- 
town or  rural  Nebraska.  The  George  Wash- 
ington University  School  of  Medicine  is  a 
private  institution,  with  a majority  of  stu- 
dents from  larger  metropolitan  areas  along 
the  eastern  seaboard,  and  who  are  much 
more  diverse  in  terms  of  background.  There 
was  a two  year  interval  separating  the  two 
groups.  In  attempting  to  find  possible 
interpretations  for  the  similarity  of  re- 
sponses, an  immediate  temptation  was  to 
conclude  this  might  be  so  because  of  the 
common  values  shared  by  members  of  a 
sub-culture  — the  sub-culture  of  medical 


students.  This  might  affect  their  attitudes 
toward  the  course  they  had  taken.  Perhaps, 
their  responses  to  some  degree  were  colored 
by  the  values  which  they  brought  to  medical 
school,  who  can  be  sure?  However,  exam- 
ination of  the  questions  will  show  that  sev- 
eral of  them,  like  the  first  three,  required 
answers  based  on  the  clinical  experience  of 
the  students,  and  this  makes  the  close  cor- 
relation of  responses  even  more  remarkable. 
Undoubtedly  some  factors  beyond  common 
values  inherent  in  a subculture  or  socioeco- 
nomic background  were  at  work  here.  Re- 
ligion is  one  of  those  subjects  about  which 
most  people  have  ambivalent  feelings,  and 
these  medical  students  are  perhaps  reveal- 
ing some  of  this  in  their  responses  to  their 
changes  in  values,  as  was  noted  above.  This 
is  further  demonstrated  by  the  unwilling- 
ness to  agree  that  a religious  commitment 
made  one  a better  physician  (question  10) 
where  there  was  a reasonably  equal  division 
of  ayes,  nays,  and  abstentions. 

Concluding  Remarks 

I can  draw  no  firm  conclusions  from  these 
results  other  than  to  note  the  great  similar- 
ity of  responses  between  the  two  groups, 
diverse  though  they  may  be  in  background. 
The  common  conditions  uniting  these  stu- 
dents were  those  of  being  medical  students 
and  of  having  elected  much  the  same  course 
in  medicine  and  religion.  They  were  prac- 
tically unanimous  in  believing  that  a course 
of  this  type  should  be  included  in  their 
training,  but  less  certain  as  to  how  this 
should  be  made  available.  Further  studies 
are  currently  in  progress  to  determine,  by 
objective  methods,  whether  value  changes  do 
occur  as  a result  of  taking  this  course.  Pre- 
liminary results  indicate  that  this  indeed 
may  be  the  case. 

I am  indebted  to  Harry  Saslow,  Ph.D., 
for  his  help  in  the  statistical  analyses 
of  these  data. 
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A Minimum  Weight 
For  High  School  Wrestlers 


THE  purpose  of  this  article  is  to 
outline  an  approach  to  deter- 
mining- a good  weight  below 
which  a high  school  wrestler  should  not  com- 
pete. A few  of  the  initial  findings  from  a 
sample  study  done  last  winter  on  Class  A 
wrestlers  at  the  State  Tournament  of  Ne- 
braska will  be  discussed.  The  method  under 
study  was  developed  by  Tipton  and  Tcheng 
of  the  University  of  Iowa1  based  originally 
on  a series  of  measurements  done  by  Hall  in 
Illinois2  and  Behnke.3 

The  study  is  continuing,  and  the  formula 
used  is  under  revision  as  new  evidence  shows 
better  correlation.  Measurements  were  ori- 
ginally taken  of  certain  muscle  masses,  then 
changed  to  particular  bony  measurements, 
and  now  to  another  group  of  bony  measure- 
ments. Also,  numerical  constants  have  been 
adjusted  to  bring  predictability  to  about  .93. 
The  points  used  in  1970-1971  were  standing 
height,  chest  depth,  chest  width,  bitrochan- 
teric  diameter,  and  total  ankle  widths.  In 
1971-1972,  the  standing  height,  chest  depth, 
chest  width,  hip  width,  bitrochanteric  di- 
ameter, and  measurements  of  left  wrist  and 
left  ankle  will  be  measured  and  used  in  the 
formula. 

Each  person  did  only  one  and  the  same 
measurement  on  all  Class  A wrestlers  in 
Lincoln.  This  was  an  attempt  to  insure  that 
any  possible  error  would  be  reflected  equally 
in  every  contestant.  Minimally  trained  per- 
sons were  used  while  Tipton  uses  persons 
highly  skilled  in  anthropometric  measure- 
ments. If  these  procedures  could  be  adopted 
on  a wider  scale  where  skilled  anthropolo- 
gists, physical  therapists,  or  physiologists 
would  not  be  readily  available,  it  could  gain 
wider  acceptance.  Since  these  athletes  were 
district  champions  at  the  end  of  their  sea- 
son, it  would  seem  logical  to  use  them  as 
the  basis  of  a predicting  formula.  Hagerman 
and  Hart  have  applied  a similar  formula  to 
assign  weights  to  football  players.4 
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Actual 

Weight 

Predicted 

Weight 

Difference/ 

Predicted 

Weight 

Skin  Fold 
Totals,  mm 

226. 

200.3 

13% 

133.8 

185. 

177.1 

5 

67.8 

168.9 

__  170.5 

— 1 

68.4 

155.7 

158.6 

— 2 

58.4 

147.2 

150. 

— 2 

54.9 

139.8 

141.6 

— 1 

49.3 

134.4 

139.9 

— 3 

42.4 

128.3 

132.3 

— 3 

46.2 

120.9 

124.1 

— 2 

41.9 

114.2 

121.7 

— 6 

40.0 

106.4 

114.3 

— 7 

39.5 

100. 

108.7 

— 8 

40.1 

The  accompanying  chart  shows  the  aver- 
age of  predicted  weights,  average  total  skin 
folds,  and  average  percent  of  deviation  from 
the  predicted  weights  within  each  weight 
class;  each  wrestler  is  allowed  additional 
pounds  as  the  season  progresses.  The  chart 
shows  good  prediction  in  the  middle  weights 
but  is  not  as  good  at  the  extremes.  Since 
there  is  not  an  overconcern  with  those  who 
are  heavier  than  predicted,  the  concentra- 
tion now  is  on  the  lower  weights.  With  the 
variations  noted,  it  could  be  theorized  that 
the  formula  is  not  adequate  for  the  lower 
weights,  or  that  these  young  men  are  losing 
more  weight  than  desirable  from  the  stand- 
point of  being  able  to  win. 

If  the  champions  fit  the  prediction,  it 
would  be  an  incentive  to  future  wrestling 
candidates  to  try  to  adjust  to  the  weight 
predicted  by  the  formula.  As  an  additional 
aid  in  evaluating  the  acceptability  of  the 
weight,  an  arbitrary  skin  fold  total  of  35- 
50  mm  was  used.  From  the  chart  below,  it 
can  be  seen  that  11  of  the  16  top  finishers 
in  the  lower  four  classes  were  within  ±6% 
of  the  predicted  weight  or  the  35-50  skin 
fold  range. 

‘Adolescent  Medicine  Specialist,  University  Health  Center, 
University  of  Nebraska,  Lincoln,  Nebraska,  and  Member  Sub- 
committee on  Athletic  Injuries,  Nebraska  State  Medical  Asso- 
riation. 
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PLACE  FINISHED 


1 

2 

3 

4 

(a) 

(b) 

(a) 

(b) 

(a)  (b) 

(a) 

(b) 

98  pounds  

—15.9 

28.9 

— 9.5 

30.7 

—12.1  34.6 

3.2 

46.7 

105  pounds 

— 7.4 

37.1 

— 9.1 

34.4 

17.9—39.8 

14.7 

29.1 

112  pounds 

— 8.6 

45.4 

— 7.4 

26.7 

—17.2  25.6 

— 2.4 

42.8 

119  pounds  

— 7.3 

40.0 

0.7 

51.6 

4.4  33.0 

2. 

47.5 

(a)  — percent  deviation  from  predicted  weight 

(b)  — total  skin  fold  in  millimeters 


Of  significance  is  the  fact  that  the  first 
two  places  in  the  98  pound  group  and  the 
second  place  finishers  in  the  105  and  112 
pound  classes  did  not  fit  the  formula  or  skin 
fold  total.  Also,  one  contestant  lost  in  the 
N.C.A.A.  one  year  ago  to  a contestant  who 
had  dropped  weight. 

The  skin  fold  total  of  35-50  mm  is  very 
roughly  estimated  to  be  about  5-7%  body 
fat  from  some  preliminary  studies  and  is  not 
considered  precise.  Studies  have  been  done 
that  indicate  persons  do  not  perform  as  well 
if  they  are  below  that  percent  in  body  fat.3 * 5 * *-8 

With  a wider  number  of  contestants,  the 
predictability  of  the  formula  will  be  given 
a better  test.  This  fall,  all  Class  A high 
school  wrestling  candidates  in  Nebraska  will 
be  measured  with  the  cooperation  of  the  Ne- 
braska School  Activities  Association  and 
the  individual  schools.  Each  competitor  will 
be  given  a certified  weight  below  which  it 
is  suggested  he  not  compete. 

This  weight  will  be  the  predicted  weight. 
If  someone  wishes  to  compete  at  a lower 
weight,  he  should  obtain  a doctor’s  permis- 
sion. Some  points  for  doctors  to  base  judg- 
ment on  are: 

1.  He  may  remeasure  and  submit  the  data 
to  Nebraska  School  Activities  Associa- 
tion for  reprocessing;  cards  are  avail- 
able at  each  Class  A High  School. 

2.  Note  any  congenital  malformation  or 
residuals  of  trauma  which  might  alter 
the  bony  measurement  and  thus  exag- 
gerate the  factor  in  the  formula. 

3.  Note  individual  differences  in  metab- 

olism or  overall  growth  and  develop- 

ment which  make  it  possible  and  med- 

ically desirable  for  this  wrestler  to 

compete  below  the  certified  weight. 


4.  Each  wrestler  with  a weight  recerti- 
fied by  a doctor  will  be  carried  on  any 
roster  of  competitors  with  an  aster- 
isk or  other  method  of  special  identifi- 
cation. 

5.  The  skin  folds  are  taken  by  a Lange 

skin  fold  caliper  at:  scapula,  mid- 

axilla, iliac  crest,  midthigh  with  knee 
and  thigh  slightly  flexed,  abdominal 
and  chest  wall.  A skin  fold  total  over 
50  mm  could  indicate  a possibility  of 
losing  more  weight  if  he  is  already 
at  predicted  weight. 

All  wrestling  contestants  at  the  State 
Tournament  in  1972  will  be  measured,  and 
an  attempt  will  be  made  to  correlate  weights 
with  the  predicted  weight  and  winning  with 
conforming  to  the  formula  weight.  This 
will  not  interfere  with  normal  weigh-in 
times.  Current  weigh-in  and  tournament 
regulations  will  prevail. 

Wrestling  is  an  increasingly  popular  part 
of  fitness  programs  and  interscholastic  ath- 
letic competition.  Health,  discipline,  person- 
ality development,  strength,  and  endurance 
— in  other  words,  total  fitness  is  the  goal 
of  each  athlete  in  addition  to  a winning 
effort. 

Coaches  have  developed  better  teaching 
techniques.  Wrestlers  have  more  knowledge 
and  ability.  In  wrestling,  as  in  other  sports, 
each  athlete  and  coach  is  looking  for  some 
edge  by  which  they  can  beat  an  equally  com- 
petent opponent.  A major  controversial 
area  outside  the  use  of  medication  is  the  con- 
cern to  “make  weight.”9-14  Proper  diet  and 
adequate  conditioning  along  with  skill  and 
good  coaching  are  generally  considered  the 
prime  ingredients  in  getting  a wrestler  ready 
for  a match.  If  one  could  take  the  same 
strength,  endurance  and  psychological  set 
to  a weight  class  lower  than  his  usual  corn- 
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petitive  weight  one  might  reason  he  would 
be  able  to  win  more  often.15 

The  research  outlined  in  several  of  the 
references  indicate  that  a person  has  a bet- 
ter conditioned  body  if  he  eats  a diet  well 
balanced  and  containing  adequate  carbohy- 
drates, fats  and  vitamins,  as  well  as  protein, 
if  he  does  not  lose  more  than  10%  of  his 
original  weight;  and  if  he  has  lost  some 
weight,  that  he  allows  24-48  hours  for  physi- 
ological equilibration.16*19  The  study  out- 
lined in  this  article  is  aimed  at  giving  the 
high  school  wrestler,  coach,  and  parent  a 
logical  weight  goal  below  which  he  should 
not  compete.  It  does  not  seem  logical  to 
want  to  go  below  a weight  and  fat  level  that 
champions  maintain.  It  is  hoped  that  this 
will  be  one  small  part  of  continuing  to  make 
wrestlers  more  popular  and  wrestlers  win- 
ners. Other  formulas20  are  being  evaluated 
and  the  one  advocated  in  the  Iowa  studies 
is  undergoing  constant  revision  trying  to 
establish  the  best  possible  weight  goal  for 
each  wrestling  candidate. 

Acknowledgement  is  made  for  statistical 
help  from  Gary  Martin  and  for  measure- 
ments from  Nick  Martinez,  Jr.,  G.  E.  Land- 
wer,  and  Richard  L.  Jantz,  all  on  staff  of 
University  of  Nebraska,  Lincoln. 

References 

1.  Tipton  CM,  Tcheng  TK,  Iowa  Wrestling  Study: 
Weight  loss  in  high  school  students.  JAMA  214: 
1269-74,  Nov.  16,  1970. 

2.  Hall  DM,  Cain  RL,  Tipton  CM,  Keeping  Fit: 
A 23  year  study  of  evaluation  of  physical  fitness 
tests.  Cooperative  Extension  Service.  Urbana:  Uni- 
versity of  Illinois,  1965,  1-37. 

3.  Behnke  AR:  The  estimation  of  lean  body 

weight  from  skeletal  measurements.  Human  Biol 
31:295-315,  1959. 


4.  Hagerman  FC,  Hart  AW:  A method  of  deter- 
mining optimum  weight  for  football  players.  Journal 
NATA  5:8-12. 

5.  Paul  WD:  Crash  diets  and  wrestling.  Iowa 

Med  Soc  56:835-40  (Aug)  1966. 

6.  Singer  RN,  Weiss  SA:  Effects  of  weight  re- 
duction on  selected  anthropometric,  physical  and  per- 
formance measures  of  wrestlers.  Res  Quart  Amer 
Assoc  Health,  Phys  Ed  Recr  39:361-369  (May).  1968. 

7.  Duncan  GG:  Some  effects  of  rapid  weight 

reduction.  AMA,  7th  National  Conference  on  the 
Medical  Aspects  of  Sports,  AMA,  Philadelphia,  1965. 

8.  Shephard  RJ,  Jones  G,  Ishi  K,  Kaneko  M, 

Olbrecht  AJ : Factors  affecting  body  density  and 

thickness  of  subcutaneous  fat.  Amer  Clin  Nutrition 
22:1175-1189  (Sept)  1969. 

9.  Clarke  KS:  Desirable  weight  for  wrestler. 

JAMA  197:829  (Sept  5)  1966. 

10.  Clarke,  KS:  Certified  weight  and  wrestling. 

JAMA  196:673  (May  16)  1966. 

11.  Committee  on  Medical  Aspects  of  Sports: 
Wrestling  and  weight  control.  JAMA  201:541-543 
(Aug  14)  1967. 

12.  Eriksen  FB:  Interscholastic  wrestling  and 

weight  control  — current  plans  and  their  loopholes. 
AMA  8th  National  Conference  on  the  Medical  As- 
pects of  Sports,  AMA,  Chicago,  1967. 

13.  Kroll  W : Guidelines  for  rules  and  practices. 

AMA  8th  National  Conference  on  the  Medical  As- 
pects of  Sports,  AMA,  Chicago,  1967. 

14.  Roberts  JE:  Weight  control  in  wrestling 

symposium  — wrestling  weight  control  practices  and 
regulations.  AMA  7th  National  Conference  on  the 
Medical  Aspects  of  Sports,  AMA,  Philadelphia,  1965. 

15.  Canham  JE,  Consolazio  CF:  Nutrition  and 

stress.  AMA  7th  National  Conference  on  the  Med- 
ical Aspects  of  Sports,  AMA,  Philadelphia,  1965. 

16.  Body  Building  by  Drugs.  Brit  Med  J 4:310- 
311  (Nov  11)  1967. 

17.  Henson  SW  Jr:  The  problem  of  losing 

weight.  Scholastic  Wrestling  News,  Febr.  1,  1970, 
pp  13-14. 

18.  Cooper  DL:  Medical  aspects  of  weight  con- 

trol. AMA  8th  National  Conference  on  the  Medi- 
cal Aspects  of  Sports,  AMA,  Chicago,  1967. 

19.  Novak  LP:  Body  composition  and  clinical 

estimation  of  desirable  body  weight.  AMA  7th  Na- 
tional Conference  on  the  Medical  Aspects  of  Sports, 
AMA,  Philadelphia,  1965. 

20.  Laubach  LL,  Marshall  ME:  A computer  pro- 
gram for  calculating  Parnell’s  anthropometric  pheno- 
type. J Sports  Medicine  10:217-224,  1970. 


May,  1972 


177 


Chondrodystrophia  Calcificans  Congenita 

(Conradi's  Disease) 


Summary:  A case  report  with  a discus- 
sion of  clinical  characteristics,  clinical  course, 
and  genetic  inheritance. 

THIS  rare  disease  was  described 
as  a distinct  clinical  entity  in 
1914  by  Conradi,1  and  to  date 
slightly  more  than  100  cases  have  been  re- 
ported in  the  literature.  It  is  a severe  auto- 
somal recessive  disorder2  which  is  recogniz- 
able at  birth.3  The  frequency  of  parental 
consanquinity  ranges  from  12  to  33  percent. 
There  is  rather  wide  variance  in  expression. 

Classic  clinical  characteristics:  100  per- 

cent of  the  cases  have  punctate  calcific  de- 
posits in  infantile  cartilaginous  skeleton,  in- 
cluding epiphyses  and  cartilage  of  the  tra- 
chea, larynx,  hyoid,  vertebral  discs,  and  joint 
capsules  (figure  1).  75  percent  have  short 

femora  and/or  humeri,  often  asymmetrical 
with  dysplasia  of  the  ends  (figure  2).  56  per- 
cent have  flexion  joint  contractures  of  the 
elbow,  knee,  and/or  hip.  40  percent  have 
saddle  nose  secondary  to  dysplasia  of  the 


PATRICIA  COLE  STIVRINS.  M.D..  F.A.A.P.* 


nasal  bone  (figure  3).  26  percent  have 

cataracts4  (figure  4).  25  percent  have  hy- 

perkeratoses with  erythema  in  early  infancy 
resolving  to  follicular  atrophoderma,  lead- 
ing to  small  atrophic  cutaneous  pits  and 
spotty  alopecia  plus  sparse  coarse  hair  of 
uneven  diameter  in  survivors.  Mental  defi- 
ciency is  a variable  feature,  noted  in  about 
half  of  the  survivors.  Scoliosis,  craniosyno- 
stosis,  syndactyly,  polydactyly,  clubfoot,  dis- 
location of  hips,  congenital  heart  defect, 
hernia  (figure  5),  and  muscle  fibrosis  are 
other  occasional  features. 

Clinical  course:  Failure  to  thrive  with 

infectious  episodes,  especially  pneumonia, 
limit  survival  in  the  more  severely  affected 
infants.  The  punctate  areas  of  calcium  de- 
posits resolve  spontaneously  during  infancy 

♦Pediatric  Consultant  to  Orthopedic  Hospital,  Lincoln,  Ne- 
braska. 


Figure  1.  Punctate  calcific  deposits  in  infantile  cartilaginous  skeleton. 
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with  epiphyseal  mineralization  occurring  in 
a near-normal  fashion.  Spontaneous  im- 
provement in  joint  motility  may  also  occur 
and  skeletal  growth  proceeds  at  an  improved 
rate. 

Case  presentation:  The  patient  was  a Cau- 


casian male  infant  born  10-17-70.  He  was 
the  product  of  the  mother’s  second  preg- 
nancy, the  first  having  terminated  in  spon- 
taneous abortion  in  the  first  trimester.  The 
mother  also  had  bleeding  with  this  pregnancy 
in  the  first  trimester.  The  mother  is  age  25, 


Figure  2.  Short  humeri,  often  asymmetrical  with  dysplasia  of  the  ends. 


Figure  3.  Saddle  nose  secondary  to  dysplasia  of  the  nasal  bone. 
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the  father  is  age  25,  and  nonrelated.  The 
patient  had  a birth  weight  of  9 pounds  6 14 
ounces  with  a length  of  20  inches,  a head 
circumference  of  14  inches  and  a chest  cir- 
cumference of  14  inches.  Irritability  was 
noted  along  with  refusal  to  nurse  on  the  third 
day  of  life.  A temperature  elevation  to  102.8 
F occurred  on  the  fourth  day  of  life  at  which 
time  a CBC  was  obtained  and  then  ASA  and 
Lincocin  were  instituted.  The  infant  was 
discharged  to  his  parental  home  the  follow- 


ing day,  still  with  a temperature  of  101.4  F, 
weighing  8 pounds  and  8 ounces  and  receiv- 
ing Lincocin  orally.  On  the  following  day 
the  infant  spiked  a temperature  to  107  F. 
Laboratory  data  on  hospital  readmission  in- 
cluded a chest  x-ray  which  did  not  show 
pulmonary  disease  but  upon  which  stippled 
epiphyses  were  noted;  a WBC  of  38,800,  3 
bands,  44  segs,  2 eos,  42  lymphs,  and  9 
monos,  with  a 19.1  Hgb.  Urinalysis  was 
normal  except  for  1-f-  albumin  and  50-60 


Figure  4.  Congenital  cataracts. 


Figure  5.  Hernia. 
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RBC  on  a centrifuged  specimen.  Throat  cul- 
ture and  blood  culture  were  taken,  but  the 
infant  did  not  have  a spinal  tap.  Ampicillin 
was  started.  Three  days  later  the  infant 
was  transferred  to  Children’s  Orthopedic 
Hospital,  still  running  lowgrade  fever. 

Initial  examination  by  this  examiner  re- 
vealed: (1)  depressed  bridge  of  nose;  (2)  bi- 
lateral cataracts;  (3)  short  humeri  and  fe- 
mora with  typical  stippled  epiphyses  of  Con- 
radi’s  disease;  (4)  bilateral  elbow  contrac- 
tures of  50  percent  in  flexion;  (5)  congeni- 
tal dislocation  of  hips,  bilateral;  (6)  club- 
feet, mild;  (7)  inguinal  hernia,  left  mas- 
sive; (8)  anterior  fontanelle  full  and  taut. 

A spinal  tap  was  performed  at  once  and 
partially  treated  meningitis  confirmed.  Fluid 
was  sent  for  culture  but  the  organism  was 
not  recovered.  The  infant  had  a good  re- 
sponse to  continued  ampicillin  and  repeat 
spinal  tap  10  days  later  was  essentially  nor- 
mal. Serum  electrophoresis  was  done  and 


the  infant  started  on  monthly  IM  gamma 
globulin  in  an  effort  to  prevent  susceptibil- 
ity to  infection.  His  serum  calcium  was  8.4, 
phosphorous  4.9,  and  T-4  was  9.3  mgm.  His 
clubfeet  were  corrected  with  casting.  His 
hernia  was  repaired,  his  congenital  disloca- 
tion of  the  hips  is  under  treatment  with 
Frejka  splint  and  his  first  cataract  needling 
and  aspiration  done  with  success  and  the 
second  cataract  to  be  done  this  month. 

The  baby  has  remained  free  of  any  addi- 
tional severe  infection  and  is  gaining  and 
thriving. 
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Physician  Manpower  in  Nebraska 


MANY  Nebraska  towns  are  work- 
ing hard  to  recruit  physicians, 
and  to  the  people  in  these  com- 
munities, the  physician  shortage  is  a real 
and  immediate  concern.  However,  it  has 
been  difficult  to  get  a clear,  statewide  pic- 
ture of  the  medical  manpower  situation. 
Though  various  organizations  and  agencies 
know  who  and  where  most  of  Nebraska’s 
physicians  are,  the  University  of  Nebraska 
Medical  Center  sought  to  determine  some 
additional  characteristics  of  the  state’s  doc- 
tors, such  as  their  ages,  specialties,  and  med- 
ical education.  By  learning  some  of  the 
background  of  the  present  physicians,  it  may 
be  possible  to  determine  where  efforts  should 
be  concentrated  in  future  recruiting. 

The  physician  census  described  here  was 
begun  in  the  winter  of  1970. 

The  census  shows  that  there  is,  in  fact, 
a shortage  of  physicians  in  some  areas  of 
the  state.  A total  of  1,666  physicians  are 
now  in  active  practice  in  Nebraska.  This 
figure  includes  54  interns  and  136  residents 
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in  teaching  institutions,  all  of  whom  render 
some  degree  of  service  to  patients. 

A substantial  majority,  77.1  percent,  of 
these  physicians  received  their  medical 
school,  internship  or  residency  training  at 
the  state’s  two  medical  schools,  the  Univer- 
sity of  Nebraska  College  of  Medicine  and 
the  Creighton  University  School  of  Medi- 
cine. More  than  half  of  the  state’s  physi- 
cians were  educated  at  the  University  of 
Nebraska.  The  numbers  trained  at  various 
schools  are : 

University  of  Nebraska *984  (59.0%  of  total) 

Creighton  University 301  (18.1%). 

Other  medical  schools 381  (22.9%) 

♦Twelve  of  these  physicians  are  Creighton  University  gradu- 
ates who  took  internship  or  residency  training  at  the  University 
of  Nebraska. 

♦Administrative  Assistant  to  the  Chancellor,  University  of 
Nebraska  Medical  Center. 

tScience  Writer,  University  of  Nebraska  Medical  Center. 
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With  Nebraska’s  widely  dispersed  popula- 
tion, many  localities  do  not  have  the  people 
or  facilities  to  support  a network  of  specialty 
practices.  Therefore,  general  practitioners 
are  in  the  majority  and  in  great  demand  in 
nonmetropolitan  areas.  Nebraska  has  554 
family  or  general  practitioners,  351  of  whom 
are  practicing  outside  the  Omaha  and  Lin- 
coln metropolitan  areas.  The  general  prac- 
titioners were  educated  as  follows : 


University  of  Nebraska 378  (68.2%) 

Creighton  University 97  (17.5%) 

Other  medical  schools 79  (14.3%) 


The  American  Medical  Association  Regis- 
ter of  Physicians  and  the  Nebraska  State 
Medical  Association  roster  were  used  to  iden- 
tify those  physicians  in  specialty  practice. 
If  a physician  indicates  that  more  than  half 
his  time  is  spent  in  specialty  practice,  the 
associations  consider  him  a specialist.  Ne- 
braska’s supply  of  these  specialists  is: 

EDUCATED  AT 
University  of  Creighton  Other 


Nebraska 

University 

Schools 

Total 

Allergy 

2 

1 

2 

5 

Anesthesiology 

31 

4 

6 

41 

Cardiovascular  Disease. 

_ 

6 

6 

12 

Child  Psychiatry 

1 

_ 

2 

3 

Colon  and  Rectal 
Surgery 

4 

4 

Dermatology 

3 

1 

6 

10 

Gastroenterology 

_ 

2 

1 

3 

General  Surgery 

86 

35 

43 

164 

Internal  Medicine 

96 

44 

47 

187 

Neurological  Surgery 

5 

_ 

4 

9 

Neurology 

3 

_ 

9 

12 

Ob-Gyn 

37 

20 

25 

82 

Occupational  Medicine  _ 

_ 

2 

3 

5 

Ophthalmology 

40 

8 

8 

56 

Orthopedic  Surgery 

27 

7 

9 

43 

Otolaryngology 

24 

4 

12 

40 

Pathology 

41 

6 

24 

71 

Pediatrics 

30 

13 

26 

69 

Pediatric  Allergy 

1 

_ 

1 

2 

Pediatric  Cardiology 

_ 

_ 

1 

1 

Physical  Medicine, 
Rehabilitation 

1 

2 

3 

Plastic  Surgery 

1 

_ 

3 

4 

Psychiatry 

64 

8 

20 

92 

Public  Health 

1 

_ 

4 

5 

Pulmonary  Disease 

3 

2 

1 

6 

Radiology 

39 

20 

21 

80 

Thoracic  Surgery 

4 

3 

2 

9 

Urology 

11 

5 

9 

25 

Other 

7 

3 

5 

15 

Geographical  distribution  of  Nebraska’s 
physicians  is  not  well  balanced.  Thirteen 
counties  do  not  have  physicians.  The  physi- 


cian distribution  is  shown  on  the  accompany- 
ing map. 

Nebraska  cities  of  more  than  10,000  popu- 
lation appear  to  have  reasonably  adequate 
physician  manpower.  The  physicians  in 
these  communities  are : 

EDUCATED  AT 


University  of 
Nebraska 

Creighton 

University 

Other 

Schools 

Total 

Omaha 

_ 439 

232 

185 

856 

Lincoln 

121 

9 

89 

219 

Grand  Island  . 

20 

8 

11 

39 

Hastings  _ 

23 

4 

11 

38 

Fremont 

16 

3 

4 

23 

Bellevue* 

3 

2 

1 

6 

North  Platte 

19 

2 

5 

26 

Kearney 

20 

_ 

7 

27 

Norfolk 

17 

4 

7 

28 

Columbus 

_ 10 

3 

13 

Scottsbluff 

17 

8 

25 

Beatrice 

16 

1 

2 

19 

Obviously,  the  physician  shortage  is  felt 
most  acutely  in  smaller  communities.  Ne- 
braska towns  with  populations  between  5,000 
and  10,000  have  117  doctors.  Communities 
smaller  than  5,000  are  served  by  230  physi- 
cians. Twelve  communities  with  populations 
larger  than  1,000  and  43  towns  between  500 
and  1,000  population  have  no  physicians. 

Specialists  are  particularly  concentrated  in 
the  urban  areas.  Outside  Omaha  and  Lin- 
coln, there  are  no  specialists  in  allergy,  car- 
diovascular disease,  dermatology,  gastro- 
enterology, neurology,  pediatric  cardiology, 
physical  medicine  and  rehabilitation,  plastic 
surgery,  and  thoracic  surgery. 

Compounding  the  physician  shortage  prob- 
lem is  the  aging  of  the  current  physician 
population.  A total  of  357  (21.4  percent) 
of  the  state’s  physicians  are  more  than  60 
years  old,  and  140  of  these  are  beyond  70. 

The  supply  of  physicians  has  not  kept  pace 
with  the  state’s  growth  in  population.  Ne- 
braska had  its  greatest  number  of  physicians 
in  the  period  around  World  War  I.  AMA 
records  from  1906  to  1969  show  that  the 
medical  population  reached  its  peak  in  1921, 
with  1,965  physicians  in  the  state.  (This 
figure  is  somewhat  inflated,  as  it  includes 
those  who  were  retired  or  not  practicing. 
The  1971  total  would  be  above  1,700  if  the 
nonpracticing  physicians  were  included). 

♦Bellevue  figures  do  not  include  the  more  than  40  physicians 
at  Offutt  Air  Force  Base. 
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DISTRIBUTION  OF  NEBRASKA  PHYSICIANS 


Nebraska  has  approximately  230  fewer 
physicians  in  1971  than  in  1921,  while  in 
the  same  period  the  general  population  has 
grown  by  nearly  200,000. 

The  information  for  this  survey  was  gath- 
ered from  a number  of  sources.  Starting 
point  was  the  1969  American  Medical  Direc- 
tory compiled  by  the  American  Medical  As- 
sociation. This  material  was  updated  with 
the  help  of  the  alumni  associations  of  the 
University  of  Nebraska  College  of  Medicine 
and  Creighton  University.  Additional  in- 
formation was  obtained  from  the  Nebraska 
State  Medical  Association  roster,  and  from 
files  kept  by  the  University  of  Nebraska 
Medical  Center’s  Department  of  Continuing 
Education. 

A final  authority  was  the  State  Depart- 
ment of  Health  Bureau  of  Examining 
Boards,  which  maintains  a listing  of  all 
physicians  licensed  to  practice  in  Nebraska. 
Every  effort  was  made  to  determine  which 
of  the  licensed  physicians  are  actually  prac- 
ticing in  the  state  and  to  eliminate  those 
who  reside  and  practice  elsewhere. 

In  those  cases  where  a physician  had  re- 
cently completed  or  begun  his  military  serv- 


ice or  a residency,  it  was  often  difficult  to 
obtain  information  on  his  current  address 
or  status.  For  this  and  other  reasons,  a few 
numerical  errors  may  have  occurred  in  the 
survey,  but  any  such  discrepancies  should  be 
minor. 

Physicians  known  to  be  retired  or  not  in 
active  practice  were  not  included  in  the 
census  figures.  These  physicians  were  iden- 
tified by  the  AMA  Directory  and  by  the 
alumni  organizations  of  the  medical  schools. 

Likewise,  physicians  assigned  to  military 
installations  in  the  state  were  not  included, 
on  the  basis  that  they  are  not  available  to 
provide  medical  care  for  the  general  pub- 
lic. Those  serving  in  Veterans  Administra- 
tion, U.S.  Public  Health  Service  and  state 
insitutions  are  included  in  the  totals,  how- 
ever, because  they  do  serve  large  segments 
of  the  state’s  population. 

To  keep  the  census  up  to  date,  arrange- 
ments have  been  made  with  the  Bureau  of 
Examining  Boards  and  the  Nebraska  State 
Medical  Association  to  provide  information 
on  physicians’  changes  of  residence  or 
status.  The  University  intends  to  make  ma- 
jor revisions  twice  each  year. 


Rural  Health 


Following  are  the  comments  of  Dr. 
Roger  D.  Mason,  McCook,  Nebraska, 
serving  as  President  of  the  Nebraska 
Medical  Association,  for  Rural  Health 
Day  at  the  University  of  Nebraska  Col- 
lege of  Medicine,  April  20,  1972  before 
the  group  of  communities  who  were  in 
attendance  to  contact  prospective  physi- 
cians. The  community  representatives 
also  heard  comments  from  the  medical 
schools. 

I am  Dr.  Roger  D.  Mason  from  McCook, 
Nebraska,  President  of  the  Nebraska  Medi- 
cal Association.  It  is  my  pleasure  and  priv- 
ilege to  serve  today  as  your  master  of  cere- 
monies for  this  brief  meeting  as  well  as 
one  of  your  hosts  for  this  afternoon’s  activ- 
ities. As  most  of  you  know,  Rural  Health 
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Day  is  a joint  venture  sponsored  by  four 
organizations;  the  Nebraska  Academy  of 
Family  Practice,  Creighton  University  Col- 
lege of  Medicine,  the  University  of  Nebras- 
ka College  of  Medicine,  and  the  Nebraska 
Medical  Association.  Today’s  program  is 
the  third  annual  Rural  Health  Day,  and  is 
one  of  the  continuing  efforts  being  made 
by  health  professionals  in  our  state  to  meet 
such  problems  as  physician  distribution  and 
availability  of  a full  range  of  medical  serv- 
ices for  all  Nebraskans. 

Dr.  Robert  Kugel,  Dean  of  the  College 
of  Medicine  of  the  University  of  Nebraska, 
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will  also  have  some  comments  to  make  fol- 
lowing my  own  brief  remarks.  We  have 
also  allowed  time  for  a brief  question  and 
answer  period  for  those  of  you  with  special 
concerns,  and  I would  assure  you  that  we 
are  firmly  committed  to  assisting  you  and 
your  communities  in  any  way  possible. 

Though  Rural  Health  Day  has  been  held 
for  several  years,  this  is  the  first  time  we 
as  sponsors  have  held  this  type  of  orientation 
meeting.  Our  reason  for  requesting  this 
time  with  you  is  a result  of  our  feeling  that 
most  communities  need  some  additional 
guidelines  to  attract  one  of  our  new  physi- 
cians. Today’s  graduate  is  a highly  trained 
professional,  well  motivated  to  care  for  the 
sick  and  injured,  and  equipped  with  a broad 
range  of  tools  to  practice  both  the  art  and 
the  science  of  medicine.  I am  sure  every- 
one in  this  room  realizes  the  value  and  im- 
portance of  such  a person  to  the  community 
or  you  wouldn’t  be  here. 

I would  like  to  direct  your  thoughts  to- 
day to  some  areas  of  endeavor  which  will  do 
two  things:  1.  Improve  your  capability  of 
attracting  and  retaining  adequate  medical 
coverage,  and  2.  obtaining  the  maximum 
benefits  from  the  medical  manpower  you 
have  or  may  be  able  to  attract. 

Let  me  begin  this  way.  It  is  not  enough 
merely  to  want  medical  services,  but  each 
community  must  be  able  to  demonstrate  a 
need.  Delivery  of  medical  services  today  is 
being  carried  out  through  a wide  variety 
of  mechanisms.  Communities  must  make 
themselves  aware  of  these  methods,  choose 
the  most  practical  method,  and  work  dili- 
gently for  their  choice.  An  honest  survey 
and  evaluation  of  the  services  and  manpower 
already  available  should  be  made.  This  sur- 
vey should  include  such  things  as  the  pres- 
ent medical  habits  of  the  community,  trans- 
portation as  it  pertains  to  health,  avail- 
ability of  referral  services,  allied  health 
personnel  living  in  the  area,  the  presence 
of  special  disease  problems,  birth  and  death 
rates,  and  so  on.  I am  sure  you  already 
realize  the  importance  of  determining  the 
economic  base  of  the  community  as  well  as 
its  population  trend. 

Upon  completion  of  this  type  of  general 
health  survey,  each  community,  through 


leaders  such  as  yourselves,  should  decide 
whether  it  is  best  served  by  expanded  fa- 
cilities within  its  own  boundaries,  or  if  it 
could  meet  its  needs  better  through  cooper- 
ation within  a larger  area  or  in  conjunction 
with  a nearby  population  center.  I feel  we 
must  honestly  and  openly  face  the  fact  that 
every  town  will  not  be  able  to  have  its  own 
physician.  This  does  not  mean  the  people 
of  these  communities  do  not  need  or  deserve 
the  highest  possible  level  of  care,  but  it  does 
mean  that  we  must  think  of  meeting  these 
needs  in  a variety  of  ways. 

If  your  community  can  justify  the  loca- 
tion of  a physician  or  preferably  two,  the 
community’s  responsibility  is  not  ended. 
Most  of  you  will  find  you  must  still  work 
hard  for  provision  of  hospital  and  nursing 
home  facilities.  A concerted  effort  will 
also  be  required  to  attract  nurses,  x-ray 
technicians,  laboratory  technicians,  physical 
therapists,  pharmacists,  and  others.  If  your 
physician  is  to  provide  high  quality  medical 
services,  he  will  need  your  help  in  provid- 
ing these  kinds  of  people  to  carry  out  the 
full  range  of  activities  he  is  trained  for. 

I feel  I must  take  a few  moments  here  to 
indicate  some  other  areas  of  concern  where 
the  general  community  could  be  of  benefit 
in  attracting  and/or  retaining  a physician. 
If  past  experience  is  any  indication,  most 
of  you  today  will  be  discussing  hospital  and 
clinic  facilities  you  have  or  can  provide. 
This  is  important  as  I have  indicated,  but 
don’t  overlook  the  fact  that  each  physician 
represents  a family  with  all  the  “family 
problems”  you  yourselves  have.  By  this  I 
mean  you  should  also  be  willing  and  able 
to  discuss  such  things  as  availability  of  hous- 
ing, street  conditions,  your  school  systems, 
and  your  churches.  Most  of  you  readily 
recognize  the  importance  of  a drugstore, 
but  you  should  also  recognize  the  necessity 
in  your  community  or  an  adjacent  one  of 
grocery  stores,  banks,  and  clothing  stores. 
If  there  are  cultural  advantages  in  your  area, 
these  will  be  of  interest  to  both  the  physi- 
cian and  his  wife. 

Governmental  programs  of  various  kinds 
are  also  important  to  today’s  physician  and 
each  of  you  should  be  aware  of  these.  Medi- 
care and  medicaid  programs  are  operational 
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in  Nebraska  as  well  as  throughout  the  na- 
tion. Also  of  importance  are  the  involve- 
ment of  regional  medical  programs,  com- 
prehensive health  planning,  national  health 
service  corps,  and  many  others.  Time  does 
not  permit  a full  discussion  of  these  pro- 
grams today  but  you  should  be  aware  that 
they  exist  and  are  all  important.  Additional 
information  on  each  of  these  is  available  and 


addresses  for  obtaining  this  information 
may  be  had  from  any  of  the  sponsors  of 
today’s  activities. 

I hope  I have  been  able  to  provide  some 
ammunition  for  your  efforts  today  as  well 
as  some  food  for  thought.  Again,  let  me 
assure  you  that  those  of  us  who  represent 
your  hosts  today  stand  ready  and  willing 
to  serve  you  in  any  capacity  we  can. 


Paget's  Carcinoma  of  the  Breast 


ITCHING  or  burning  often  fol- 
lowed by  crusting  and  erosion 
of  the  nipple  should  make 
Paget’s  carcinoma  the  easiest  form  of  breast 
cancer  to  detect.  It  is  both  symptomatic 
and  visible,  yet  the  diagnosis  is  more  often 
missed  than  in  ordinary  breast  cancer. 
Since  this  is  an  intraductal  carcinoma  which 
metastasizes  as  any  other  breast  cancer, 
delay  in  adequate  treatment  can  be  fatal. 

Historical 

Velpeau1  first  described  the  nipple  lesion, 
now  called  Paget’s  disease,  in  1856.  He  said 
the  nipple  often  looked  like  a raspberry  or 
strawberry. 

Paget,2  in  1874,  reported  that  the  nipple 
erosion  was  followed  within  two  years  with 
breast  cancer.  He  further  stated : “The  for- 
mation of  cancer  has  not  in  any  case  taken 
place  first  in  the  diseased  part  of  the  skin.  It 
has  always  been  in  the  substance  of  the 
mammary  gland,  beneath  or  not  far  from  the 
diseased  skin,  and  always  with  a clear  inter- 
val of  apparently  healthy  tissue.” 

Haagensen3  reported  the  Columbia-Presby- 
terian  Hospital  series  included  158  women 
and  one  man  with  Paget’s  Carcinoma  consti- 
tuting about  2.5  per  cent  of  all  their  mam- 
mary carcinomas. 

Pathology 

The  breast  lesions  in  Paget’s  carcinoma 
often  have  multiple  foci  and  are  all  of  the 
intraductal  type.  Haagensen3  reports  “the 
basic  feature  of  the  intraductal  carcinomas  of 
Paget’s  disease  is  their  epidermotrophic 
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character  — their  predilection  to  extend 
along  ducts  replacing  the  normal  duct  epi- 
thelium. They  usually  grow  upward  in  the 
duct  system  to  produce  the  lesion  in  the 
nipple  epidermis  that  gives  the  disease  its 
name.”  Simple  biopsy  of  the  involved 
nipple  with  microscopic  recognition  of  the 
Paget’s  cells  will  make  the  diagnosis.  These 
are  large  cells  with  pale  cytoplasms  and 
prominent  irregular  nuclei  in  the  nipple  epi- 
dermis. Mitoses  are  often  seen.  The  cells 
may  occur  singly  or  in  clumps. 

Treatment 

When  Paget’s  carcinoma  of  the  breast  is 
diagnosed  by  nipple  biopsy,  with  or  without 
a palpable  breast  tumor,  treatment  must  be 
the  same  as  for  other  breast  carcinomas. 
Local  excision  will  usually  fail  because  of  the 
multiple  foci  of  the  intraductal  carcinoma. 
Simple  mastectomy  fails  to  remove  the  axil- 
lary metastases.  Haagensen3  reported  a 
total  of  56  patients  with  Paget’s  carcinoma 
in  the  nipple  with  no  palpable  breast  tumor 
who  were  treated  by  radical  mastectomy. 
Three  of  these  cases  were  found  to  have 
axillary  metastases  — an  incidence  of  5.4 
percent. 

♦Associate  Professor  of  Surgery,  Nebraska  College  of  Medi- 
cine, 734  Doctors  Bldg.,  Omaha. 

fPremedical  Student,  Chatham  College,  Pittsburgh,  Pa. 
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Case  Reports 

Case  1.  Delay  in  Diagnosis.  A 46 
year  old  white  housewife  developed  a 
crust  on  her  right  nipple  in  June  of 
1970.  She  consulted  many  physicians 
in  the  next  year,  including  a dermatolo- 
gist, who  treated  her  nipple  with  many 
types  of  salves  and  x-ray  treatments 
without  help.  The  nipple  became  so 
painful  she  wore  a metal  cone  over  the 
breast  to  keep  her  clothing  from  rubbing 
on  it.  Bloody  drainage  and  crusting 
were  constant  problems.  When  first 
seen  by  us  in  late  July,  1971,  she  had  a 
small  palpable  mass  beneath  the  right 
areola  and  Paget’s  carcinoma  was  sus- 
pected. The  nipple  was  excised  and  the 
breast  mass  removed  August  2, 1971,  but 
frozen  sections  were  inconclusive.  Per- 
manent sections  revealed  Paget’s  car- 
cinoma, so  a radical  mastectomy  was 
performed  August  5,  1971. 

Case  2.  Axillary  Metastases.  A 42 
year  old  white  housewife  noted  an  itch- 
ing and  general  irritation  of  the  right 
nipple  for  several  years.  She  assumed 
this  was  due  to  some  chronic  irritation 
so  did  not  seek  medical  counsel.  She 
had  a routine  physical  examination  June 


28,  1967  and  her  physician  noted  a red- 
dened (strawberry  appearing)  right  nip- 
ple and  an  enlarged  hard  right  axillary 
lymph  node.  A mammogram  was  ob- 
tained which  showed  marked  irregular- 
ity and  increased  density  of  the  ductal 
system  beneath  the  nipple.  A biopsy 
of  the  breast  tissue  beneath  the  areola 
showed  an  intraductal  carcinoma  and  the 
axillary  lymph  node  contained  meta- 
static duct  cell  carcinoma.  The  nipple, 
after  radical  mastectomy,  showed  the 
typical  Paget’s  cells. 

Summary 

Every  lesion  of  the  nipple  and  areolar  epi- 
thelium should  be  considered  carcinoma  until 
proven  otherwise  by  biopsy. 

If  Paget’s  disease  is  found,  a radical  mas- 
tectomy should  be  performed  even  if  no  palp- 
able breast  mass  is  found. 
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Newborn  Medicine 
Consultation  in  Nebraska 


IN  November,  1970  we  mailed  a 
letter  to  all  hospitals  in  Ne- 
braska with  an  Obstetric-New- 
born Nursery  Service,  offering  to  provide  a 
one  day  consultation  service  to  each  hos- 
pital. We  suggested  that  a pediatrician/ 
nurse  team  would  visit  each  hospital,  to 
discuss  whatever  problems  they  might  be 
having  in  their  obstetric-newborn  program. 

Letters  were  mailed  to  approximately  80 
hospitals,  and  of  those  which  provide  ob- 
stetric/newborn care,  approximately  40  hos- 
pitals responded  favorably.  At  the  time  of 
this  writing,  three  fourths  of  the  visits  have 
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been  completed.  The  visits  were  made  by 
the  author,  Dr.  G.  Miyazaki,  Dr.  Hobart 
Wiltse,  Dr.  Harold  Kuehn,  Karen  O’Brien, 
R.N.,  and  Nancy  Jelinek,  R.N.,  plus  pediatric 
residents  and  medical  students,  all  of  the 
University  of  Nebraska  Hospital.  We  be- 
lieve from  the  reception  and  response  of  the 
individual  hospitals  that  a worthwhile  serv- 
ice has  been  performed.  These  visits  have 

♦Professor  and  Chairman,  Department  of  Pediatrics,  Uni- 
versity of  Nebraska  Medical  Center. 
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been  supported  financially  by  the  Nebraska 
State  Health  Department,  directed  by  Dr. 
Henry  Smith. 

This  report  will  describe  what  has  been 
done,  some  of  the  problems  in  newborn  care, 
how  they  are  being-  approached  in  Nebraska, 
and  how  they  are  being  approached  on  a 
regional  basis. 

Any  hospitals  who  wish  to  receive  this 
consultation  may  do  so  by  writing  or  tele- 
phoning (541-4481)  the  author. 

What  Has  Been  Done  in  Nebraska? 

It  has  become  difficult  for  all  of  us  in 
medicine  to  be  aware  of  new  developments. 
Our  earliest  idea  was  to  try  to  help  the 
physicians  in  Nebraska  keep  abreast,  at  least 
in  our  area  of  newborn  medicine.  It  is  more 
economical  and  of  greater  service  to  the 
physicians  and  nurses  if  we  go  to  them, 
rather  than  expect  them  to  come  to  us. 
Short  and  intense  one  day  programs  seemed 
a logical  beginning. 

Therefore,  a letter  was  mailed,  a copy  of 
which  is  reproduced  in  Figure  1.  The  initial 
visits  for  about  one  and  a half  years  prior 
to  this  were  to  help  establish  a regional  new- 
born center  in  St.  Elizabeth’s  Community 
Health  Center  in  Lincoln,  Nebraska.  This 
center  is  now  fully  operational  and  described 

Figure  1 

In  an  attempt  to  duplicate  what  has  been  very- 
successful  in  Wisconsin,  and  also  in  Lincoln,  Ne- 
braska, we  would  like  to  provide  a service  to  your 
hospital. 

The  proposal  is  very  simple.  We  are  willing  to 
visit  your  hospital  for  1 day,  at  no  cost  to  you, 
with  a physician  and  nurse  team;  to  do  the  follow- 
ing: 

1.  Review  your  newborn  and  fetal  mortality 
and  morbidity. 

2.  Advise  you  as  to  how  the  care  of  newborns 
might  be  improved  in  your  hospital. 

3.  Advise  you  on  purchase  of  new  equipment. 

4.  Talk  with  your  doctors  and  nurses. 

5.  Train  your  obstetric-pediatric  nursing  per- 
sonnel in  our  hospital  for  as  much  time  as 
you  can  afford. 

All  of  this  is  totally  voluntary  on  your  part,  and 
there  is  no  commitment.  Travel  support  is  through 
the  Maternal  and  Child  Health  Division  of  the  State 
Health  Department. 

If  you  are  interested,  simply  reply  to  this  letter. 
I can  only  add  that  this  is  a sincere  attempt  on 
the  part  of  the  University  to  be  of  some  service  to 
the  physicians  of  the  State,  although  it  is  in  a limited 
area.  We  will  plan  to  take  medical  students  with 
us,  hoping  that  many  of  them  will  become  inter- 
ested in  practicing  in  your  area. 


later  in  this  manuscript  under  Regional  Pro- 
grams. Our  intent  with  the  more  recent 
visits  was  to  become  better  acquainted  with 
physicians  and  nurses,  to  give  them  advice 
on  the  newer  concepts  of  newborn  care,  to 
encourage  them  to  refer  the  critically  ill 
infant  to  a regional  center  irrespective  of 
state  lines,  and  finally  to  begin  instilling 
the  concept  of  the  perinatal  health  center. 

Following  this  initial  visit,  we  intend  to 
hold  an  annual  institute  in  regions  in  Ne- 
braska totaling  4 or  5 such  institutes  each 
year.  A map  (Figure  2)  indicates  our  arbi- 
trary establishment  of  regions  in  Nebraska 
depending  on  the  response  to  our  initial 
letters.  We  will  rotate  these  institutes  in 
interested  communities  each  year  so  that 
we  may  ultimately  have  an  opportunity  to 
revisit  all  of  the  communities  which  we  are 
now  in  the  process  of  visiting. 

Why  Should  We  Place  Such  Significant 
Emphasis  on  the  Sick  Newborn? 

The  infant  mortality  rate  in  Nebraska  is 
among  the  lowest  in  the  nation,  being  ap- 
proximately 13  per  1,000.  However,  it  ap- 
pears that  possibly  5-7  of  these  deaths  could 
be  prevented  if  the  following  six  problems 
could  always  be  effectively  managed: 

1.  Resuscitation. 

2.  Adequate  oxygen. 

3.  Adequate  body  temperature. 

4.  Prevention  and  treatment  of  hypogly- 
cemia. 

5.  Avoiding  and/or  treating  sepsis. 

6.  Avoiding  and/or  treating  jaundice. 

Nonetheless,  we  are  even  more  concerned 
about  the  infants  who  survive,  and  their 
freedom  from  mental  and  physical  deformity. 
It  has  been  documented  that  a significant 
percentage  of  infants  weighing  less  than  3 lb 
at  birth  who  survive,  grow  up  to  be  mental- 
ly retarded  and/or  motor  retarded  (up  to 
50%  in  some  reports).  In  the  past  6-8  years, 
since  the  problems  listed  above  have  been 
largely  prevented  and/or  treated  early  in 
high  risk  centers,  we  have  observed  a 
marked  decrease  in  the  incidence  of  mental 
retardation  in  these  infants,  who  were  very 
small.  The  value  of  having  a normal  infant 
rather  than  a mentally  retarded  infant  out- 
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weighs  any  possible  objection  to  the  high 
cost  of  providing  intensive  care  to  the  baby 
who  is  at  risk. 

Problems  of  Newborn  Care 

Although  this  is  not  primarily  designed 
to  be  a technical  manuscript,  some  signifi- 
cant points  are  worth  mentioning.  We  would 
say  at  the  outset  that  the  term  normal  in- 
fant requires  minimal  special  attention,  and 
throughout  the  state  we  have  found  by  and 
large  that  the  care  of  the  normal  newborn 
is  acceptable. 

The  major  problems  we  have  encountered 
is  that  feedings  are  still  withheld  from  some 
infants  for  more  than  24  hours.  Term  in- 
fants can  be  fed  as  early  as  6 hours,  and 
should  all  be  fed  by  24  hours,  to  prevent 
any  likelihood  of  hypoglycemia.  They 
should  have  milk  by  at  least  the  3rd,  if  not 
the  2nd  feeding,  so  that  the  test  for  phenyl- 
ketonuria can  be  performed  at  48  hours  of 
milk  feeding,  making  the  test  more  reliable. 
Insufficient  attention  to  maintain  proper 
body  temperature  has  also  been  a problem 
in  some  hospitals. 

The  problems  primarily  relate  to  the  care 
of  the  risk  infant.  Risk  babies  can  be  de- 
fined as  having  one  of  the  following: 

1.  Diabetic  mother. 

2.  Toxemic  mother. 

3.  Low  birth  weight. 

4.  Blood  incompatibility  or  significant 
hyperbilirubinemia. 

5.  Congenital  malformations. 

6.  Complicated  pregnancy,  labor,  or  de- 
livery. 

7.  Septicemia. 

Recognizing  the  risk  infant,  his  proper 
care,  and  general  screening  procedures,  are 
discussed  in  detail  in  each  hospital. 

The  Regional  Concept 

A new  organization,  the  Great  Plains  Or- 
ganization for  Perinatal  Health  Care,  rep- 
resents a broader  approach  to  the  care  of  the 
risk  newborn.  The  group  is  comprised  of 
academic  and  practicing  pediatricians  and  ob- 
stetricians, family  physicians,  nurses,  inten- 
sive care  technicians,  and  Health  Depart- 


ment representatives.  The  states  represent- 
ed are  Nebraska,  North  and  South  Dakota, 
Minnesota,  Wisconsin,  and  Iowa. 

Goals  are  to  train  all  health  personnel  in 
the  care  of  the  sick  newborn,  establish  re- 
gional newborn  centers  (there  are  already 
four  in  Wisconsin,  one  in  South  Dakota,  and 
one  in  Nebraska  aside  from  the  University 
Centers),  and  provide  education  and  consul- 
tation to  smaller  hospitals.  Interest  has 
been  excellent.  Membership  already  exceeds 
100.  Anyone  interested  in  membership  may 
write  us  for  details. 

We  have  attempted  to  stress  in  all  the 
areas  which  we  visited  that  babies  when 
sick  should  be  transferred  to  the  nearest 
high  risk  center  if  the  condition  of  the  infant 
is  sufficiently  severe  to  warrant  the  most 
skilled  attention  available.  Other  centers  in 
western  and  central  Nebraska  are  in  vari- 
ous stages  of  development.  The  primary 
center  at  the  University  of  Nebraska  hos- 
pitals is  rapidly  becoming  a statewide  and 
regional  center.  Referrals  are  increasing  at 
a steady  rate. 

We  have  developed  a center  at  St.  Eliza- 
beth’s Hospital  in  Lincoln  which  can  care 
for  6 infants  at  one  time.  This  center  was 
developed  primarily  with  private  money  (Lin- 
coln Foundation),  with  some  State  Health 
Department  money,  and  has  been  developed 
through  intensive  training  of  the  pedia- 
tricians who  sought  further  training  for 
themselves,  as  well  as  a superb  nursing 
group. 

We  believe  that  each  regional  center  should 
be  equipped  to  go  after  a baby  within  its 
radius  of  referral.  The  centers  in  Omaha 
and  Lincoln  are  so  equipped,  and  a phone 
call  into  the  nursery  in  either  place  will 
result  in  prompt  response,  skilled  personnel 
are  deployed  (physician  and/or  nurse)  to  the 
referring  community  to  get  the  baby.  This 
regional  concept  has  been  endorsed  by  the 
American  Medical  Association  at  their  most 
recent  meeting. 

The  future  concept  of  Health  Maintenance 
Organizations,  or  regional  health  centers,  is 
certainly  one  of  the  possible  answers  to  the 
delivery  of  health  care  and  the  physician 
shortage.  Therefore,  we  are  pleased  to  have 
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taken  early  steps  to  develop  at  least  a re- 
gional concept  for  the  newborn  infant  who 
is  ill  or  at  risk. 

Ultimately,  women  who  are  considered  to 
be  at  risk  should  be  delivered  in  a perinatal 
center,  rather  than  running  the  risks  of 
transporting  the  sick  newborn.  Although 
the  comment  may  be  trite,  the  uterus  is  a 
very  inexpensive  transport  unit  for  the  po- 
tentially sick  newborn,  it  rarely  undergoes 
mechanical  failure,  it  maintains  a rather 
constant  body  temperature,  and  hydration  is 
adequate.  For  the  present  time,  however, 
we  must  treat  many  babies  who  are  delivered 
in  a hospital  which  because  of  the  low 
volume  of  Obstetrics/Pediatrics  cannot  be 
equipped  to  provide  total  care  for  the  risk 
newborn. 

Summary 

We  have  described  an  experimental  at- 
tempt to  assist  in  the  delivery  of  health  care 
in  the  state  of  Nebraska  in  a number  of 
wTays : 


1.  Provide  an  education  service  to  the 
physicians  and  nurses  in  the  state. 

2.  Begin  organizing  the  state  toward  a 
regional  concept  of  newborn  care. 

3.  Expose  our  medical  students  to  smaller 
communities  in  the  state  of  Nebraska 
hoping  that  they  may  be  attracted 
there,  and 

4.  Finally  and  most  importantly,  we  be- 
lieve we  are  helping  the  physicians 
and  nurses  deliver  better  care  to  their 
healthy  and  sick  newborn  infants. 

This  exciting  new  program,  which  seems 
to  be  gaining  wide  acceptance  throughout  the 
state,  has  the  endorsement  of  the  medical 
school  and  some  financial  support  of  the 
State  Health  Department.  We  know  of  no 
state  other  than  Wisconsin  which  has  done 
this  on  a statewide  basis. 

Interested  health  personnel  can  obtain  additional  informa- 
tion from  Warren  Pearse,  M.D.  ; George  Miyazaki,  M.D.,  or 
Gerry  Van  Leeuwen,  M.D.,  University  of  Nebraska  Medical 
Center,  42nd  and  Dewey  Avenue,  Omaha,  Nebraska  68105. 


May,  1972 


191 


President  s Page 


I have  looked  forward  for  some  time  to 
writing  this  page.  As  a matter  of  fact 
looked  forward  for  so  long  that  our  Edi- 
tor, Dr.  Frank  Cole,  is  now  blowing  his  hot 
breath  on  my  ligamentum  nuchae  — he 
speaks  of  date  lines. 

What  could  I say  that  would  be  unusual, 
stimulating,  helpful  to  you  in  your  daily 
contact  and  care  of  patients? 

Late  last  fall  I was  vain  enough  to  think 
that  I would  be  capable  of  assuming  the 
position  as  your  President  of  the  Nebraska 
Medical  Association  in  May  of  1972. 

You  know  that  Dr.  Horace  Munger  would 
have  become  President  except  for  his  un- 
fortunate and  untimely  illness. 

What  I could  say  to  you  that  might  be 
helpful  is  as  follows:  . . . Roger  Mason, 
M.D.  — in  General  Practice  in  McCook,  Ne- 
braska — his  wife  Myrt  and  their  children 
— his  unknown  sacrifices  of  time  and  en- 
ergy expended  only  for  you,  the  members 
of  the  Nebraska  Medical  Association.  You 
will  never  know  how  much  time. 

Dr.  Mason  remarked  one  day;  “Stoney, 
you  are  coming  into  this  job  a little  late. 
I want  to  give  you  as  much  exposure  as 
possible  to  the  various  areas  of  concern/’ 

He  did  just  that.  I was  suddenly  on  more 
committees,  and  attending  more  meetings 
than,  1.  a Thirty-third  Degree  Mason;  2.  a 
member  of  The  Green  Fez,  and  3.  a newly 
elected  member  of  the  Board  of  Trustees  of 
the  Methodist  Church. 

I was  assigned  to  a committee  on  Com- 
prehensive Health  Planning.  I heard  about 
the  Westinghouse  Report.  To  the  well-in- 
formed, that  has  nothing  to  do  with  bigger 
and  better  light  bulbs  or  electrical  appli- 
ances — it  has  to  do  with  health  and  the 
delivery  and  availability  of  same  in  Nebras- 
ka. I fought  through  the  intricacies  of  Re- 
gional Medical  Planning.  Look  out  for  PRO 
and  PSRO.  The  first  means  we  doctors  do 
the  checking,  the  second  means  that  some 
dropout  from  someplace  may  be  checking 


on  you  — his  party  affiliation  depending 
on  who  won  the  election  before. 

I was  introduced  to  HMOs  and  the  loot 
it  often  takes  to  get  one  going  — and  then 
they  are  not  sure  it  will  be  better  than 
the  present  private-patient  care  system  that 
many  Americans  think  works  pretty  well. 

I was  confused  by  the  Physicians  Assist- 
ants Program  — what  are  nurses?  Our 
clinic  had  one  that  could  change  a double- 
hip spica  cast,  assist  with  surgery,  change 
dressings  on  the  ward,  pick  the  instru- 
ments for  next  day’s  surgery,  go  to  the 
bank,  get  to  the  office  and  break  up  the 
morning  coffee  break,  and  be  ready  to  crack 
the  whip  over  three  doctors  by  one  o’clock. 

Next  we  attended  Legislative  Committee 
hearings  to  make  it  possible  for  you  to  treat 
minors  with  serious  illnesses,  or  injuries 
without  the  consent  of  often  hard-to-find, 
so-called  parents  or  guardians. 

We  endured  the  tear-jerking  testimony  of 
a representative  of  the  Trial  Lawyers  As- 
sociation, that  if  anything  was  done  about 
the  present  statute  of  limitations,  this 
would  allow  “the  richest  profession  in  the 
world”  to  get  off  scot-free  in  the  case  of 
malpractice  suits.  Not  much  was  said  about 
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the  contingency  fees  which  accompany  these 
settlements. 

Maybe  those  of  you  “filthy-rich  doctors” 
with  chauffeurs,  Mercedes,  Cadillacs,  and 
Rolls-Royces  — and  with  Town  Homes, 
Country  Homes,  and  Estates  in  Europe, 
could  come  by  and  sign  our  Special  Book 
and  let  us  reflect  in  your  glory  while  you 
attend  the  Nebraska  Medical  Association 
meeting  in  Lincoln  the  last  of  April  and 
the  early  part  of  May. 

Dr.  Mason  has  established  “dialogue”  with 
both  of  the  Medical  Centers  in  Omaha.  Di- 
alogue means  that  the  Nebraska  Medical  As- 
sociation and  the  Medical  Centers  meet  and 
talk  about  students — numbers  of  students — 
how  and  what  they  are  taught  — and  the 
possibility  of  combining  teaching  programs ; 
one  augmenting  the  other. 

At  times  I wondered  if  Roger  Mason  had 


a home  — or  a family.  Of  course  we  know 
he  does  — and  a practice  too  — whatever 
is  left. 

Please  — in  kindness  and  respect  for  a 
gentleman  who  worked  hard  and  tirelessly 
for  all  of  us  — please  voluntarily  support 
your  local  County  or  Area  Medical  Society 
— your  Nebraska  Medical  Association, 
your  American  Medical  Association. 

And  AMPAC  too.  It  is  all  voluntary  — 
that  is  more  than  the  unions  can  claim. 

Your  intelligence  that  has  brought  you 
this  far  in  the  fight  to  preserve  “private 
practice  of  medicine”  — can’t  it  fight  on 
just  a little  longer  against  the  tactics  of 
certain  Washington  Social  Planners? 

FRANK  P.  STONE,  M.D. 

President 


May,  1972 


193 


Between  Cases 


Forwards,  But  Slowly. 

We  are  moving  to  the  metric  system,  but 
in  some  areas  we  may  be  doing  it  reluctant- 
ly, or  not  all  at  once.  While  we  are  in  the 
throes  of  substituting  centimeters  for  inches, 
I have  just  found  the  size  of  a lesion  de- 
scribed, on  a chart,  as  three  quarters  of  an 
inch  by  one  centimeter. 

That’s  the  spirit;  all  is  not  lost.  We  won’t 
let  the  Frenchies  have  their  way,  not  all 
their  way.  Of  course,  he  could  have  said 
1 by  2 centimeters,  but  he  refused,  and 
bravely  so ; he  went  halfway  and  no  further. 

But  it  could  be  like  cutting  off  a dog’s 
tail  an  inch  at  a time,  so  as  not  to  hurt  him 
too  much.  Maybe  that  should  be  2.54  centi- 
meters at  a time,  but  it  doesn’t  sound  the 
same. 

Where  There’s  Smoke. 

Cigarette  smoking  rose  to  a new  high  in 
the  United  States  last  year;  some  555,000,- 
000,000  cigarettes  were  smoked  here  in  1971 ; 
it’s  a new  record,  and  is  3 percent  higher 
than  the  1970  figure. 

Americans  then  got  rid  of,  and  getting 
rid  of  them  may  have  some  kind  of  a posi- 
tive value,  you  know,  one  and  a half  billion 
cigarettes  each  day.  There  are  some  200 
million  people  in  this  country.  If  we  as- 
sume that  half  of  them,  or  100  million,  may 
smoke,  and  that  half  of  those,  or  50  million, 
do  smoke,  then  each  smoker  consumed,  if 
that  is  the  right  word,  30  cigarettes  per  day. 
Actually,  the  number  of  cigarette  smokers 
in  the  U.S.  is  estimated  at  44!/2  million, 
which  comes  to  more  than  33  cigarettes 
per  day. 

But  did  Americans  smoke  3 percent  more 
cigarettes  because  there  are  that  many  more 
Americans,  or  is  the  average  smoker  in  this 
country  smoking  more?  Well,  the  U.S.  pop- 
ulation was  204,265,000  in  1970,  and  was 
208,056,000  in  1971,  a rise  of  only  1.3  per- 
cent. 

He  is  surely  smoking  more  than  I would 
have  guessed. 


On  Mayonnaise. 

I know  four  things,  yea  five,  about  may- 
onnaise. It  is  made  from  rate  egg  yolks, 
it  was  named  for  the  town  of  Mahon,  Brown- 
ing could  make  a meal  of  it,  it  is  good  with 
fish,  and  a pint  of  my  favorite  form  of  it 
sold  for  47  cents  today,  while  a quart  cost 
49  cents. 

I asked  if  the  quarts  were  old,  and  the 
check-out  expert  said  no,  they  were  fresh. 
They  weren’t  on  sale,  either,  the  she-type 
authority  told  me.  So  I bought  the  quart, 
but  with  misgivings. 

If  you  give  a free  sample  of  medicine  to  a 
friend,  he  will  throw  it  away  when  he 
leaves  your  office,  and  people  who  buy  a 
puppy  for  a dollar  are  sure  to  mistreat  him. 
You  attach  little  importance  to  something 
that  costs  little  or  nothing,  and  my  two-cent 
pint  of  mayonnaise  disturbed  me.  But  on 
the  way  home  I got  a 25-dollar  ticket  for 
speeding,  so  it  came  out  all  right  after  all. 

Words  We  Can  Do  Without. 

Substantive.  This  is  a bad  word. 

Very.  This  is  a very  bad  word. 

Dialetical.  Dialetical  materialism  and 
material  dialetics  sound  the  same  to 
me. 

Holistic.  This  word  isn’t  even  in  my  nice 
big  old  dictionary. 

Definitive.  This  word  should  be  outlawed. 

Laennec  versus  Roentgen. 

I could  have  called  this  the  triumph  of  the 
x-ray  over  the  stethoscope.  They  per- 
formed thoracotomy,  and  he  had  unresect- 
able  cancer  of  the  lung.  But  only  a few  days 
before,  this  is  what  physical  examination 
revealed;  “Chest  clear  to  P & A.”  The 
scalpel  is  a marvelous  diagnostic  instrument. 

This  month’s  psychology  lesson. 

If  you  say  “I  can’t  find  my  watch,”  the 
reply  is  sure  to  be,  “Where  did  you  see  it 
last?”  This  works  for  rings  and  books, 
too.  Anyway,  I’m  afraid  to  look  there,  be- 
cause if  it  isn’t  there,  I know  it’s  lost. 

— F.C. 
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WashingtoNotes 


Price  commission 

The  AMA  protested  again  to  the  federal 
Price  Commission  that  the  Administration’s 
economic  stabilization  program  is  discrim- 
inatory as  it  applies  to  physicians. 


The  AMA  statement  emphasized  that  the 
Association  supports  President  Nixon’s  ef- 
forts to  curb  inflation.  But,  the  AMA  said, 
physicians  are  “very  much  concerned  that 
the  economic  restrictions  imposed  upon  them 
do  not  have  equal  application  to  all  segments 
of  the  economy.” 


The  AMA  recommended  that  the  Price 
Commission  establish  a Health  Industry 
Council  or  Committee  with  representatives 
of  the  AMA  and  other  health  associations 
as  members. 


Department  of  health 

More  than  80  members  of  the  House  and 
Senate  introduced  legislation  that  would 
establish  a separate  Department  of  Health, 
a proposal  advocated  by  the  American  Medi- 
cal Association  for  a century. 

Chief  cosponsors  were  a former  secre- 
tary of  Health,  Education  and  Welfare,  Sen. 
Abraham  R.  Ribicoff  (D.,  Conn.),  and  the 
chairmen  of  two  key  health  subcommittees, 
Sen.  Edward  M.  Kennedy  (D.,  Mass.)  and 
Rep.  Paul  G.  Rogers  (D.,  Fla.).  Twenty- 
four  Democratic  senators  and  60  representa- 
tives, 54  Democrats  and  6 Republicans,  had 
signed  the  bill  when  it  was  introduced.  Ad- 
ditional sponsors  were  expected  to  be  added 
later. 

The  legislation,  which  would  break  up 
HEW  into  three  departments  ran  counter 
to  President  Nixon’s  plan  for  government 
reorganization.  His  plan  calls  for  merger 
of  HEW  into  a new,  even  bigger  Department 
of  Human  Resources.  Introduction  of  the 
separate  health  department  legislation  co- 
incided with  Nixon’s  sending  of  a second 
special  message  to  Congress  urging  action 
on  his  reorganization  proposal. 


The  AMA  House  of  Delegates  in  1873 
adopted  a resolution  calling  for  a separate 
federal  department  “as  a means  of  promot- 
ing sanitary  science  and  the  protection  of 
the  public  health.”  In  1891,  the  delegates 
approved  appointment  of  a committee  “to 
memorialize  Congress  at  its  next  session 
on  the  subject  of  creating  a cabinet  officer 
to  be  known  as  the  medical  secretary  of 
public  health.” 

Through  the  years,  the  House  of  Dele- 
gates has  reaffirmed  this  position,  the  most 
recent  such  action  having  been  in  December, 
1970,  when  this  resolution  was  adopted: 

“ Resolved , That  the  American  Medical 
Association,  in  the  public  interest,  continue 
its  efforts  to  bring  about  the  creation  of  a 
separate  federal  Department  of  Health, 
whose  chief  officer  would  be  a physician 
of  cabinet  rank.” 

“HEW,  as  presently  structured,  is  un- 
wieldy, unmanageable  and  therefore  unre- 
sponsive to  both  the  executive  and  legislative 
branches,”  Ribicoff  said  in  a Senate  speech. 
“No  secretary  can  know  what  is  going  on 
in  such  a huge  department,  much  less  main- 
tain control  of  the  operation  and  policy- 
making apparatus  of  such  a bureaucracy. 

“As  a former  secretary  of  HEW,  I am 
convinced  that  health  policy  can  be  more 
rationally  developed  and  the  health  pro- 
grams of  our  nation  better  handled  if  they 
are  placed  under  the  jurisdiction  of  one 
agency  of  manageable  size,  a department 
of  health.” 

Ribicoff  pointed  out  that  HEW,  since  its 
establishment  in  1953,  has  “grown  into  a 
bureaucracy  of  108,000  employees”  with  an 
annual  budget  of  nearly  $79  billion,  one 
third  of  the  entire  federal  budget.  It  allo- 
cates $18  billion  of  the  $25  billion  the  gov- 
ernment spends  each  year  on  health  pro- 
grams that  are  scattered  among  23  other 
agencies  as  well  as  HEW,  he  said. 

His  proposal,  if  enacted,  would  transfer 
all  health  responsibilities  of  HEW  — includ- 
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in g administration  of  Medicare  and  Medicaid 
— to  the  new  department  immediately.  The 
President  would  be  authorized  to  transfer 
health-care  functions  of  other  agencies  to 
the  department  within  180  days  of  enact- 
ment. 

The  Ribicoff  Bill  also  would  set  up  a 19- 
member  National  Advisory  Commission  on 
Health  Planning  to  aid  in  establishment  of 
the  department  and  to  undertake  a two-year 
study  leading  to  recommendations  for  a 10- 
year  national  health  policy. 

Lead 

The  AMA  urged  that  the  Lead-Based 
Paint  Poisoning  Prevention  Act  be  con- 
tinued and  expanded. 

The  AMA  position  was  outlined  in  a let- 
ter from  Dr.  Ernest  B.  Howard,  AMA  execu- 
tive vice  president,  to  Sen.  Edward  M.  Ken- 
nedy (D.,  Mass.),  chairman  of  the  Senate 
Health  Subcommittee  which  was  consider- 
ing the  extension  legislation  (S.  3080). 

“S.  3080  also  adds  a new  subsection  which 
authorizes  the  Secretary  of  Health,  Educa- 
tion and  Welfare  to  make  grants  to  state 
agencies  for  the  purpose  of  establishing 
centralized  laboratory  facilities  for  analyz- 
ing biological  and  environmental  lead  speci- 
mens obtained  from  local  lead-based  paint 
poisoning  detection  programs/’  Dr.  Howard 
said. 


The  Letter  Box 

To  the  Editor: 

In  September,  1971  the  Nebraska  Acad- 
emy of  Ophthalmology  and  Otolaryngology 
elected  to  divide  itself  into  two  component, 
independent  academies,  The  Nebraska 
Academy  of  Ophthalmology  and  The  Ne- 
braska Academy  of  Otolaryngology.  This 
marked  the  end  of  the  oldest  continuous 
medical  specialty  society  in  the  state,  the 
Academy  of  O.  and  O.  having  survived  over 
sixty  years  of  change  and  progress. 

The  Nebraska  Academy  of  Ophthalmology 


“Other  provisions  of  this  legislation  are 
concerned  with  a revision  of  the  definition 
of  lead-based  paints  and  with  increasing  the 
funds  authorized  to  carry  on  the  programs 
of  the  Lead-Based  Paint  Poisoning  Preven- 
tion Act.  The  lead  content  of  paint  should 
be  kept  at  the  lowest  level  possible,  and  we 
believe  that  the  proposed  revision  in  the 
definition  will  materially  strengthen  the  de- 
sired objectives  of  reducing  the  incidence 
of  this  disease.  The  increased  authoriza- 
tions should  also  be  beneficial  in  aiding  the 
program  to  reach  a higher  degree  of  effec- 
tiveness.” 

Medicare  and  the  assistant 

The  AMA  supports  legislation  that  would 
amend  the  Medicare  law  to  expand  the  cir- 
cumstances under  which  payment  could  be 
made  for  services  rendered  by  physicians’ 
assistants. 

Payment  now  is  permitted  only  when  the 
assistant  performs  the  services  in  the  physi- 
cian’s presence.  Under  an  amendment  of- 
fered in  the  Senate  to  H.R.  1,  such  payment 
would  be  allowed  where  the  assistant  per- 
forms the  services  without  the  physician  be- 
ing present.  However,  an  assistant  would 
not  be  allowed  to  practice  medicine  autono- 
mously or  without  supervision  of  his  physi- 
cian employer.  H.R.  1 provides  for  revi- 
sions of  Social  Security,  including  Medi- 
care and  Medicaid. 


has  41  active  members  who  limit  their  prac- 
tice to  ophthalmology.  Meetings  are  held 
twice  yearly,  a business  meeting  in  the 
spring  and  a scientific  meeting  in  the  fall. 
Elected  as  the  first  President  was  Dr.  Frank 
Eagle,  8300  Dodge  Street,  Omaha,  Nebraska. 
Dr.  W.  F.  Nye,  630  North  Cotner  Boulevard, 
Lincoln,  Nebraska  was  elected  Secretary- 
Treasurer. 

Sincerely, 

W.  F.  Nye,  M.D. 
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Dr.  Roger  Mason,  President 
Nebraska  Medical  Association 

Dear  Dr.  Mason: 

As  the  Nebraska  Medical  Association  rep- 
resentative to  the  Comprehensive  Health 
Planning  Board  Committee  on  Systems  De- 
sign Alternatives  I feel  I should  give  you 
a report.  I took  the  job  somewhat  hesitant- 
ly because  of  the  time  involved  and  because 
of  the  short  exposure  I had  to  the  Criterion 
Committee  which  left  me  somewhat  dubi- 
ous about  the  entire  program.  Nonetheless, 
the  Systems  Design  Alternative  Committee 
must  be  complimented  on  its  straightfor- 
ward approach  to  the  problems  to  which  it 
was  exposed.  The  members  of  this  body 
are  intelligent  and  candid  people  with  a de- 
sire to  do  what  is  right  for  the  “consumer” 
and  the  “provider.”  There  was  no  feeling 
of  changing  anything  without  the  consent 
of  those  involved.  The  professional  planners 
involved  have  some  rather  grand  ideas  when 
discussed  in  private,  but  I felt  no  over- 
whelming pressure  from  them  to  conform  to 
their  plans. 

There  is  a general  agreement  among  the 
members  that  Nebraska  has  a good  medical 
system,  but  that  it  is  to  a great  extent  in 
need  of  more  coordination  to  facilitate  com- 
munications, rapid  transit,  and  catastrophic 
care.  There  was  no  push  to  federalize  or 
socialize.  There  was  a desire  to  consolidate 
the  several  medical  communication  systems 
and  end  up  with  a single  system,  such  as  the 
911  now  used  in  Lincoln  and  Omaha  to  fa- 
cilitate emergency  reporting. 

The  RMP  watts  line  presently  used  as 
an  educational  source  could  very  well  be 
hooked  up  to  the  Nebraska  Emergency  Com- 
munications network  as  a clearing  house  for 
direct  physician  input  so  that  in  a mass 
casualty  problem  one  central  agency  could 
usher  casualties  to  the  various  facilities 
tending  care.  RMP  could  also  be  used  as 
a center  for  arranging  many  of  the  time 
consuming  referrals  of  patients  to  state 
bureaus.  Presently,  a referral  to  the  De- 
partment of  Rehabilitation,  for  instance,  can 
get  to  be  a rather  time-consuming  event. 
RMP  is  available  and  I feel,  willing  to  do 
this  kind  of  thing. 


As  physicians,  we  have  looked  on  many 
governmental  projects  with  suspicion.  We 
have  feared  the  bureaus  and  their  regula- 
tions and  restrictions  and  rightly  so,  but  in 
this  present  experience  I have  found  the 
people  working  for  these  groups  to  be 
genuinely  interested  in  cooperating  (not  dic- 
tating) with  us  to  improve  (not  reshape)  our 
present  good  system. 

As  physicians,  we  need  to  take  the  lead 
in  any  plan  to  improve  the  system,  and  yet 
it  seems  that  we  have  been  the  last  to  jump 
into  these  programs.  I found  that  the  com- 
mittee did  not  know  the  Nebraska  Medical 
Association  was  going  to  be  represented 
when  I first  appeared  for  a meeting.  We 
should  have  been  at  the  top  of  the  list.  That 
is  what  we  should  make  up  our  minds  to 
do  at  this  point.  We  should  begin  by  set- 
ting up  our  members  as  experts  in  vari- 
ous fields  pertinent  to  health  planning.  I 
am  relatively  ignorant  about  many  of  these 
areas,  and  I am  sure  many  other  men  in  the 
Nebraska  Medical  Association  could  have 
done  a better  job,  but  I have  studied  the 
materials,  and  I have  emerged  a little  better 
informed  in  some  areas  of  medical  plan- 
ning. 

Manpower,  telecommunications,  emergen- 
cy care,  transportation,  medical  social  prob- 
lems, health  education,  multiphasic  health 
testing,  and  HMOs  were  all  areas  discussed 
in  this  committee  and  some  very  construc- 
tive information  was  brought  out.  A lot  of 
good  minds,  not  all  in  agreement,  synthe- 
sized some  pretty  good  statements.  We  need 
physician  experts  in  all  these  fields  to  be 
prepared  to  participate  and  take  the  lead 
in  planning  for  these  areas. 

Since  I have  been  on  this  body,  my  feel- 
ings about  the  private  practice  of  medicine 
have  not  changed.  I still  believe  in  the  free 
and  private  practice  of  medicine,  but  I see 
a need  for  us  to  be  in  contact  with  all  areas 
of  governmental  and  social  action,  not  to  put 
brakes  on  them  but  primarily  to  steer  them. 
If  our  people  are  well  prepared  and  get 
into  these  discussions,  we  can  guide  these 
programs  and  play  a leading  role  in  im- 
proving the  system.  If  we  do  not  partici- 
pate in  force,  some  changes  will  be  made 
which  may  be  extremely  distasteful  to  us. 
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To  some  extent  the  AMA  and  the  state 
membership  has  suffered,  in  my  opinion, 
from  a lack  of  member  participation. 
Thriving  organizations  have  a high  degree 
of  participation.  This  would  be  an  area 
in  which  we  could  give  a greater  number  of 
men  the  opportunity  to  participate  in  shap- 
ing their  own  futures. 

To  steer,  we  must  get  members  on  this 
type  of  cooperative  project  in  spite  of  the 
many  excuses  and  alibis  which  are  constant- 
ly being  put  forth  by  members  when  ap- 
proached for  cooperation  and  participation. 
The  AMA  and  the  NMA  cannot  be  repre- 
sentative if  all  aspects  of  their  social  and 
political  functions  are  run  by  a few  men. 
This  is  not  to  be  critical  of  the  men  who 
are  doing  the  heavy  work  now,  but  an  ex- 
hortation for  wider  activities  with  more 
members  putting  forth  an  effort. 

The  public  needs  to  see  physicians  leading 
the  health  field  in  all  aspects.  Presently, 
we  are  pictured  as  reactionary  and  obstruc- 
tive. We  are  neither;  we  are  more  prac- 
tical than  most  because  we  are  directly  con- 
versant with  many  of  the  problems  and 
ramifications  of  the  system.  Because  of 
this  experience  we  are  eminently  qualified 
to  lead. 

We  are  probably  the  only  ones  who  will 
be  capable,  for  instance,  of  getting  the 
RMP  and  the  Nebraska  Emergency  Com- 
munications network  to  cooperate  and  set 
up  a system  of  communications  into  which 
public  and  professional  information  can  be 
channeled  and  rapidly  organized.  There  are 
many  bureaus  involved  in  health  care  and 
related  areas  that  hesitate  to  cooperate  be- 
cause they  are  also  afraid  of  losing  their 
private  identity.  This  identity  would  not 
be  lost  if  they  felt  that  they  were  cooper- 
ating in  fulfilling  a need  presented  to  them 
by  the  NMA,  the  true  and  active  leader  in 
the  Nebraska  health  field. 

We  have  a lot  that  we  can  do;  we  have  a 
lot  that  we  should  do.  As  a member  of  the 
House  of  Delegates,  I often  hear  other  dele- 
gates speaking  with  disdain  of  the  things 
that  are  being  done  to  us,  and  I agree. 
Here  is  our  opportunity  to  begin  to  lead, 
and  we  must  do  it  if  we  are  going  to  survive 


as  free  practitioners  and  not  as  the  hire- 
lings of  the  government. 

Respectfully  submitted, 

V.  F.  Colon,  M.D., 
Representative  of  the 
Nebraska  Medical  Association 
to  the  Comprehensive  Health 
Planning  Board,  Committee 
on  Systems  Design  Alter- 
natives. 


To  the  Editor: 

The  Maternal  and  Child  Health  Program 
of  the  University  of  California  School  of 
Public  Health  at  Berkeley  announces  post- 
graduate courses  of  instruction  for  pedia- 
tricians, obstetricians,  and  other  physicians 
interested  in  receiving  training  in  the  field 
of  Maternal  and  Child  Health.  These  pro- 
grams all  lead  to  the  degree  of  Master  of 
Public  Health.  Tax-exempt  Fellowships  are 
available,  consisting  of  support  for  the 
trainee  and  his  dependents,  tuition  and 
fees. 

Program  areas  at  the  present  time  in- 
clude nine-month  programs  in  Maternal 
and  Child  Health,  Health  of  School-Age 
Children  and  Youth,  and  Family  Planning. 
Twenty-one  month  programs  in  Care  of 
Handicapped  Children,  Comprehensive 
Health  Care  and  Perinatology  are  also 
available. 

Applications  are  now  being  accepted  for 
the  group  entering  September,  1973.  For 
information,  write  to  Helen  M.  Wallace, 
M.D.,  School  of  Public  Health,  University 
of  California,  Berkeley,  California  94720. 

Sincerely, 

Helen  M.  Wallace,  M.D. 

Professor  and  Chairman 

Maternal  and  Child  Health 

Program 

To  the  Editor: 

I am  compiling  case  reports  of  allergic 
reactions  to  biting  insects,  i.e.,  mosquitos, 
fleas,  kissing  bugs,  bed  bugs,  gnats  and 
flies  — including  horsefly,  sandfly,  deer- 
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fly.  I am  also  interested  in  reactions  to 
fire  ants. 

I would  like  physicians  to  supply  me  with 
case  reports  of  those  patients  who  have  had 
reactions  to  such  insects.  Include  in  your 
reports,  the  history  of  the  type  of  reaction 
and  complications  if  any ; the  immediate 


treatment ; if  desensitization  were  attempted, 
what  were  the  results?  Send  to: 

Claude  A.  Frazier,  M.D. 

4-C  Doctors  Park 
Asheville,  N.C.  28801. 

Claude  A.  Frazier,  M.D. 


Down  Memory  Lane 


1.  The  profession  of  medicine  is  essen- 
tially altruistic. 

2.  Many  pessimistic  statements  have 
been  current  during  the  past  few  years 
about  the  passing  of  the  family  physician. 
When  the  family  physician  ceases  to  be  there 
will  no  longer  be  a medical  profession. 

3.  The  term  “Acute  Surgical  Belly”  is  ob- 
jected to  for  the  reason  that  it  is  not  scien- 
tific, and  tends  to  haphazard  explorations, 
poorly  conceived  and  oftimes  ill  advised. 

4.  The  x-ray  examination  probably  fur- 
nishes the  most  conclusive  evidence  in  re- 
gard to  the  existence  of  cancer  of  the  stom- 
ach, yet  even  this  method  carries  its  illusions. 

5.  Surgical  results  in  treating  cancer  of 
the  cervix  have  been  very  disappointing  to 
the  conscientious  physician. 

6.  The  curability  of  syphilis  is  an  open 
question. 

7.  Anaerobic  cultures  for  spore  formers 
were  made  and  incubated  at  room  tempera- 
ture for  six  days;  cultures  from  two  of  the 
unopened  cans  and  two  of  the  opened  cans 


showed  organisms  with  cultural  and  mor- 
phological characteristics  of  B.  botulinus. 

8.  The  propaganda  for  premedicated  al- 
cohol now  hovering  over  the  Congress  at 
Washington  is  purely  in  the  interest  of 
the  proprietary  medicine  manufacturers. 

9.  With  the  adoption  of  the  Eighteenth 
Amendment,  it  was  predicted  that  an  ex- 
tensive anti-tobacco  campaign  would  follow. 

10.  The  Ford  Hospital,  Omaha,  the  cre- 
ation and  hope  of  Dr.  M.  J.  Ford,  has 
passed  into  other  hands  and  will  be  known 
as  the  Paxton  Memorial  hospital. 

11.  If  a doctor  in  a smaller  town  charges 
three  dollars  for  making  a careful  exam- 
ination, and  a man  in  the  city  charges  thir- 
ty dollars  for  an  examination  no  more  thor- 
ough, the  patient  naturally  concludes  that 
the  city  man’s  services  are  worth  ten  times 
as  much. 

12.  After  all,  who  saves  the  life,  — the 
so  called  “country  doctor”  who  recognizes 
the  case  early,  or  the  surgeon  who  operates? 

Nebraska  State  Medical  Journal 
May,  1922 
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Our  Medical  Schools 


Creighton  appoints  Andrews 

Dr.  Joseph  Holthaus,  Dean  of  Creighton 
University’s  School  of  Medicine,  has  an- 
nounced the  appointment  of  Richard  V.  An- 
drews, Ph.D.,  to  the  position  of  Assistant 
Dean  replacing  J.  Raymond  Johnson,  Ph.D., 
who  is  retiring  June  1. 

Dr.  Holthaus  says,  Dr.  Andrews  will  have 
a wide  range  of  responsibilities  that  will  in- 
clude working  closely  with  medical  students 
and  faculty  in  coordinating  teaching  pro- 
grams as  well  as  helping  to  develop  the 
school’s  research  programs. 

Dr.  Andrews  received  his  B.S.  in  Biology 
and  Chemistry  in  1958  and  his  M.S.  in 
Physiology  and  Biochemistry  in  1959  from 
Creighton  and  his  Ph.D.  in  Physiology  and 
Biophysics  from  Iowa  University  in  1963. 
He  has  studied  biological  rhythms  and  reg- 
ulatory animal  physiology  both  at  Creighton 
and  at  the  Naval  Arctic  Research  Labora- 
tory at  Point  Barrow,  Alaska,  and  serves  as 
a consultant  to  the  International  Biological 
Program  Human  Adaptability  Study  Sec- 
tion. 

Dr.  Johnson  is  retiring  from  administra- 
tive duties  as  Assistant  Dean  of  the  School 
of  Medicine  because  of  university  imposed 
age  limitations  but  will  continue  teaching 
responsibilities  as  a professor  of  physiology. 


He  joined  the  Creighton  faculty  in  1953, 
served  as  Chairman  of  the  Physiology  and 
Pharmacology  department  for  twelve  years 
and  was  appointed  Assistant  Dean  in  1965. 

High  risk  infants 

Over  400  Nebraska  physicians  will  be 
surveyed  by  the  University  of  Nebraska 
medical  Center  in  an  attempt  to  document 
the  incidence  of  infants  considered  to  be  de- 
velopmentally  “high  risk.” 

A high  risk  infant  is  a child  under  two 
years  suspected  of  having  significant  prob- 
lems in  developing,  said  Dr.  Rune  Simeons- 
son,  chief  psychologist  at  the  C.  Louis  Mey- 
er Children’s  Rehabilitation  Institute,  who 
is  conducting  the  survey.  Those  problems  af- 
fecting an  infant’s  development  may  be  based 
on  physical  and  biological  factors  or  on  so- 
cial and  cultural  factors,  Dr.  Simeonsson 
said. 

He  noted  that  studies  have  shown  ap- 
proximately 50  percent  of  an  adult’s  intel- 
lectual capacity  is  developed  by  the  age  of 
four.  “Physical  handicaps  alone  do  not  al- 
ways affect  a child’s  development.  The 
child’s  environment  might  also  be  respon- 
sible for  physical  and  emotional  growth 
problems,”  he  said. 

To  conduct  the  study,  Dr.  Simeonsson 
will  mail  questionnaires  to  440  physicians 
outside  the  Omaha  and  Lincoln  area.  The 
majority  of  questionnaires  will  be  mailed  to 
family  physicians  and  other  doctors  who 
see  children  under  the  age  of  two. 

“We  are  attempting  to  document  the  in- 
cidence of  such  infants  in  both  urban  and 
rural  Nebraska,”  Dr.  Simeonsson  said.  “We 
will  use  the  survey  data  to  help  develop 
systems  for  the  identification,  referral  and 
evaluation  of  those  children  who  have  de- 
velopmental problems.” 

He  explained  that  the  lack  of  systematic 
identification  and  evaluation  services  for 
such  youngsters  in  Nebraska  has  made  the 
study  essential.  The  findings  of  the  survey 
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will  be  used  to  help  Nebraska  physicians  de- 
velop an  approach  to  preventing  or  lessen- 
ing the  problems  of  physical  and  mental  de- 
velopment in  children. 


New  nursing  dean  at  Creighton 

Eleanor  C.  Repp,  M.S.N.,  Ed.D.,  is  the 
new  Dean  of  Nursing  at  Creighton  Univer- 
sity. The  announcement  was  made  by  Dr. 
Robert  Heaney,  Creighton's  Vice  President 
for  Health  Sciences,  who  says  the  appoint- 
ment is  effective  July  1. 

Dr.  Repp  is  now  Assistant  Dean  and  As- 
sistant Professor  of  Clinical  Nursing  at  the 
University  of  Kentucky  College  of  Nursing 
in  Lexington,  Kentucky.  She  studied  for  her 
B.S.N.  at  Union  University  School  of  Nurs- 
ing, Russell  Sage  College  and  the  Albany 
Medical  Center,  graduating  in  1951.  She 
was  awarded  an  M.S.N.  in  1961  by  the  Uni- 
versity of  Texas  and  received  her  Doctoral 
Degree  in  Education  from  Columbia  Uni- 
versity Teachers  College  in  New  York  in 
1970. 

Since  1951  Dr.  Repp  has  held  nursing 
service  administration  positions  and  has 
been  active  in  nursing  education  programs. 
Positions  she  has  held  include:  Nursing  su- 
pervisor, Albany  Medical  Center  Hospital, 
Albany,  New  York;  Assistant  Nursing  Su- 
pervisor, Methodist  Hospital,  Houston,  Tex- 
as and  Assistant  Professor,  Department  of 


Nursing  Education  St.  Anselm’s  College, 
Manchester,  New  Hampshire.  She  has  also 
had  considerable  experience  in  general  and 
private  duty  nursing. 


Become  a doctor  in  3 years 

The  University  of  Nebraska  College  of 
Medicine  will  begin  educating  future  medi- 
cal students  on  a three-year  basis  instead 
of  the  traditional  four-year  curriculum  be- 
ginning in  July. 

College  of  Medicine  Dean  Robert  B.  Kugel 
said  the  three-year  program  was  developed 
over  the  course  of  the  past  three  years  and 
“appears  to  be  a sound,  appropriate  response 
to  the  critical  manpower  shortage  in  medi- 
cine.” 

Dr.  Kugel  said  that  all  students  presently 
enrolled  in  the  four-year  course  in  medicine 
will  be  allowed  to  complete  their  work  on 
that  basis. 

For  the  past  two  years,  the  College  of 
Medicine  has  conducted  a pilot  program  di- 
rected at  three-year  degree  completion.  In 
the  1970-71  academic  year,  20  freshmen  ini- 
tiated the  three-year  program,  and  this  past 
year  30  more  freshmen  began  the  program. 

The  estimated  145  freshmen  who  will  en- 
ter the  next  medical  class  will  begin  class 
work  in  July. 

Dr.  Kugel  explained  that  flexibility  will 
be  retained  in  the  curiculum  so  that  stu- 
dents who  wish  to  pursue  their  studies  over 
a four-year  period  will  be  allowed  to  do  so. 

Only  one  other  medical  school  in  the  na- 
tion is  presently  educating  all  of  its  students 
on  a three-year  basis.  Three-year  classes 
on  a pilot  program  basis  are  also  being 
conducted  at  several  other  medical  schools 
though  none  have  yet  made  the  move  Ne- 
braska is  making. 

Criss  institute  for  health 

Creighton  University  officials  togethei 
with  officials  of  the  Regional  Health  Care 
corporation  have  unveiled  plans  for  the  cre- 
ation of  the  CRISS  INSTITUTE  FOR 
HEALTH,  a new  concept  for  educating 
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Creighton  University's 


CRISS  INSTITUTE  FOR  HEALTH 


Existing  Rigge  Science  Bldg. 

CRISS  1 (Existing  Medical 
Research  Center) 

CRISS  3 (Future  School  of 
Pharmacy) 

CRISS  2 

(Existing  Medical  Center 
Basic  Science  Bldg.) 

Future  trans-freeway  offices, 
health  sciences  library 
& parking  ramp 


School  of  Dental  Science  — 
(now  under  construction) 


Future  Regional  Health 
Care  Corporation  Hospital 


Prepared  by  the  Creighton  University  Department  of  Public  Relations  & Public  Information 

For  additional  information,  contact  Bryce  Brasel.  Editor,  Health  Sciences  Information  Bureau  (402)  536-2969 

Creighton  University.  Omaha.  Nebraska 


health  science  professionals  which  will  in- 
clude a new  approach  to  health  care  deliv- 
ery. When  completed,  the  CRISS  INSTI- 
TUTE FOR  HEALTH  will  include  complete 
educational  facilities  for  the  schools  of  medi- 
cine, dentistry,  pharmacy  and  nursing  as 
well  as  new  programs  that  may  substantial- 
ly change  the  length  of  time  needed  to  edu- 
cate members  of  the  health  care  team. 
Changes  in  the  curriculum  could  also  lead 
to  the  education  of  physicians  assistants, 
physicians  with  legal  backgrounds,  doctors 
of  pharmacy,  health  care  administrators, 
dentists  assistants,  administrative  special- 
ists in  the  field  of  medicine  and  a number 
of  others. 

Dr.  Robert  Heaney,  Vice  President  for 
the  Health  Sciences  at  Creighton,  says 
CRISS  INSTITUTE  FOR  HEALTH  facili- 
ties will  include  the  new  dental  school  now 


under  construction,  and  the  new  Regional 
Health  Care  Corporation  hospital  and  out- 
patient clinic  currently  being  planned  to 
replace  Saint  Joseph  Hospital.  He  also 
noted  that  if  federal  funds  become  available, 
the  medical  school  will  be  expanded,  the 
school  of  pharmacy  that  was  torn  down  sev- 
eral years  ago  will  be  replaced  and  a new 
health  sciences  library  will  be  built.  The 
new  library  will  span  a six  lane  highway, 
recently  built,  that  cuts  through  the  Creigh- 
ton Campus. 

Named  in  recognition  of  Dr.  C.  C.  and 
Mabel  L.  Criss  “for  their  generous  contri- 
bution and  profound  devotion  to  the  health 
professions/’  the  CRISS  INSTITUTE  FOR 
HEALTH  will  strive  to  provide  better  qual- 
ity in  patient  care  and  in  the  education  of 
health  professionals  for  less  cost,  in  less 
time. 
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Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS— 

May  13  — North  Platte,  Elks  Lodge 
June  3 — Hastings,  Elks  Lodge 
June  24  — Norfolk,  Elks  Lodge 

NATIONAL  CONFERENCE  ON  CANCER 
CHEMOTHERAPY  — Sponsored  by 
American  Cancer  Society  and  National 
Cancer  Institute;  Biltmore  Hotel,  New 
York  City,  June  1,  2,  3,  1972.  All  members 
of  the  medical  and  related  professions, 
research  investigators,  and  medical  stu- 
dents are  invited;  there  is  no  registration 
fee.  Write  to:  Sidney  Arje,  M.D.,  c/o 
American  Cancer  Society,  219  E.  42nd 
St.,  New  York,  N.Y.  10017. 

DEATH  AND  THE  MANAGEMENT  OF 
THE  DYING  PATIENT  — Seminar,  June 
9-10,  1972,  Rapid  City,  S.D.  Chairman  of 
Ad  Hoc  Committee:  J.  A.  Cline,  M.D., 
P.O.  Box  1590,  Rapid  City,  S.D.  57701. 

AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Session,  June  18-22,  1972,  San 
Francisco-Hilton  Hotel,  San  Francisco, 
California. 

TENTH  INTERNATIONAL  CONFERENCE 
ON  EXTRA-CORPOREAL  TECHNOLO- 
GY (dialysis,  heart-lung,  and  artificial  or- 
gans technologists)  ; July  27,  28  and  29, 
1972,  at  the  Waldorf-Astoria,  New  York 
City.  Write  to  Edward  C.  Berger,  Execu- 
tive Director,  American  Society  of  Extra- 
Corporeal  Technology,  287  East  Sixth  St., 
St.  Paul,  Minnesota  55101. 

FOURTEENTH  ANNUAL  MIDWEST  IN- 
TERPROFESSIONAL SEMINAR  ON 
DISEASES  COMMON  TO  ANIMALS 
AND  MAN  — September  7-8,  1972,  fea- 
turing an  Arbovirus  Symposium  at  Ne- 
braska Center  for  Continuing  Education, 
33rd  and  Holdrege  Streets,  Lincoln,  Ne- 
braska 68503.  Write  to  Dr.  H.  E.  McCon- 
nell, Director,  State  Health  Laboratories, 


State  Capitol  Building,  Lincoln,  Nebraska 
68509. 


32ND  ANNUAL  AMA  CONGRESS  ON 
OCCUPATIONAL  HEALTH  — Drake  Ho- 
tel, Chicago,  September  11-12,  1972. 

AMERICAN  THYROID  ASSOCIATION  — 
Annual  Meeting,  Drake  Hotel,  Chicago, 
Illinois,  Sept.  20-23,  1972.  Write  to:  A. 
B.  Hayles,  M.D.,  Secretary,  A.T.A.,  Mayo 
Clinic,  Rochester,  Minnesota  55901. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Fall  Session,  September  22-24,  1972,  Holi- 
day Inn,  Kearney,  Nebraska. 

SEVENTH  NATIONAL  CANCER  CON- 
FERENCE — Sept.  27,  28,  29,  1972,  Bilt- 
more Hotel,  Los  Angeles,  California. 
Sponsored  by  American  Society  and  Na- 
tional Cancer  Institute ; no  registration 
fee.  Write  to:  Sidney  L.  Arje,  M.D.,  c/o 
American  Cancer  Society,  219  E.  42nd 
St.,  New  York,  N.Y.  10017. 

AMERICAN  ELECTROENCEPHALOGRA- 
PHIC  SOCIETY  — 26th  Annual  Meeting, 
at  the  Shamrock  Hilton  Hotel  in  Houston, 
Texas  from  October  12th  through  October 
14th,  1972. 

AMERICAN  ASSOCIATION  FOR  LABORA- 
TORY ANIMAL  SCIENCE,  23rd  Annual 
Session,  October  16-20,  1972;  Chase-Park 
Plaza  Hotel,  St.  Louis,  Missouri.  Write  to: 
Joseph  J.  Garvey,  Exec.  Secy.,  AALAS, 
P.O.  Box  10,  Joliet,  Illinois  60434. 

AMERICAN  MEDICAL  ASSOCIATION  — 
26th  Clinical  Convention,  November  26-29, 
1972,  Netherland-Hilton  Hotel,  Cincinnati, 
Ohio. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Annual  Session,  April  29  - May  2,  1973. 
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Welcome  New  Members 


J.  D.  Ashley,  M.D. 

401  East  C 

North  Platte,  Nebraska  69101 

Kenneth  P.  Barjenbruch,  M.D. 
University  Hospital 
Omaha,  Nebraska  68105 

Roy  S.  Cram,  M.D. 

Burwell,  Nebraska  68823 

Gerald  J.  Fleischli,  M.D. 

Department  of  Family  Practice 
Uni.  of  Nebr.  Medical  Center 
Omaha,  Nebraska  68105 

M.  D.  Mathews,  M.D. 

St.  Paul,  Nebraska  68873 

Otis  W.  Miller,  M.D. 

Ord,  Nebraska  68862 


Richard  J.  Pellegrino,  M.D. 

Uni.  of  Nebr.  Medical  Center 
Omaha,  Nebraska  68105 

Clayton  L.  Pettipiece,  M.D. 
Immanuel  Hospital 
Omaha,  Nebraska  68111 

James  D.  Quinn,  M.D. 

8601  W.  Dodge  Road,  #228 
Omaha,  Nebraska  68114 

Chester  Q.  Thompson,  Jr.,  M.D. 

219  Doctors  Building 
Omaha,  Nebraska  68131 

Donald  M.  Uzendoski,  M.D. 

1325  South  72nd  Street 
Omaha,  Nebraska  68124 

Daniel  W.  Wingard,  M.D. 

Uni.  of  Nebr.  College  of  Medicine 
Omaha,  Nebraska  68105 


The  Law 


Consumer  safety  agency 

The  Senate  Commerce  Committee  has  or- 
dered reported  S.  983,  the  Consumer  Safety 
Act  of  1972.  This  bill  would  establish  an 
independent  Consumer  Safety  Agency  to 
promote  the  public  health  and  safety  by  pro- 
tecting consumers  against  injury  resulting 
from  the  use  of  foods,  drugs  or  consumer 
products.  Established  within  the  Agency 
would  be  a Commission  of  Foods  and  Nu- 
trition, a Commission  of  Drugs,  and  a 
Commission  of  Product  Safety.  An  Admin- 
istrator would  be  appointed  to  coordinate 
the  activities  of  the  three  Commissions  and 
otherwise  carry  out  the  duties  of  the  Agen- 
cy. He  would  also  establish  an  Office  of 
Consumer  Information  and  Representation 
and  a National  Injury  Information  Clear- 
ing House.  The  Director  of  the  Office  of 
Consumer  Information  and  Representation 
could,  under  appropriate  circumstances,  re- 
tain counsel  to  represent  consumer  inter- 


ests in  rule-making  proceedings.  Under  the 
bill,  all  the  present  functions  of  the  Secre- 
tary of  HEW  which  are  administered 
through  the  Food  and  Drug  Administration, 
and  through  the  Division  of  Biological 
Standards  of  the  National  Institutes  of 
Health,  would  be  transferred  to  the  new 
Agency.  One  result  of  this  bill  would  be 
to  transfer  the  activities  of  the  FDA  to 
the  new  Agency  with  drug  standards  to  be 
established  by  the  Commissioner  of  Drugs 
and  enforcement  to  be  through  the  Admin- 
istrator. The  measure  must  go  to  the  Sen- 
ate Government  Operations  and  Labor  and 
Public  Welfare  Committees. 


Special  action  office 

The  President  has  signed  the  Drug  Abuse 
Office  and  Treatment  Act  of  1972,  P.L. 
92-255.  The  Act  creates  a Special  Action 
Office  for  Drug  Abuse  Prevention  to  pro- 
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vide  overall  planning  and  policy,  and  estab- 
lish objectives  and  priorities  for  all  federal 
drug  abuse  prevention  functions.  The  Act 
specifies  that  the  Office  will  cease  to  exist 
after  June  30,  1975.  In  addition,  the  law 


creates  a National  Institute  on  Drug  Abuse 
which,  after  December  31,  1974,  will  ad- 
minister the  programs  and  authorities  of 
the  Secretary  of  HEW  with  respect  to  drug 
abuse  prevention  functions. 


Nebraska  RMP 


What  is  Trobicin®,  a product  recently  re- 
leased by  Upjohn? 

Description:  Spectinomycin  dihydrochlo- 
ride pentahydrate  equivalent  to  2 to  4 gm. 
spectinomycin  per  vial. 

Indications:  Alternative  drug  for  treat- 

ment of  acute  gonorrheal  urethritis  and 
proctitis  in  the  male  and  acute  gonorrheal 
cervicitis  and  proctitis  in  the  female  when 
due  to  susceptible  strains  of  N.  gonorrhoeae. 
However,  spectinomycin  is  not  a first  choice 
drug  in  the  treatment  of  genital  or  rectal 
gonorrhea.  It  can  be  used  as  an  alternative 
to  procaine  penicillin  G when  the  maximum 


Medicinews 

New  sweetener 

A new  low-calorie  natural  sweetener  has 
been  isolated  by  a research  team  in  Penn- 
sylvania, according  to  H.  M.  Ruppen,  Hos- 
pital Director  at  Lincoln  VA  Hospital.  The 
sweetener  was  named  “Monellin”  by  its  dis- 
coverers, and  is  derived  from  a wild  red 
berry  that  grows  abundantly  in  tropical 
West  Africa. 

Like  the  artificial  sweeteners  cyclamate 
and  saccharin,  Monellin  is  free  of  carbohy- 
drates. Evidence  indicates  that  the  new 
sweetener,  unlike  the  others,  is  a protein, 
and  is  the  first  reported  protein  to  elicit 
a sweet  taste  in  man,  and  is  “the  sweetest 
natural  product  known.” 

The  new  sweetener  was  isolated  by  a Vet- 
erans Administration-National  Institutes  of 
Health  research  team  at  the  University  of 
Pennsylvania's  Monell  Chemical  Senses  Cen- 
ter in  Philadelphia.  Its  discoverers  are 


dose  of  penicillin  (2,  400,000  units  in  each 
of  two  gluteal  sites)  has  proved  ineffective 
or  when  the  patient  is  known  to  be  allergic 
to  penicillin. 

Contraindications : This  drug  is  not  indi- 
cated for  the  treatment  of  syphilis. 

Dosage  and  Administration:  The  dose  for 
males  varies  from  2 gm.  given  IM  for 
initial  treatment  to  4 gm.  given  IM  for 
patients  who  have  received  previous  anti- 
biotic therapy.  Females  may  be  given  a 
single  4 gm.  dose  IM  divided  between  two 
gluteal  injection  sites. 


Dr.  Robert  H.  Cagan,  a biochemist  on  the 
research  staff  of  the  Philadelphia  VA  Hos- 
pital, and  Dr.  James  A.  Morris,  a biochem- 
ist and  NIH  post-doctoral  trainee. 

Doctors  may  get  together 

Officials  of  the  American  College  of 
Physicians  (ACP)  and  the  American  So- 
ciety of  Internal  Medicine  (ASIM)  recom- 
mended to  their  respective  governing  bodies 
that  the  organizations  be  amalgamated  “pro- 
viding the  necessary  details  can  be  worked 
out  so  that  equal  emphasis  will  be  given  to 
education  in  the  clinical  sciences  and  edu- 
cation in  the  science  of  health  care  deliv- 
ery.” 

The  announcement  was  made  in  a letter  to 
members  of  the  two  groups  from  Otto  C. 
Page,  M.D.,  Portland,  Ore.,  President  of  the 
12,000-member  American  Society  of  Internal 
Medicine,  and  Hugh  R.  Butt,  M.D.,  Roches- 
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ter,  Minn.,  President  of  the  20,000-member 
American  College  of  Physicians.  The  two 
Presidents  headed  an  ACP-ASIM  Liaison 
Committee  which  for  several  years  has  dis- 
cussed respective  interests  and  responsibil- 
ities in  graduate  and  continuing  education 
and  in  the  social  and  economic  fields. 

The  membership  letter  said : “It  has  now 
become  obvious  that  we  cannot  separate  edu- 
cational activities  from  social  and  economic 
factors  and  that  the  strengths  of  both  so- 
cieties are  needed  if  they  are  to  become 
leaders  and  spokesmen  for  internal  medi- 
cine.” 


Cardiologists  elect 

H.  J.  C.  Swan,  M.D.,  Ph.D.,  Los  Angeles, 
Calif.,  was  elected  president-elect  of  the 
American  College  of  Cardiology  (ACC) 
Saturday,  March  4,  1972  at  its  annual  busi- 
ness meeting  in  Chicago. 

Dr.  Swan  will  be  installed  as  president  of 
the  College  at  its  1973  Annual  Scientific 
Session  Feb.  14-18  in  San  Francisco.  Dur- 
ing the  College’s  Annual  Convocation  Sat- 
urday evening  (March  4),  Samuel  M.  Fox, 
III,  M.D.,  Washington,  D.C.,  Professor  of 
Medicine,  George  Washington  University 
School  of  Medicine,  was  installed  as  Presi- 
dent. The  Convocation  was  part  of  the  21st 
Annual  Scientific  Session  of  the  College 
held  March  1-5. 


Blood  banks 

The  American  Medical  Association  has 
launched  a new  canvass  of  blood  banks  in 
the  United  States. 

The  survey  seeks  data  for  the  1972  edi- 
tion of  “Directory  of  Blood  Banking  and 
Transfusion  Facilities  and  Services,”  a pub- 
lication of  the  AMA  since  1958. 

The  cooperation  of  all  facilities  which 
draw  or  transfuse  blood  or  blood  and  plasma 
products  is  being  sought  to  make  the  1972 
Directory  useful  in  determining  the  state  of 
blood  banking  in  America,  said  William  C. 
Scott,  M.D.,  of  Portland,  Ore.,  chairman 


of  the  AMA  Committee  on  Transfusion  and 
Transplantation. 

The  survey  is  being  conducted  by  the 
AMA  with  the  cooperation  of  the  Ameri- 
can Association  of  Blood  Banks,  the  Ameri- 
can National  Red  Cross,  the  American  Hos- 
pital Association,  the  Council  of  Community 
Blood  Centers,  the  Division  of  Biologies 
Standards  of  the  National  Institutes  of 
Health,  and  the  National  Blood  Resources 
Program  of  the  National  Heart  and  Lung 
Institute. 

The  AMA  Directory  is  the  only  nationwide 
canvass  of  the  procurement  and  transfu- 
sion of  blood  and  blood  and  plasma  products. 
Free  copies  of  the  directory  will  be  pro- 
vided to  all  blood  facilities  responding  to 
the  survey. 

Blood  facilities  which  have  not  received  a 
survey  form  by  April  1 are  requested  to  noti- 
fy the  AMA’s  Committee  on  Transfusion 
and  Transplantation,  535  N.  Dearborn  St., 
Chicago,  111.,  60610.  A form  will  be  sent 
promptly. 


Dr.  Hunt  honored 

Dr.  Howard  B.  Hunt  of  Omaha  has  re- 
ceived the  Gold  Medal  of  the  American 
College  of  Radiology  for  being  an  exceptional 
radiologist  and  for  his  outstanding  achieve- 
ments in  the  field  of  medicine. 

Dr.  Hunt,  who  was  born  in  New  York 
State,  received  his  Gold  Medal  during  a 
Convocation  at  the  annual  meeting  of  the 
American  College  of  Radiology  in  Miami 
Beach.  Dr.  Hunt  is  a graduate  of  the  Har- 
vard University  School  of  Medicine,  cum 
laude.  He  served  as  an  intern  and  resident 
in  radiology  at  the  University  of  Michigan. 

Dr.  Hunt,  a former  chairman  of  the  de- 
partment of  radiology  at  the  University  of 
Nebraska,  has  established  many  firsts.  He 
set  up  the  first  organized  residency  pro- 
gram in  radiology,  the  first  scientific  ra- 
diation therapy,  the  first  interstitial  radium 
treatment,  radioisotope  laboratory,  the  first 
physical  medicine  department,  the  first 
cytology  laboratory,  the  original  telecobalt 
unit,  and  was  the  first  Eppley  Foundation 
professor  of  radiology. 
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Physicians'  Classified  — ■ 

CLINIC  AVAILABLE  — General  practice 
in  furnished  clinic.  County  seat  town,  SW 
Nebraska.  3 nursing  homes  in  town,  good 
territory.  Write  Box  8,  Beaver  City,  Nebraska. 


WANTED  GENERAL  PRACTITIONER  — 
Tired  of  80-hour  weeks,  24-hour  call,  short 
vacation,  overhead  worries?  Join  our  pre- 
paid health  care  organization  caring  for  hos- 
pital and  out-patients.  No  surgery  or  obstet- 
rics. Regular  hours,  time  off  for  vacation  and 
meetings,  good  salary,  pension  plan,  other 
fringe  benefits.  Pleasant  patients.  If  inter- 
ested contact:  R.  M.  Brooker,  M.D.,  417  East 
Sixth  Street,  Topeka,  Kansas  (913)  233-2361. 
Equal  Opportunity  Employer. 


IMMEDIATE  OPENING  — For  OB-Gyn, 
Internal  Medicine,  and  Orthopedic  specialties 
to  establish  successful  practice  with  14-man 
multi-specialty  group.  Excellent  group  bene- 
fits; pension  plan;  modern  clinic  facilities; 
progressive  community  with  excellent  educa- 
tional system  including  two  colleges;  city 
population  35,000;  good  recreational  facilities; 
each  specialty  must  be  board  eligible  or  cer- 
tified; young  man  with  military  obligation  com- 
pleted. Contact:  Business  Manager,  The 

Manitowoc  Clinic,  601  Reed  Avenue,  Manito- 
woc, Wisconsin  54220. 


WANTED  INTERNIST  — Tired  of  80-hour 
weeks,  24-hour  call,  short  vacation,  overhead 
worries?  Join  our  prepaid  health  care  organ- 
ization caring  for  hospital  and  outpatients. 
Regular  hours,  time  off  for  vacation  and 
meetings,  good  salary,  pension  plan,  other 
fringe  benefits.  Pleasant  patients.  If  inter- 
ested contact:  R.  M.  Brooker,  M.D.,  417  East 
Sixth  Street,  Topeka,  Kansas  (913)  233-2361. 
Equal  Opportunity  Employer. 

FOR  SALE  — Medical  building.  Western 
Nebraska.  Doctor’s  location  35  years,  stone 
facade,  panelled  interior,  18  rooms.  Excellent 
hospital,  community,  climate.  Wheat  and  oil 
economy.  Immediate  influx,  reactivated  mis- 
sile program.  Edwin  R.  Core,  M.D.,  Kimball, 
Nebraska  69145  — (308)  235-2680. 


WANTED  — Fourth  Family  Practitioner 
to  join  in  a three  man  G.P.  partnership,  in 
South  Central  Nebraska.  Town  population 
6,000  with  drawing  area  of  10,000.  New 
modern  clinic  and  40  bed  hospital.  Fifteen 
minutes  from  2500  acre  lake  with  all  water 
sports,  good  fishing  and  hunting.  Six  month 
trial  period,  salary  negotiable.  Early  part- 
nership with  equal  sharing  vacation  time,  post- 
graduate time  and  on  call  duties,  and  eventual 
equal  investment.  Box  797,  Lexington,  Ne- 
braska 68850. 
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Our  Medical  Schools  . . 


Biomedical  communications 

Specialists  in  biomedical  communications 
will  be  trained  at  the  University  of  Nebraska 
Medical  Center  in  a program  scheduled  to 
begin  in  June. 

Students  will  be  awarded  a certificate  at 
the  completion  of  the  one-year  course.  A 
bachelor’s  degree  is  required  of  those  seeking 
entry. 

Mrs.  Reba  Benschoter,  director  of  the  Bio- 
medical Communications  Division  at  the 
Medical  Center,  said  a master’s  degree  will 
be  awarded  if  the  program  is  approved  by 
the  graduate  college. 

The  curriculum  for* the  course  was  devel- 
oped with  grant  support  from  the  National 
Library  of  Medicine  to  answer  the  immediate 
demand  for  such  communications  specialists, 
Mrs.  Benschoter  said. 

In  the  proposed  curriculum  the  students 
will  be  enrolled  in  courses  at  the  Medical 
Center  and  the  University  of  Nebraska  at 
Omaha. 
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At  UNO  the  student  will  fill  out  his  back- 
ground in  theories  of  communication,  man- 
agement and  education,  research  methods, 
computer  theory,  programmed  learning  and 
educational  systems  design  and  evaluation. 

At  the  Medical  Center,  classes  will  be  de- 
signed in  communications  management  and 
media  production  as  related  to  health  sci- 
ences. Intensive  training  will  also  be  provid- 
ed in  biomedical  reporting  and  writing  and 
in  editing  for  publication. 

The  Medical  Center  already  has  experience 
in  graduate  level  training  in  biomedical  com- 
munications. For  three  years,  the  division 
participated  in  a consortium  program  in  co- 
operation with  Tulane  and  Emory  Univer- 
sities, the  Georgia  Institute  of  Technology, 
the  Public  Health  Service  audiovisual  facili- 
ty and  the  National  Library  of  Medicine. 

Eight  students  are  currently  being  selected 
for  the  program  the  first  year.  Stipends  will 
be  available  to  each  of  the  students. 


ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein 

Manuscripts  to  be  presented  for  publication  in  the 
JOURNAL  should  be  typewritten,  double  - spaced,  on  one 
side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
letter  sized  (8%  by  11  in.)  white  paper.  Wide  margins 
(at  least  1%  in.  on  left)  should  be  left  free  of  typing. 
On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 

consecutively,  the  page  number  being  shown  in  the  right 
upper  corner  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations 
shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  the  author’s  name,  its  number  and  an  indi- 
cation of  its  “top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent 
directly  to  the  Editor  at  the  Journal’s  address. 

Letters  to  the  Editor  submitted  for  publication  should  be 
prepared  as  above,  and  must  carry  the  notation : To  be 

Published. 

Reprints  should  be  ordered  from  the  printer,  NEWS 
Printing  Company,  Norfolk,  Nebr.  68701. 
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Our  Medical  Schools  . . . 

Schools  and  applicants 

Medical  schools  have  a problem  this  year. 
They  have  35,000  college  seniors  competing 
for  13,000  seats.  Creighton’s  problem  m the 
areas  of  medicine  and  dentistry  aren’t  the 
same  as  the  national  picture  — it  is  worse. 
Creighton’s  School  of  Medicine  has  the  high- 
est ratio  of  applicants  for  seats  available 
in  the  nation,”  Dr.  Robert  P.  Heaney,  vice 
president  for  health  sciences,  said. 

Some  5,400  students  from  across  the  na- 
tion want  to  fill  one  of  the  approximately 
100  seats  that  will  be  open  this  fall. 

Although  Creighton  trains  doctors  and 
dentists  from  across  the  nation,  the  states 
from  which  the  students  come  contribute 
nothing  to  out-of-state  schools. 

Several  states  contribute  to  private  med- 
ical schools  within  their  own  borders.  Cali- 
fornia, for  example,  pays  its  three  private 
medical  schools  some  $12,000  per  medical  stu- 
dent enrolled.  The  average  annual  contri- 
bution to  private  medical  schools  from  the 
state  is  $5,600. 

Some  states  without  medical  or  dental 
schools  have  expressed  interest  in  a contract 
with  a specific  school  to  educate  doctors  for 
them.  Creighton  has  not  entered  into  such 
an  arrangement  to  date  because  it  could  af- 
fect current  enrollment  procedures,  but  it 
may  be  forced  by  the  need  for  increased 
income  to  consider  such  agreements  m the 
future. 

For  Creighton  to  continue  to  expand  the 
size  of  its  classes  in  medicine  and  dentistry, 
an  income  from  state  aid  or  some  other  source 
would  have  to  total  nearly  $6,000  per  student 
as  a minimum,  Dr.  Heaney  said.  Medical 
students  pay  only  22  percent  of  their  educa- 
tional costs  at  Creighton,  he  added,  meaning 
other  sources  must  pay  the  remainder  for 
each  student  enrolled. 

Just  six  out  of  every  hundred  medical  ap- 
plications came  from  Iowa  or  Nebraska. 
Creighton  gives  special  preference  to  its  own 
students  and  to  students  with  alumni  connec- 

tions. 
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Our  Medical  Schools  . . . 

New  cardiologists  at  U of  N 

Three  new  cardiologists  will  join  the  fac- 
ulty of  the  University  of  Nebraska  Medical 
Center  June  1. 

Dr.  Robert  S.  Eliot  will  join  the  faculty  as 
a professor  and  head  of  the  Section  of  Car- 
diology. Dr.  Eliot  is  presently  a professor 
of  medicine  at  the  University  of  Florida. 

A graduate  of  the  University  of  New  Mexi- 
co, Dr.  Eliot  received  his  M.D.  degree  from 
the  University  of  Colorado.  He  was  a re- 
search fellow  in  cardiology  at  the  Univer- 
sity of  Colorado  and  following  army  service 
became  a medical  fellow  specialist  in  the  De- 
partment of  Pathology  at  the  University  of 
Minnesota  and  the  National  Heart  Institute. 

The  other  two  men  include: 

—Dr.  Vincent  F.  Miscia  as  an  associate 
professor  of  medicine.  Dr.  Miscia  is  present- 
ly on  the  staff  at  the  Florida  College  of  Medi- 
cine. He  received  his  M.D.  from  the  New 
Jersey  College  of  Medicine  and  was  a fellow 
in  cardiology  at  Johns  Hopkins  Hospital. 

— Dr.  James  W.  Holsinger,  Jr.,  as  an  as- 
sistant professor  of  medicine.  Dr.  Holsinger 
took  his  M.D.  and  Ph.D.  degrees  from  Duke 
University  and  is  presently  a fellow  in  car- 
diology at  Shands  Teaching  Hospital  in 
Gainesville,  Ga. 
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Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 

Totacillin 

(ampicillin  trihydrate) 

'capsules  equivalent  to  250  mg.  and  500  mg. 

ampicillin.  for  oral  suspension  equivalent 
to  125  mg./5  cc.  and  250  mg./5  cc.  ampicillin. 
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Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 


Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  435-2105 


Donley  medical 

SUPPLY  COMPANY 

2425  "O"  St.,  Lincoln,  Nebraska  68510 

AUTHORIZED  CONTRACT  AGENT 


“Let  me  put  it  this  way.  You’d  be  wasting 
your  money  buying  long-playmg  records. 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 
Roger  Tusken,  Exec.  Dir. 

Volker  Blvd.  at  Brookside,  Kansas  City,  Mo.  64112 

American  Academy  of  Pediatrics 

Stanley  L.  Harrison,  M.D.,  Secy. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 

American  College  of  Legal  Medicine 

Miss  Betty  Hanna  Exec.  Sec.  . 

1340  N.  Astor,  Chicago,  Illinois  60610 

American  College  of  Obstetricians  & Gynecologists 

Michael  Newton,  M.D.,  Dir.  Tn;„n;,  finfiOR 

79  West  Monroe  Street,  Chicago,  Illinois  60603 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Vice  Pres. 
4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 

American  College  of  Radiology 

William  C.  Stronach,  L.L.B.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60606 

American  College  of  Surgeons 

Dr.  C.  Rollins  Hanlon,  Dir.  . 

55  East  Erie  St.,  Chicago,  Illinois  60611 

American  Diabetes  Association 

Mr.  J.  Richard  Connelly,  Exec.  Dir. 

18  East  48th  St.,  New  York,  New  York  10017 

American  Heart  Association 

James  M.  Hundley,  M.D  Exec^  Dir. 

44  East  23rd  St.,  New  York,  New  York  10010 

National  Hemophilia  Foundation 

25  West  39th  Street,  New  York,  New  York  10018 


American  Hospital  Association 

Edwin  L.  Crosby,  M.D.,  Exec.  Pres.  . 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 

American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Exec.  Secy.  . 

515  Busse  Hwy.,  Park  Ridge,  Illinois  60068 

American  Society  of  Internal  Medicine 
Mr  William  R.  Ramsey,  Exec.  Dir. 

525  The  Hearst  Building,  Third  at  Market  St., 

San  Francisco,  California  94103 

American  Society  of  Clinical  f, 

George  F.  Stevenson,  M.D.,  Exec.  v!ce  *7  ' 

2100  W.  Harrison  St.,  Chicago,  Illinois  60612 

American  IVIedical  Association 

Ernest  B.  Howard,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 

American  Urological  Association,  Inc. 

Mr  Richard  J.  Hanmgan,  Exec.  Sec. 

1120  North  Carles  St.,  Baltimore,  Maryland  21201 

The  Arthritis  Foundation 

T Mr  Daniel  E.  Button,  Executive  Direct ;or 

1212  Ave.  of  the  Americas,  New  York,  N.Y.  1003 

International  College  of  Surgeons 

Virgil  T.  DeVault,  Int.  Exec.  Sec. 

m!  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 

National  Multiple  Sclerosis  Society 

257  Park  Avenue  South 
New  York,  New  York  10010 

Radiological  Society  of  North  America 

Maurice  D.  Frazer,  M.D.,  Sec.  XT  v k loo-in 
713  East  Genesee  St.,  Syracuse,  New  York  13210 

Vocational  Rehabilitation  Administration 

Edward  Newman,  Commissioner 

330  Independence  Ave.,  S.W.,  Washington, 

D.C.  20201 
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The  Law  . . . 

HMO  hearings  continue 

The  House  Subcommittee  on  Public  Health 
and  Environment  resumed  hearings  on  the 
various  proposals  relating  to  the  support  and 
establishment  of  HMO’s.  Among  the  wit- 
nesses appearing  before  the  Committee  was 
Mr.  Stephen  M.  Morris,  who  testified  on  be- 
half of  the  American  Hospital  Association. 
Mr.  Morris  stressed  the  need  for  expanded 
financial  support  for  health  care  indicating 
that  such  support  was  essential  to  any  change 
in  the  health  care  delivery  system.  This 
would  be  accomplished,  he  indicated,  by  the 
adoption  of  H.R.  14140,  the  National  Health 
Care  Services  Reorganization  and  Financing 
Act,  which  is  supported  by  the  AHA.  Also 
appearing  before  the  Subcommittee  was 
James  R.  Kimmey,  M.D.,  on  behalf  of  the 
American  Public  Health  Association.  Doctor 
Kimmey  suggested  a number  of  features  con- 
sidered by  APHA  to  be  necessary  elements  of 
a national  health  care  program.  Mr.  Michael 
D.  Bromberg,  appearing  on  behalf  of  the 
Federation  of  American  Hospitals,  strongly 
supported  H.R.  5616,  the  Administration’s 
HMO  bill. 

In  brief 

The  House  has  passed  S.  2713  providing 
treatment  for  federal  probationers,  parolees, 
or  ex-convicts  who  are  addicted  to  narcotics. 
. . . Rep.  Bella  Abzug  has  introduced  H.R. 
14715,  the  Abortion  Rights  Act  of  1972, 
which  would  allow  abortion  on  demand  . . . 
Rep.  Hansen  (R)  Id.  has  introduced  H R. 
14717,  the  Child  Development  Personnel 
Training  Act  of  1972.  The  bill  would  au- 
thorize the  Secretary  of  HEW  to  make  grants 
or  to  enter  into  contracts  with  various  insti- 
tutions and  agencies  to  establish,  develop  or 
upgrade  early  childhood  personnel  training 
programs  . . . The  House  has  passed  S.  2676, 
the  National  Sickle  Cell  Anemia  Control  Act. 
This  bill  will  now  go  to  the  President. 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 


Bactocill 

(sodium  oxacillin) 

‘capsules  equivalent  to  250  mg.  and  500  mg. 
oxacillin  and  vials  for  injection  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 
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Thumbs 

IJU  >n  the  fight 
against  arthritis 


The  realities  of  arthritis 
treatment  are  so  difficult, 
we  lose  sight  of  how 
much  is  happening  in  the 
field  and  how  much  can 
be  done  for  the  patient 

Treating  the  arthritic  patient  is  a special 
challenge  to  the  physician:  not  only  must 
he  give  relief  from  immediate  suffering— 
often  easier  said  than  done— but  also  he 
must  help  the  patient  maintain  a long-term 
program  of  disease  management,  to  remain 
meaningfully  productive  and  self-reliant. 

Research  into  causes  and  control 
of  arthritis  has  a long  way  to 
go,  but  effective  and  practical 
programs  to  relieve  pain  and 
prevent  disability  are 
available  today. 

The  Arthritis  Foundation  has 
available  a good  deal  of  up- 
to-the-minute  information 
— both  for  you  and  for 
your  arthritic  patients— 
which  you  may  find  of 
significant  value.  We'd  be 
happy  to  send  it  at  your 
request. 


As  a public  service,  the  space  for  this  advertisement 
has  been  contributed  by  this  journal. 


Write: 

THE  ARTHRITIS  FOUNDATION 

Nebraska  Chapter,  Inc. 

| S 904  South  75th  Street 

\ Omaha,  Nebraska  68114 

*COR€*  ' 


The  American  College  of  Physicians  and 
the  American  Society  of  Internal  Medicine 
have  issued  a joint  announcement  indicat- 
ing that  a proposed  amalgamation  of  the  two 
groups  “is  not  feasible  at  the  present  time.” 
The  announcement  issued  at  the  conclusion 
of  the  Annual  Meetings  of  ACP  and  ASIM 
said  : 

“Since  the  announcement  (on  March  27, 
1972)  of  the  intention  of  the  American  Col- 
lege of  Physicians  and  the  American  Society 
of  Internal  Medicine  to  form  a new,  single 
organization,  there  has  been  further  discus- 
sion by  the  respective  governing  bodies  at 
their  Annual  Meetings. 

"It  has  been  decided  that  it  is  not  feasible 
at  the  present  time  to  amalgamate  the  two 
groups.  Under  the  circumstances,  liaison  be- 
tween the  two  organizations  is  essential  and 
will  be  continued.” 


ACP  elects 

Walter  B.  Frommeyer,  Jr.,  M.D.,  Birming- 
ham, Ala.,  was  chosen  President-elect  of  the 
20,000  member  American  College  of  Physi- 
cians (ACP)  at  the  annual  meeting  of  the 
international  medical  specialty  society.  Dr. 
Frommeyer,  Distinguished  Professor  at  the 
University  of  Alabama  and  Professor  of  Med- 
icine at  the  University’s  School  of  Medicine 
will  succeed  William  A.  Sodeman,  M.D., 
Philadelphia,  Pa.,  at  the  next  annual  meet- 
ing of  the  ACP  to  be  held  in  Chicago,  April 
9-13,  1973. 

Laboratory  animals 

An  in  depth  program  on  the  pathology  of 
laboratory  animals  will  be  featured  when 
2000  biomedical  specialists  gather  in  St. 
Louis  this  fall,  program  chairman  Dr.  Robert 
L.  Hummer  has  announced. 

The  pathology  sessions  will  be  part  of  the 
annual  meeting  of  the  American  Association 
for  Laboratory  Animal  Science  at  the  Chase- 
Park  Plaza  Hotel,  Oct.  15-20,  1972.  The 
address  of  the  AALAS  is:  4 E.  Clinton  St., 
Box  10,  Joliet,  Illinois  60434.  Telephone  * 
(815)  727-9120. 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


! i r, 


Prescribe 

the  discoverer’s  brand 

Pyopen 

(disodium  carbenicillin) 

'vials  for  injection  equivalent  to  1 gm. 
and  5 gm.  of  carbenicillin. 


rraa 

Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 
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REPRINTS 


OF  YOUR 


Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 


It  costs  very  little 
to  run  reprints — 
write  us  for  prices 

NEWS  Printing  Company 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 
Letterheads  - Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 
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“Smile,  Doctor  . . . This’ll  make  a nice  picture 
for  the  Nebraska  Medical  Journal,  the  Editor 
welcomes  photos.” 


The  Law  . . . 

Health  service  organizations 

The  Senate  Health  Subcommittee  con- 
ducted hearings  on  the  subject  of  Health 
Service  Organizations.  These  institutions, 
proposed  by  Sen.  Kennedy  (D)  Mass.,  would 
be  similar  to  HMO’s  but  would  be  designed 
to  provide  health  care  delivery  in  rural  areas. 
Under  the  provisions  of  S.  3327,  the  Health 
Maintenance  Organization  and  Resources  De- 
velopment Act  of  1972,  HSO’s  would  provide 
such  services  on  a prepaid  basis.  The  bene- 
fits offered  by  individual  HSO’s  would  de- 
pend upon  their  capabilities  as  determined 
by  the  Secretary  of  HEW.  Hearings  are 
scheduled  to  extend  into  the  week  of  May 
15. 


Chronic  Exposure  to  Anesthetic  Gases  in 
Operating  Room  — C.  E.  Whitcher,  E.  N. 
Cohen  and  J.  R.  Trudell  (Stanford  Univ 
Medical  Center,  Stanford,  Calif  94305). 
Anesthesiology  35:348-353  (Oct)  1971. 

Halothane  present  in  the  ambient  atmos- 
phere was  continuously  measured  in  each  of 
two  operating  rooms  during  the  conduct  of 
surgical  anesthesia.  Concentrations  were  de- 
termined on-line  with  a mass  spectrometer 
and  found  to  vary  with  sampling  site,  breath- 
ing system  used,  and  the  scavenging  system 
employed  to  remove  overflow  anesthetic  gases. 
Concentrations  of  halothane  measured  with- 
in a 3-foot  radius  of  the  anesthesia  equip- 
ment averaged  8.7  ppm  when  a nonrebreath- 
ing circuit  was  used  (flow  10  liters/min), 
and  4.9  ppm  with  a semiclosed  circle  system 
(flow  4 to  5 liters/min).  End-tital  concen- 
trations of  halothane  averaged  0.21  ppm  in 
81  samplings  from  operating  room  nurses 
and  0.46  ppm  in  36  samplings  from  anes- 
thetists. Residual  concentrations  were  pres- 
ent in  many  individuals  16  hours  after  expo- 
sure. A significant  reduction  in  atmospheric 
contamination  of  the  operating  room  was  ob- 
tained by  use  of  appropriate  scavenging 
equipment. 
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“They  lost  me  between  ovulation  and  fer- 
tilization.” 


Councilor  Districts  and  Counties 

First  District:  Councilor:  Thomas 

J.  Gurnett,  Omaha.  Counties : 
Douglas,  Sarpy. 

Second  District : Councilor : Lotus 

J.  Gogela,  Lincoln.  Counties-. 
Lancaster,  Otoe,  Cass. 

Third  District:  Councilor:  H._  C. 

Stewart,  Pawnee  City.  Counties  : 
Gage,  Johnson,  Nemaha,  Pawnee, 
Richardson. 

Fourth  District:  Councilor:  Rob- 

ert B.  Benthack,  Wayne.  Coun- 
ties : Knox,  Cedar,  Dixon,  Dakota, 
Antelope,  Pierce,  Thurston,  Madi- 
son, Stanton,  Cuming,  Wayne. 

Fifth  District:  Councilor:  Robert 

Sorenson,  Fremont.  Counties: 
Burt,  Washington,  Dodge,  Platte, 
Colfax,  Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  Houtz 

Steenburg,  Aurora.  Counties : 
Saunders,  Butler,  Polk,  Seward, 
York,  Hamilton. 

Seventh  District:  Councilor:  Lyle 

Nelson,  Crete.  Counties : Saline, 
Clay,  Fillmore,  Nuckolls,  Thayer, 
Jefferson. 

Eighth  District:  Councilor:  Robert 
Waters,  O’Neill.  Counties : Cher- 
ry, Keyapaha,  Brown,  Rock,  Holt, 
Sheridan,  Boyd. 

Ninth  District : Councilor : Hiram 

Walker,  Kearney.  Counties : Hall, 
Custer,  Valley,  Greeley,  Sher- 
man, Howard,  Dawson,  Buffalo, 
Grant,  Hooker,  Thomas,  Blaine, 
Wheeler,  Loup,  Garfield. 

Tenth  District:  Councilor:  Charles 

W.  Landgraf,  Jr.,  Hastings. 
Counties : Gosper,  Phelps,  Adams, 
Furnas,  Harlan,  Webster,  Kear- 
ney, Red  Willow,  Chase,  Frontier, 
Dundy,  Hitchcock. 

Eleventh  District : Councilor:  Bruce 
F.  Claussen,  North  Platte.  Coun- 
ties : Lincoln,  Perkins,  Keith,  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  A.  J. 
Alderman,  C hadron.  Counties: 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyenne,  Sioux, 
Dawes. 


NEBRASKA  MEDICAL  ASSOCIATION 
Council  Districts  and  Component  County  Medical  Societies 


COMPONENT  COUNTY  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


Adams — Donovan  B.  Foote,  Jr.,  Hastings_.George  L.  Welch,  Hastings 

Antelope-Pierce R.  E.  Kopp,  Plainview D.  F.  Johnson,  Jr.,  Osmond 

Boore Roy  Smith,  Albion Wm.  D.  Reardon,  St.  Edward 

Box  Butte Raymond  H.  Olson,  Alliance F.  P.  Sucgang,  Alliance 

Buffalo K.  W.  Ellis,  Kearney Gerald  Morris,  Kearney 

Cass 7------  R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp,  Elmwood 

Clieyenne-Kimball-Deuei t Wd  O’Holleran,  Sidney Richard  Foreman,  Kimball 

CnTte7~ £ L.cSaloupka,West  Point Thomas  R.  Tibbels,  West  Point 

Dawson Wayne  K.  Weston,  LexTnifwr^- Loren  Jacobsen  Broken  Bow 

Dodge  W.  H.  Hill,  Fremont W.' ch -^IfeldL  Lexington 

Five  Co'unty  II Henry  J.  Billerbeck,  Randolph— Charles  G MuTr/^pnt  _ 

Paul  R.  Martin,  Ord Otis  W.  Miller,  Ord 

Gage—  - _ 5— —-11-11-- John  Porter,  Beatrice Klemens  E.  Gustafson,  Beatrice 

Garden-Kerth-Perkms  Joh~n  Easley," Grand  Tsland— II_I J ohn  Reilly,  Grand  Island 

Hamilton"  J.  Madden,  Aurora P.  J.  Madden,  Aurora 

Holt  & Northwestlll William  F.  Becker  Lynch DonaU  Bai  ey  O Neill 

Howard  R.  G.  Hanisch,  St.  Paul E.  C.  Hanisch,  bt.  Raul 

Jefferson" Gordon  O.  Johnson,  Fairbury— Frank  Falloon  Fairbury 

R.  L.  Tollefson,  Wausa D.  J.  Nagengast,  Bloomfield 

Lancaster  " B.  F.  Wendt,  Lincoln Dwight  L.  Snyder  Lincoln 

George  D.  Cooper.  North  Platte.  Miles  Foster,  North  Platte 

HHic™  " "R.  E.  Klaas.  Norfolk F.  Martin  Norfolk 

NW  Nebraska  _ Bernard  Owen.  Rushville R.  L Hook  Rushville 

T-  T-  Smith.  Omaha .Donald  J.  Pave  ka,  Omaha 

Otoe  . H"H IG.  E.  Burbridge,  Nebraska  City.C.  J Formanack  Syracuse 

Phelps  Wayne  Jackson,  Holdrege Re*  J-  ly’ 

viiky---- T J.  Lemke,  Jr  Columbus— A H.  Lmbuntntt . Columbus 

Saline  Clarence  Zimmer,  Friend Jerry  Adler,  oiete 

Saunders"  E.  J.  Hinrichs,  Wahoo John  E.  Hansen,  Jr  Wahoo 

”">f  John  C.  Shaffer.  Mitchell J.  C.  Baumgartner,  Scottsbluff 

Seward _ _ „ _ _~_V_"_V_II_III Paul  R.  Hoff.  Seward Roger  A.  Jacobs.  Seward 

S E Nebraska  Wendell  Fairbanks,  Auburn John  Krickbaum,  Auburn 

S W Nebraska"  Richard  A.  Cottingham.  McCook.  James  Carson,  McCook 

South  Central  Nebraska L.  G.  £a“h  LukJS' Teksmah 

V-u«  n.  0™,.^,  York 
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Whats 

on  your 
patients 

face." 

may  be  more  important  than 
his  chief  complaint 


The  lesions  on  his  face  may 
be  solar/actinic  — so-called 
“senile”  keratoses...  and 
they  may  be  premalignant. 

Solar,  actinic  or  senile  keratoses 

These  lesions  may  be  called  by  several  names,  but  they 
usually  can  be  identified  by  the  following  character- 
istics: the  typical  lesion  is  flat  or  slightly  elevated,  of  a 
brownish  or  reddish  color,  papular,  dry,  rough,  adherent, 
and  sharply  defined.  They  commonly  occur  as  multiple 
lesions,  chiefly  on  the  exposed  portions  of  the  skin. 


Patient  P.T  '.*  seen  on  3/29167  shows  typical  lesions  of 
moderately  severe  keratoses.  Note  residual  scarring  on 
ridge  of  nose  from  previous  cryosurgical  and  electro- 
surgical  procedures. 

Sequence  of  therapy/ 
selectivity  of  response 

After  several  days  of  therapy  with  Efudex®  (fluorouracil), 
erythema  may  begin  to  appear  in  the  area  of  the  lesions;  ’ 
the  reaction  usually  reaches  its  height  of  unsightliness 
and  discomfort  within  two  weeks,  declining  after  dis- 
continuation of  therapy.  This  reaction  occurs  in  affected 
areas.  Since  the  response  is  so  predictable,  lesions  that 
do  not  respond  should  be  biopsied. 

Acceptable  results  j 

Treatment  with  Efudex  provides  highly  favorable  cue 
metic  results.  Incidence  of  scarring  is  low.  This  is 
particularly  important  with  multiple  facial  lesions. 
Efudex  should  be  applied  with  care  near  the  eyes,  nose 
and  mouth. 


Patient  P.T*  seen  on  6/12/67,  seven  weeks  after  discon- 
tinuation of  5%-FU  cream.  Reaction  has  subsided. 
Residual  scarring  not  seen  except  for  that  due  to  prior 
surgery.  Inflammation  has  cleared  and  face  is  clear  of 
keratotic  lesions. 

*Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N.J. 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hyper- 
sensitivity to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  in- 
crease inflammatory  reactions  in  adjacent  normal 
skin.  Avoid  prolonged  exposure  to  ultraviolet 
rays.  Safe  use  in  pregnancy  not  established. 
Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and 
mouth.  Lesions  failing  to  respond  or  recurring 
should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus,  hyper- 
pigmentation and  burning  at  application  site 
most  frequent;  also  dermatitis,  scarring,  soreness 
and  tenderness.  Also  reported  — insomnia,  stoma- 
titis, suppuration,  scaling,  swelling,  irritability, 
medicinal  taste,  photosensitivity,  lacrimation, 
leukocytosis,  thrombocytopenia,  toxic  granula- 
tion and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient 
quantity  to  cover  lesion  twice  daily  with  non- 
metal  applicator  or  suitable  glove.  Usual  dura- 
tion of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers 
— containing  2%  or  5%  fluorouracil  on  a weight/ 
weight  basis,  compounded  with  propylene  glycol, 
tris(hydroxymethyl)aminomethane,  hydroxypropyl 
cellulose,  parabens  (methyl  and  propyl)  and 
disodium  edetate. 

Cream,  25-Gm  tubes  — containing  5%  fluoroura- 
cil in  a vanishing  cream  base  consisting  of  white 
petrolatum,  stearyl  alcohol,  propylene  glycol, 
polysorbate  60  and  parabens  (methyl  and  propyl). 


This.  oatient’s  lesions 
were  resoi  wa 

Efudex 

(fluorouracil) 

5%  cream /solution 
...a  Roche  exclusive 

4 \ Roche  Laboratories 

ROCHE  ✓ Division  of  Hoffmann-La  Roche  Inc. 

V / Nutley,  N.J.  07110 


ORGANIZATIONS,  STATE 


Alcoholics  Anonymous 

Lincoln  Center  Bldg.,  Lincoln  68508 


American  Red  Cross 

1701  “E”  St.,  Lincoln  68508 
The  Arthritis  Foundation,  Nebraska  Chapter 
Vernon  G.  Ward,  M.D.,  President 
302  Doctors  Building,  Omaha  68131 
Cerebral  Palsy  Association  of  Nebraska 
Joy  Piper,  Executive  Director 
4665  Leavenworth,  Omaha  68106 
Creighton  University  School  of  Medicine 
Joseph  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68131 

International  College  of  Surgeons 

Joseph  J.  Borghoff,  M.D.,  Regent  for  Nebraska 
7906  Dodge  Street,  Omaha  68114 

Multiple  Sclerosis  Society 

Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln  68522 
Muscular  Dystrophy  Assn,  of  America 
Robert  Fitzgerald,  District  Director 
6054  Ames  Ave.,  Omaha  68104 
National  Cystic  Fibrosis  Research  Foundation, 
Nebraska  Chapter 

Mark  Dorsey,  Executive  Director 
636  Medical  Arts  Bldg.,  Omaha  68102 
National  Foundation,  Inc.  (March  of  Dimes) 
Dick  Rumbolz,  1620  “M”  St.,  Lincoln  68508 

Nebraska  Academy  of  Ophthalmology 
Frank  L.  Eagle,  M.D.,  President 
8300  Dodge,  Omaha,  Nebraska  68114 
Nebraska  Academy  of  Otolaryngology 
William  Carter,  M.D.,  Secretary 
234  Doctors  Building,  Omaha  68131 
Nebraska  Association  of  Medical  Assistants 
Mrs.  Barbara  Powell,  President 
5700  Francis,  Lincoln  68505 
Nebraska  Association  of  Pathologists 
Milton  N.  Stastny,  M.D.,  Sec’y-Treas. 

8303  Dodge,  Omaha  68114 
Nebraska  Blue  Cross  - Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
72nd  and  Mercy  Road,  Omaha  68124 


Nebraska  Chapter 

American  Academy  of  Family  Physicians 
William  De  Roin,  M.D.,  Secy. 

8258  Hascall  St.,  Omaha  68124 


Nebraska  Chapter 

American  Academy  of  Pediatrics 

H.  E.  Wallace,  M.D.,  State  Chairman 
5145  “O”  St.,  Lincoln  6851^0 
James  Wax,  M.D.,  Secb^C’" 

118  So.  88tw  Z.  — ■ 
cxrraska  Chapter 
American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  M.D.,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha  68131 


Nebraska  Chapter,  American  College  of  Radiology 
Dr.  John  T.  McGreer,  III,  Secretary-Treasurer 
2300  South  16th  Street,  Lincoln 


Nebraska  Chapter 
American  College  of  Surgeons 

John  C.  Clyne,  M.D.,  Sec’y-Treas. 
130  Lakewood  Dr.,  Lincoln  68510 


Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 

Nebraska  Diabetes  Association,  Inc. 

Mrs.  E.  H.  Reitan,  Executive  Secy. 

2305  South  10th  St.,  Omaha  68108 

Nebraska  Dietetic  Association 

Celia  Ludwickson,  R.D.,  President 

2300  South  16th,  Lincoln  General  Hospital, 

Lincoln  68502 


Nebraska  Division  American  Cancer  Society 

Peter  J.  Zwier,  Executive  Vice  President 
4201  Dodge,  Omaha  68131 
Nebraska  Epilepsy  League,  Inc. 

Box  6412,  Elmwood  Station,  Omaha  68106 

Nebraska  Heart  Association 

Mrs.  Martha  Robertson,  Exec.  Director 
3624  Farnam  Street,  Omaha  68131 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln  68508 
Nebraska  Medical  Association 
Ken  Neff,  Executive  Secretary 
1902  First  National  Bank  Bldg.,  Lincoln  68508 


Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
307  Baird  Bldg.,  Omaha  68102 
Nebraska  Nursing  Home  Association 

Eugene  J.  Thompson,  Executive  Secretary 
3100  “O”  Street,  Lincoln  68510 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

602  South  44th  Avenue,  Omaha  68105 
Nebraska  Public  Health  Association 
H.  E.  McConnell,  Dr.  P.H.,  President 
State  Health  Dept.,  Lincoln  68509 


Nebraska  Regional  Medical  Program 

530  South  13th  Street,  Lincoln,  Nebraska  68508 

Nebraska  Rheumatism  Association 

Dr.  Arthur  Weaver,  President 
Lincoln,  Nebraska 

Nebraska  Society  for  Crippled  Children 

4016  Farnam,  Omaha  68131 
Nebraska  Society  for  Internal  Medicine 
Charles  M.  Root,  M.D.,  F.A.C.P.,  President 
3610  Dodge  St.,  Omaha  68131 
Nebraska  Society  of  Anesthesiologists 
Dean  Watland,  M.D.,  President 
8601  W.  Dodge  Road,  Omaha  68114 


Nebraska  Society  of  Medical  Technologists 

Marilyn  Crane,  President 
4019  Nicholas,  Omaha  68131 
Nebraska  State  Department  of  Health 
Henry  Smith,  H.D.,  Director 
State  Capitol  Bldg.,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Willis  H.  Taylor,  Jr.,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  68131 

Nebraska  State  Orthopedic  Society 
n«iuid  Horn,  M.D.,  Secretary 
3145  “O”  Street,  Lincoln  68510 
Nebraska,  South  Dakota,  North  Dakota  District 
Branch  of  the  American  Psychiatric  Association 
Harry  C.  Henderson,  M.D.,  President 
105  South  49th  St.,  Omaha  68132 
Nebraska  Tuberculosis  & Respiratory  Disease  Assn. 
Delmer  Serafy,  Executive  Secretary 
406  W.O.W.  Building,  Omaha  68102 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  M.D.,  Sec’y-Treasurer 
903  Sharp  Building,  Lincoln  68508 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings  68901 


Omaha  Mid-West  Clinical  Society 

Mary  E.  Pilloud,  Executive  Secretary 
1040  Medical  Arts  Building,  Omaha  68102 


POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha  68105 
Rehabilitation  Service  Division 

Fred  A.  Novak,  Assistant  Commissioner 
1701  So.  17th  St.,  Lincoln  68502 
University  of  Nebraska  College  of  Medicine 
Cecil  L.  Wittson,  M.D.,  President 
42nd  and  Dewey,  Omaha  68105 
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Notify  The  Journal  of  Any  Changes  Concerning  Your  Organization. 


Advertisement 


“ The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice .” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art” 


Results  of  a survey  of  physicians: 

13.3% 

Yes,  it  would  be  useful. 


86.7% 

No,  it  would  not  be  useful. 


Wfould  it  be  useful  in  clinical  practic 
to  have  government  predetermine 

drugs  of  choice? 


Doctor  of  Medicine 


Walter  Modell,  M.D., 
Professor  of  Pharmacology, 
Cornell  University 
Medical  College, 
Editor, 

Clinical  Pharmacology 
& Therapeutics, 
Drugs  of  Choice, 
Rational  Drug  Therapy 


The  proposition  that  gov- 
ernment should  determine 
one  or  two  “drugs  of 
choice’’  within  a given 
therapeutic  class  reflects 
the  belief  that  a similarity 
in  molecular  structure  in- 
sures a close  similarity  in 
pharmacologic  effect.  But 
this  is  by  no  means  the 
rule.  An  obvious  example 
would  be  in  the  field  of  diu- 
retics, where  a small  change 
in  chemical  structure  ac- 
counts for  substantial  dif- 


ferences in  concomitant 
effects  such  as  potassium 
excretion. 

Any  attempt  to  dictate 
the  “drug  of  choice”  would 
be  complicated  by  the  fact 
that  some  populations  dem- 
onstrate a bimodal  distribu- 
tion in  their  reaction  to 
drugs.  If  the  data  on  drug 
response  are  mixed  for  the 
total  population,  one  drug 
will  appear  to  be  as  useful 
as  the  other.  But  if  drug 
response  is  reported  sepa- 
rately for  different  seg- 
ments of  the  population, 
drug  A will  be  found  to  be 
better  for  one  group  and 
drug  B for  the  other. 

It  may,  of  course,  be  pos- 
sible to  determine  drugs  of 
choice  in  particular  cate- 
gories on  a broad  statistical 
basis.  But  there  are  always 
certain  patients  in  whom  a 
drug  produces  odd,  unpre- 
dictable or  idiosyncratic  re- 
actions. So,  though  a drug 
might  statistically  be  the 
most  useful  one  in  a given 
situation,  individual  varia- 
tions in  response  might 
make  it  the  incorrect  one. 

The  point  I wish  to  make 
is  that  if  two,  three,  four  or 
more  drugs  in  one  class  are 
of  approximately  equal 
merit,  that  in  itself  is  justi- 
fication for  their  avail- 
ability. Exceptional  cases 
do  arise  in  which  one  drug 
would  be  useful  to  a certain 


segment  of  the  population 
and  another  drug  would  be 
of  no  use  at  all.  In  the 
practice  of  medicine,  the 
physician  must  be  prepared 
to  treat  the  routine  as  well 
as  the  unusual  case. 

Another  objection  to  the 
determination  of  a drug  of 
choice  is  that  precise  state- 
ments of  relative  efficacy 
are  very  difficult  to  make- 
much  more  difficult  than 
statements  of  efficacy.  For 
example,  in  testing  drug  ef- 
ficacy, it  is  easy  to  deter- 
mine the  difference  be- 
tween a drug  that  is  effec- 
tive in  treating  a condition 
and  one  that  is  not  at  all 
effective.  Thus,  it  is  fairly 
easy  to  determine  whether 
a drug  is  more  effective 
than  a placebo.  But  if  you 
compare  one  drug  that  is 
effective  with  another  drug 
that  is  also  effective,  and 
the  relative  differences  be- 
tween them  are  very  slight, 
statements  of  relative  effi- 
cacy may  be  very  difficult 
to  make  with  assurance. 

I do  not  mean  to  imply 
that  relative  efficacy  state- 
ments are  not  useful  or  can 
never  be  made.  With  some 
groups  of  drugs  (e.g.,  anal- 
gesics), extensive  study  and 
precise  methodology  have 
yielded  useful  information 
on  relative  efficacy.  But  in 
most  situations,  such  infor- 
mation can  be  acquired  only 
through  studies  encompass- 
ing three  to  five  years  of 
use  in  many  more  patients 
than  are  used  to  compare 
drugs  v/ith  a placebo  for 
the  introduction  of  a drug 
into  commerce.  It  is  really 
only  after  practitioners  use 
a drug  extensively  that 
relative  safety  and  efficacy 


really 


in  practice  can 
determined. 

The  Bureau  of  Drugs 
suggested  the  package 
sert  as  a possible  means] 
communicating  informat 
on  relative  efficacy  of  dr  j 
to  the  physician.  I find  1 1 
objectionable,  since  I 
not  believe  the  physic! 
should  have  to  rely  on  tf 
source  for  final  scient 
truth.  There  is  also  a pr 
tical  objection:  Since  f 
physicians  actually  d 
pense  drugs,  they  seld' 
see  the  package  insert, 
any  event,  I would  map 
tain  that  the  physici| 
should  know  what  drug 
wants  and  why  without  (| 
pending  on  the  governme 
or  the  manufacturer  to  t| 
him. 

Undoubtedly,  physicb 
are  swamped  by  excesss 
numbers  of  drugs  in  soi] 
therapeutic  categories.  A 
I am  well  aware  that  ma  . 
drugs  within  such  cal 
gories  could  be  eliminat! 
without  any  loss,  or  p< 
haps  even  some  profit, 
the  practice  of  medicii  ] 
But,  in  my  opinion,  neith 
the  FDA  nor  any  oth  l 
single  group  has  the  expt 
tise  and  the  wisdom  nectj 
sary  to  determine  the  o 
“drug  of  choice”  in 
areas  of  medical  practice 
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In  my  opinion,  it  is  not 
he  function  of  any  govern- 
nent  or  private  regulatory 
igency  to  designate  a “drug 
of  choice.”  This  determina- 
1 :ion  should  be  made  by  the 
bhysician  after  he  has  re- 
ceived full  information  on 
;he  properties  of  a drug, 
and  then  it  will  be  based  on 
mis  experience  with  this 
drug  and  his  knowledge  of 
the  individual  patient  who 
is  seeking  treatment. 

If  an  evaluation  of  com- 
parative efficacy  were  to  be 
made,  particularly  by  gov- 
ernment, at  the  time  a new 
drug  is  being  approved  for 
marketing,  it  would  be  a 
great  disservice  to  medi- 
cine and  thus  to  the  patient 
—the  consumer.  For  exam- 
ple, when  a new  therapeu- 
tic agent  is  introduced,  on 
the  basis  of  limited  knowl- 
edge, it  may  be  considered 
to  be  more  potent,  more 
effective,  or  safer  than 
products  already  on  the 
market.  Conceivably,  at 
this  time  the  new  drug 
could  be  labeled  “the  drug 
of  choice.”  But  as  addi- 
tional clinical  experience  is 
accumulated,  new  evidence 
may  become  available. 
Later,  it  may  be  apparent 

i 


that  the  established  prod- 
ucts should  not  be  so  easily 
dismissed. 

Variation  in  patient  re- 
sponse to  drugs  constitutes 
one  of  the  major  obstacles 
to  the  determination  of 
“drugs  of  choice.”  We  are 
just  beginning  to  open  the 
door  on  pharmacogenetics, 
but  it  is  evident  that  genetic 
differences  cause  wide  var- 
iations in  the  way  drugs  are 
absorbed,  metabolized,  etc. 
This  fact  alone  is  sufficient 
to  make  unrealistic  the 
idea  that  there  is  one  drug 
in  each  class  to  be  used  for 
every  human  being. 

The  problem  of  deter- 
mining relative  drug  effi- 
cacy is  an  extremely  com- 
plicated one.  Comparison 
with  other  drugs  of  the 
same  class  should  not  be 
a prerequisite  for  market- 
ing a new  substance.  In 
some  therapeutic  areas,  it 
may  be  difficult  to  make  ac- 
curate comparisons.  For 
example,  in  the  treatment 
of  infections  it  is  not  possi- 
ble to  conduct  crossover 
studies.  Recovery  may  be 
influenced  by  factors  which 
cannot  be  controlled  or 
measured,  i.e.,  natural  host 
resistance  and  virulence  of 
infective  agents.  A drug’s 
acceptability  must  often  be 
judged  on  the  basis  of  its 
own  performance,  and  this 
may  be  limited  to  experi- 
ence in  a relatively  small 
patient  population.  If  the 
introduction  of  a new  drug 
must  await  the  adequate 
establishment  of  relative  ef- 
ficacy, the  duration  of  clini- 
cal trial  and  extent  of 
studies  would  be  greatly 
prolonged,  particularly  for 
rare  or  unusual  conditions. 
The  availability  of  a new 
drug  would  be  delayed. 
Many  patients  might  suf- 
fer needlessly  and  lives 
might  be  lost. 


Relative  efficacy  can  best 
be  established  by  experi- 
ence in  a general  patient 
population  through  regular 
channels  of  clinical  prac- 
tice. The  physician  consid- 
ers the  patient  as  a whole, 
which  means  the  patient 
often  has  multiple  prob- 
lems and  drugs  must  be 
selected  with  this  in  mind. 
Hence,  a “drug  of  choice” 
in  an  uncomplicated  case 
may  not  be  the  best  drug 
for  a patient  with  associ- 
ated problems.  Publica- 
tion of  well-controlled 
studies  in  medical  journals 
may  provide  comparative 
evidence;  discussions  at 
medical  meetings,  presen- 
tations at  postgraduate 
courses,  and  the  new  audio- 
visual technology  may 
bring  evidence  to  physi- 
cians on  comparative  ther- 
apy. In  a free  medical 
marketplace,  a drug  that 
does  not  measure  up  will 
fall  into  disuse.  For  exam- 
ple, broad  clinical  experi- 
ence has  established 
vitamin  Bi2  as  the  “drug  of 
choice”  for  the  treatment 
of  primary  pernicious  ane- 
mia. No  amount  of  adver- 
tising or  promotional  effort 
by  the  manufacturer  could 
increase  the  use  of  liver  ex- 
tract for  this  anemia.  How- 


ever, a physician  may  wish 
to  employ  parenteral  liver 
preparations  for  a special 
purpose. 

In  the  field  of  surgery, 
peer  review  in  the  hospi- 
tal has  brought  significant 
improvement  in  the  use  of 
new  techniques  and  proce- 
dures. Something  of  this 
nature  would  be  useful 
in  the  area  of  drug  ther- 
apy. However,  it  should  be 
developed  by  the  medical 
profession  itself  and  would 
necessitate,  for  its  proper 
function,  an  improvement 
in  the  dissemination  of  re- 
liable data  on  clinical  phar- 
macology of  drugs  under 
consideration. 

Ideally,  information  on 
the  relative  efficacy  of 
drugs  should  be  gathered 
and  assessed  by  the  physi- 
cians who  actually  admin- 
ister the  specific  agents  to 
a specific  patient  popula- 
tion. To  do  this,  they  will 
need  even  more  informa- 
tion on  the  drugs  they  use 
— information  that  the 
pharmaceutical  manufac- 
turers must  begin  to  pro- 
vide if  government  regula- 
tion of  “drugs  of  choice ” is 
to  be  avoided. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

Send  us  your  comments  on  the  above  issue. 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


0 TO  BE  IN  ENGLAND 

The  French  believe  theirs  to  be  the  lan- 
guage of  diplomacy;  Babel  resulted  in  a con- 
fusion of  tongues;  and  dialects  like  Esper- 
anto and  Mondolingue  were  meant  for  world- 
wide use,  but  surely  English  is  a logical  selec- 
tion for  universal  speech  if  there  is  to  be 
one.  In  the  United  States  and  in  the  United 
Kingdom,  no  difficulty  exists  and  no  choice 
need  be  made.  We  may  walk  down  an  aisle 
where  they  use  a gangway.  We  buy  gas  and 
they  purchase  petrol.  Their  Shepherd's  pie 
is  our  hash,  and  you  put  a stomach  bag  on 
your  head  the  morning  after. 

But  we  can  all  read  the  British  Medical 
Journal  and  Surgery  Gynecology  & Obstet- 
ncs,  and  we  don’t.  We  are  not  provinces, 
but  we  are  provincial,  and  both  the  English 
and  their  American  cousins  share  this  fault. 
They  do  not  only  buy  British,  they  read 
British,  and  we  are  no  less  guilty.  Footnotes, 
references,  and  annotations  are  dear  to  me 
as  the  filling  in  a sandwich,  but  I look  in 
vain  for  British  references  in  an  American 
article,  and  for  American  references  in  pa- 
pers published  in  the  United  Kingdom.  Do 
we  pretend  that  medical  progress  is  at  a 
standstill  abroad,  and  do  our  British  col- 
leagues imply  that  there  is  no  need  to  read 
what  we  write  here? 

We  cannot  maintain  the  fiction  that  Amer- 
ican and  English  are  different  languages, 
or  that  we  live  in  different  worlds.  I can 
only  assume  that  we  are  unconscionably 
proud  on  the  two  sides  of  the  Atlantic  or  that 
we  are  lazy.  And  my  thesis  is  simply  that 
whatever  prompts  the  British  to  read  and 
to  refer  only  to  their  journals,  and  us  to 
ours,  is  unfortunate  and  it  is  sad.  When 
there  is  no  language  barrier,  we  need  no  bar- 
rierectomy,  and  we  lose  nothing  in  trans- 
lation. 

What  the  Germans  and  Russians  do,  what 
is  published  in  France  and  in  Japan,  is  to 
a large  extent  lost  to  us.  When  their  re- 
ports are  to  be  had,  we  are  at  the  mercy  of 
the  abstractor  and  the  translator.  But  a 
wealth  of  information  is  readily  available  to 


the  English  and  to  us  and,  judging  from  ref- 
erence-lists, is  read  only  in  the  country  where 
it  is  written.  With  overseas  publications 
and  flights  and  with  rapid  modern  methods 
of  dispersing  scientific  information,  the  At- 
lantic should  be  to  us  as  a harmless  stream, 
not  an  impregnable  water  barrier.  Where 
Alice  read  “Eat  me,”  our  medical  articles 
written  in  a common  language  shout  “Read 
me.” 

Do  read  what  the  British  publish;  their 
writing  is  sometimes  inclined  to  be  better, 
I think,  than  ours.  Let  John  Bull  peruse  our 
reports,  we  do  astonishingly  good  work  in 
the  states.  Does  a conspiracy  or  a sort  of 
gentleman’s  agreement  exist,  destroy  it,  it 
serves  to  thwart  progress.  Lancet  is  deliv- 
ered to  me  here  in  Lincoln,  and  JAMA  to 
your  London  office,  and  you  and  I can  read 
both,  and  when  we  write,  append  reference 
lists  that  are  evenly  balanced  and  free  from 
academic  bias.  If  you  refer  to  me,  why 
then,  I’ll  refer  to  you. 

— F.C. 


IT  DOESN’T  HURT 

Anesthesia  is  more  safely  and  more  easily 
administered  to  an  adult  than  to  an  infant. 
Because  of  this,  it  is  often  the  practice  to 
perform  painful  operations  on  babies  under 
very  light  anesthesia  or  local  anesthesia,  or 
with  no  anesthesia  at  all.  If  circumcision 
is  painful  in  the  adult,  and  if  bronchoscopy 
is  unpleasant  for  a grownup,  what  evidence 
have  we  to  maintain  the  fiction  that  it  does 
not  hurt  a child? 

A youngster  cannot  resist  the  advances  of 
a physically  stronger  surgeon,  and  he  can- 
not, of  course,  voice  his  complaints.  We  may 
be  rightfully  loathe  to  put  a very  young  pa- 
tient to  sleep,  but  let  us  be  honest  and  say 
so,  and  not  translate  our  reluctance  into  an 
unjustified  pretense  that  what  hurts  an 
adult  does  not  hurt  a baby.  How  do  we 
know?  Painless  surgery  means  it  doesn’t 
hurt  the  surgeon. 

—F.C. 
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HOW  LONG  SHOULD  AN  ARTICLE  BE? 

Novel  means  new,  and  the  novel  was  once 
a new  literary  device,  but  it  is  hopelessly  old 
today.  I may  have  read  my  last  novel  when 
it  was  sadly  called  required  reading.  Novels 
are  overly  long,  dreary,  and  obviously  pad- 
ded. I know  two  stories  that  were  originally 
short  tales  that  were  later  expanded  into 
novels  and  suffered  in  the  expansion.  Any- 
way, 500  pages  are  too  many  for  me.  I long 
ago  shifted  to  short  stories  for  my  fiction, 
and  then  to  the  pearl  of  story  telling,  the 
short  short  story.  Lafcadio  Hearn  and  Alfred 
Noyes  were  the  world’s  best  writers  of  the 
very  short  story,  and  so,  I think,  were  Saki 
and  Dunsany. 

A professor  wrote  a two-page  letter  to  one 
of  his  former  residents  and  said  that  the 
younger  man’s  article  was  too  long ; anything 
worthwhile  can  be  said  in  one  page.  Medical 
articles  used  to  be  very  long,  then  they  got 
down  to  about  three  pages;  now  they  are 
just  as  long  as  the  author  feels  like  writing. 
But  the  older  man  was  right.  After  two 
pages,  one’s  interest  wanes.  And  many 
readers  will  not  start  an  article  that  runs  on 
for  seven  or  eight  pages.  The  number  of 
pages  in  a journal  is  limited,  and  long  articles 
mean  few  articles,  so  that  a physician  who 
takes  six  pages  to  say  what  could  have  been 
said  in  three  keeps  another  doctor’s  work 
from  being  published. 

You  can  only  walk  halfway  into  the  woods, 
then  you’re  walking  out.  And  when  you  get 
to  page  two  of  an  article,  it’s  nice  to  know 
that  you  are  coming  out;  it’s  easier  reading, 
and  you  are  apt  to  learn.  Half  a page  is 
long  enough  for  an  editorial,  four  pages 
should  do  for  an  article,  and  15  references 
are  enough ; I don’t  know  what  two  or  three 
hundred  references  accomplish  except  to  ir- 
ritate the  reader.  Quantity  is  not  quality. 

— F.C. 


FIRST,  DO  GOOD 

I know  of  nothing  we  administer  or  do  to 
patients  that  is  free  from  side  effects.  Just 
about  everything  we  do  to  the  patient  is  good 
for  him,  and  we  must  weigh  the  side  ef- 


fects against  the  benefits,  not  against  the 
state  the  patient  would  be  in  if  he  received  no 
treatment  at  all,  for  he  might  then  be  very 
sick,  indeed,  or  dead. 

The  food  I eat  may  have  things  to  which 
I am  sensitive,  or  carbohydrate,  or  too  little 
vitamin  content,  or  cholesterol,  or  unkilled 
organisms.  The  air  I breathe  may  be  sim- 
ilarly harmful,  but  it  is  better  than  no  air 
at  all.  Eighty  percent  of  people  with  appen- 
dicitis will  get  well  if  they  are  not  operated, 
but  more  than  95  per  cent  will  recover  after 
surgery.  Still,  these  are  figures,  not  people. 
Some  of  the  five  percent  who  will  die  after 
appendectomy  may  well  be  a part  of  the  80 
percent  in  the  first  series,  so  some  who  die 
postoperatively  would  have  lived  if  treated 
medically. 

Primum  non  nocere  means  First,  do  no 
harm,  and  it  may  not  be  the  best  guide  to 
treatment.  Everything  has  side  effects,  and 
if  we  insisted  on  reading  the  list  to  the  pa- 
tient, he  would  not  accept  the  medicine.  I 
am  all  for  informed  consent,  but  part  of  our 
burden  is  not  inflicting  every  worry  on  him, 
and  not  refraining  from  administering  a 
drug  that  we  would  take  ourselves,  because 
it  might  have  side  effects.  Eating  may  cause 
obesity  and  hypercholesterolemia,  but  we 
would  die  if  we  did  not  eat. 

There  was  a story  about  a doctor  who 
gave  orange  juice  to  everybody  for  every- 
thing; you  might  say  he  did  no  harm,  but 
he  did  no  good  either,  and  it  was  his  respon- 
sibility to  help  people.  First,  do  no  harm 
sounds  fine,  but  it  may  not  be  the  best  ad- 
vice to  go  by.  We  still  operate  for  appen- 
dicitis. 

—F.C. 


NOT  THY  LEFT  HAND 

While  the  human  body  is  two-sided,  we 
live  in  a one-sided  world  of  our  own  making. 
We  are  accustomed  to  dextrality  and  sini- 
strality, and  I do  not  know  why.  It  is  re- 
quired that  one  hand  shall  be  given  prefer- 
ence ; and  the  ear,  eye,  and  foot  as  well.  Why 
we  are  not  ambidextrous  is  a great  puzzle. 
We  drive  on  one  side  of  the  road,  although 
here  it  is  the  right  and  elsewhere  the  left, 
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and  scissors  and  golf  clubs  are  different.  If 
you  want  a left-handed  cup,  you  have  only 
to  turn  an  ordinary  cup  around,  but  the  host- 
ess will  put  coffee  cup,  knife,  fork,  and 
spoon  all  on  the  wrong  side  for  a left-handed 
guest.  If  we  must  favor  one  side,  I do  not 
know  how  the  right  was  selected,  and  above 
all,  why  it  is  favored  to  the  extent  it  is.  Dex- 
trous, which  means  right,  has  come  to  mean 
skilled;  sinister,  which  ought  only  to  mean 
left,  has  an  ominous  ring. 

Books  and  newspapers  can  be  printed 
from  left  to  right  or  the  other  way,  and  from 
the  top  down  or  from  the  bottom  up ; we 
have  chosen  one  way,  but  our  custom  is  not 
universal.  Consider  the  left-hander ; the 
high  notes  on  a piano  are  on  the  right,  the 
violin  is  not  strung  for  him;  he  must  shake 
hands  with  his  minor  hand,  writing  is  a 
little  difficult  since  his  writing  hand  crosses 
what  he  has  just  written;  if  he  is  a south- 
paw, when  he  pitches,  the  ball  will  come 
from  the  south ; if  he  does  not  pitch,  he  may 
stop  at  first  base,  since  first  basemen  are 
traditionally  left-handed. 

I do  not  understand  why  being  left-handed 
is  discouraged,  nor  how  often  left-handed 
children  are  persuaded  to  change.  The  inci- 
dence of  what  we  might  call  natural  left- 
handedness  is  obviously  higher  than  what  we 
observe  in  adult  life,  and  being  left-handed 
may  be  as  natural  and  as  common  as  being 
right-handed.  Probably  only  four  of  every 
hundred  American  adults  are  left-handed. 

Perhaps  one  of  the  sides  of  the  brain  pre- 
dominates, and  if  it  did  not,  we  would  be 
nervous  wrecks,  but  I doubt  it.  Being  am- 
bidextrous seems  desirable  to  me,  but  I have 
tried,  and  I cannot  write  with  my  left  hand, 
I fire  a gun  with  my  right  hand  but  I sight 
with  my  left  eye,  and  I step  off  on  my  right 
foot. 

It’s  a one-sided  world,  and  you  have  to 
choose  sides. 


— F.C. 


AU  REVOIR 

Dogs  own  the  people  who  take  them  into 
their  homes  and  into  their  hearts.  Pouf  was 
a standard  poodle,  but  he  was  de  luxe.  He 


was  gentle,  he  loved  to  play,  and  he  never 
bit  anybody. 

He  is  in  dog  heaven  now,  resting  on  the 
well-kept  lawns  reserved  for  Very  Good 
Dogs.  I hope  he  has  all  the  room  he  needs 
to  run;  he  could  go  like  the  wind.  His  tag, 
Number  006,  will  be  retired,  and  I will  not 
again  record  his  birthday  in  our  Journal. 

He  was  in  his  nineteenth  year.  He  had 
a good  life;  he  was  well  fed  and  well  loved, 
he  was  sheltered  from  cats,  and  he  slept 
on  beds  and  pillows  and  on  very  soft  chairs 
that  he  picked  out  himself. 

And  everyone  who  lived  with  him  had  a 
good  life,  too. 


—F.C. 


Hallucinations  of  Widowhood  — W.  D.  Rees, 

Llanidloes  Wales).  Br  Med  J 4:42-43  (Oct 

2)  1971. 

Two  hundred  ninety-three  subjects  were 
interviewed  to  determine  the  extent  to  which 
they  had  hallucinations  of  their  dead  spouse. 
They  constituted  80.7%  of  all  widowed  peo- 
ple in  a definite  area,  and  94.2%  of  those 
suitable  for  interview.  The  results  were  that 
48.8%  had  had  hallucinations,  36.1%  still 
experienced  hallucinations,  39.2%  had  ex- 
perienced a sense  of  the  presence  of  the 
dead  spouse,  14.0%  had  been  visually  hallu- 
cinated, 13.3%  auditorily  hallucinated,  11.6% 
had  conversed  with  the  dead  spouse,  and 
2.7%  had  hallucinations  of  being  touched. 
The  incidence  of  hallucinations  was  signifi- 
cantly increased  by  a happy  marriage,  hav- 
ing children,  being  aged  over  40  when  wid- 
owed, belonging  to  the  professional  and  man- 
agerial group,  increased  duration  of  mar- 
riage, and  being  widowed  for  less  than  ten 
years.  The  incidence  of  hallucination  was 
not  significantly  affected  by  sex,  age  when 
interviewed,  social  isolation,  residence  when 
widowed,  known  depressive  illness,  sudden- 
ness or  cause  of  death,  and  68.6%  of  hallu- 
cinated people  said  they  were  helped  by  the 
experience. 
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Schistosome  Dermatitis 
Or  Swimmer  s Itch 


COMPARATIVELY  recent  out- 
breaks of  “swimmer’s  itch”  in 
many  lakes  of  Nebraska  have 
caused  the  dissemination  of  some  mis- 
understanding as  to  the  cause,  effect,  and 
cure  of  this  highly  disagreeable  parasite. 
This  paper  has  been  written  to  put  the 
problem  in  its  proper  perspective. 

Historical  and  Geographical.  The  dis- 
ease was  first  recognized  in  Michigan  in 
1928.  Cercariae  of  certain  nonhuman  blood 
flukes  were  identified  as  the  causal  agents 
of  an  aggravating  form  of  dermatitis.  Schis- 
tosome dermatitis  has  been  reported  from 
the  United  States,  Canada,  Mexico,  Europe, 
Central  America,  Japan,  Malaya,  Australia, 
India,  Africa,  Alaska,  South  America,  Cuba, 
and  New  Zealand. 

It  may  be  surmised  that  any  fresh  water 
lake  which  contains  a high  population  of 
snails  and  which  is  used  by  ducks  either  for 
nesting  or  as  a resting  area  will  have  a popu- 
lation of  schistomes.  Studies  have  indicated 
that  in  North  Dakota  probably  all  fresh 
water  lakes  are  infected.  In  Nebraska  dur- 
ing the  summer  of  1968  several  individuals 
complained  of  severe  itching  after  swim- 
ming in  Pawnee  Lake  near  Emerald.  In 
the  early  summer  of  1971  there  was  an  out- 
break of  “swimmer’s  itch”  at  Oliver  Reser- 
voir west  of  Kimball.  In  the  Kimball  out- 
break the  majority  of  cases  were  children. 

Morphology,  Biology,  and  Life  Cycle.  The 
adult  worms  may  belong  to  one  of  several 
species  of  schistosomes  — Trichobilharzia, 
Gigantobilharzia,  Ornithobilharzia,  and 
Microbilharzia.  Other  species  may  be  in- 
volved. 

Normally,  the  adults  of  the  dermatitis-pro- 
ducing flukes  are  blood  parasites  in  migra- 
tory birds,  usually  ducks  and  geese.  In  one 
case,  mice  and  muskrats  were  identified  as 
the  adult  hosts.  The  adult  flukes  are  located 
in  the  mesenteric  venules.  After  female 
worms  deposit  their  spindle-shaped  eggs  in 
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small  veins,  they  work  their  way  into  the 
intestine.  The  transient  birds  pollute  the 
water  with  excreta  containing  the  eggs 
of  the  parasite. 

Suitable  species  of  snails  become  infected 
with  miracidia  hatched  from  the  eggs;  the 
snail  thus  serves  as  the  intermediate  host. 
These  snails  are  nonoperculated  and  include 
species  of  Lymnaea,  Stagnicola,  Physa, 
Physella,  Planorbis,  Polyplis,  and  Chilina. 

After  incubation  in  the  snail,  immature 
parasites  are  shed  into  the  surrounding 
water.  These  cercariae  are  attracted  to- 
wards light,  a factor  that  brings  them  to  the 
surface  of  the  water  in  a favorable  loca- 
tion to  make  contact  with  the  birds. 

As  the  birds  swim  about,  the  cercaria 
attach  to  their  feet,  and  with  the  aid  of  5 
pairs  of  penetration  glands,  burrow  through 
the  skin  into  the  blood  vessels.  Here  the 
young  flukes  reach  sexual  maturity  in  12  to 
14  days. 

Infections  in  ducks  persist  for  at  least  4 
months,  which  suggests  that  flukes  may  be 
carried  great  distances  by  migrating  birds. 
(See  diagram  of  life  cycle). 

Epidemiology.  Human  cases  of  “swim- 
mer’s itch”  are  the  accidental  intrusion  into 
the  life  cycle  of  these  interesting  parasites. 
Certain  conditions  are  required  for  schis- 
tosome dermatitis  to  occur: 

The  presence  of  birds  infected  with  der- 
matitis-producing parasites, 
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the  presence  of  the  snail  intermediate 
hosts  with  habits  conducive  to  the 
acquisition  of  the  parasites, 

environmental  conditions  favorable  to 
the  survival  of  the  hosts  and  para- 
sites, and 

the  presence  of  human  beings  engaged 
in  activity  which  exposes  them  to 
infection. 

In  Nebraska,  these  four  basic  factors  are 
present.  Seasonal  cycles  are  such  that  the 
peak  of  the  free-swimming  stage  coincides 
closely  with  the  most  intensive  use  of  the 
lake  by  swimmers. 

Humans  can  only  develop  the  infection 
by  direct  contact  with  the  cercaria.  The 
disease  is  not  communicable. 

Pathogenesis  and  Symptomatology.  The 
infected  snails  inhabit  the  sunny  bathing 
beaches  and  shed  parasites  during  the  bath- 
ing season.  The  parasites,  like  the  bathers, 
swarm  near  the  surface  in  shallow  water 
on  warm  sunny  days.  Children  and  adults 
who  swim  in  shallow  water  risk  the  greatest 
chance  of  exposure. 

As  the  water  containing  the  schistosome 
cercariae  drains  off  the  skin,  a prickling  or 
nettling  sensation  is  experienced.  This  is 
a result  of  the  cercaria  burrowing  into  the 
skin.  The  center  of  the  initial  lesion  is  situ- 
ated in  a hair  follicle.  The  cercariae  cannot 
reach  the  blood  stream,  but  rather  die  in 
the  skin.  There  may  be  erythema  of  the 
initial  lesion.  In  highly  sensitive  individu- 
als, especially  those  who  have  been  previ- 
ously exposed,  a local  or  general  urticaria 
may  develop. 

Soon  the  initial  irritation  subsides,  leav- 
ing only  a macule  at  each  site  of  penetration, 
but  in  a few  hours  there  is  an  intense 
itching  of  the  involved  areas  and  the  mac- 
ules transform  into  papules.  The  reaction 
reaches  its  maximum  between  the  second 
and  third  day,  then  gradually  subsides  in  a 
week  or  more. 

Itching  of  the  infected  site  tends  to  re- 
activate the  pruritis  and  also  increases  the 
risk  of  secondary  infection. 


Histopathology  reveals  the  cercariae  to 
be  limited  to  the  epidermis  with  an  inflam- 
matory infiltrate  in  the  cutis  consisting 
of  neutrophils  and  eosinophils.  In  lesions 
more  than  50  hours  old,  burrows  are  still  de- 
monstrable, but  cercariae  are  not.  The  his- 
tologic changes  are  similar  to  those  seen 
in  creeping  eruption. 

The  reaction  is  essentially  a sensitization 
phenomenon.  The  local  skin  lesions,  pro- 
duced by  these  schistosomes,  are  slight,  but 
with  continuous  reinfection  sensitized  per- 
sons may  show  a definite  dermatitis.  The 
dermatitis  produced  may  range  from  mild 
to  severe,  depending  on  the  immune  response 
of  the  individual.  Repeated  infections  tend 
to  become  more  and  more  severe.  In  heavy 
infections,  there  may  be  a general  reaction 
with  prostration.  Edema  and  lymphangitis 
can  occur. 

Diagnosis.  History  of  contact  with  in- 
fested water  and  cutaneous  rash. 

Treatment.  Treatment  consists  of  topical 
application  of  palliatives  such  as  antipruritic 
lotions  to  relieve  itching  and,  if  required, 
sedation.  Antimicrobial  drugs  should  be 
used  for  secondary  bacterial  infection. 

Prognosis.  “Swimmer’s  itch”  is  neither 
a communicable  disease  nor  a fatal  one, 
but  the  discomfort  and  lesions  of  the  in- 
fection contribute  to  its  importance  in  the 
field  of  public  health. 

Control.  When  swimming  in  waters  which 
may  contain  the  cercariae,  swimmers  should 
towel-dry  their  skin  immediately  after 
swimming.  There  is  a greater  exposure 
when  swimmers  wade  in  shallow  water. 
Swimmers  who  confine  their  activities  to 
deeper  water  often  escape  “swimmer’s 
itch”  entirely.  The  swimmer  should  not  let 
the  water  air-dry  on  his  body ; alternate 
periods  of  swimming  and  sunbathing  are 
undesirable. 

The  most  practical  means  of  reducing  the 
exposure  to  the  cercariae  is  to  remove 
snails  from  the  neighborhood  of  bathing 
beaches.  Concentrations  of  snails  will  usual- 
ly decline  following  removal  of  aquatic 
vegetation. 
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A second  method  of  reducing  snail  popu- 
lations is  to  use  chemicals  to  kill  the  snails 
in  infected  areas.  There  are  several  suitable 
chemicals,  but  copper  sulfate  is  the  one 
most  widely  used.  The  standard  rate  of  ap- 
plication is  three  pounds  of  copper  sulfate 
crystals  and  0.4  pounds  of  hydrated  lime; 
this  may  be  mixed  in  solution  and  sprayed, 
or  mixed  dry,  placed  in  a burlap  sack,  and 
dragged  through  an  area  by  a boat.  The  ap- 
plication must  be  made  when  the  water  is 
absolutely  calm  so  that  the  mixture  will 
settle  directly  to  the  bottom.  At  least  300 


feet  of  lake  frontage  should  be  treated,  but, 
if  feasible,  1000  feet  of  uninterrupted  shore- 
line is  best.  The  water  should  be  treated  out 
to  a distance  of  200  feet  from  shore.  By 
working  out  from  the  shore,  fish  are  re- 
pelled from  the  area  of  copper  sulfate  ap- 
plication. Treatment  should  be  undertaken 
between  mid- June  and  mid- July  after  fish 
have  left  their  nests.  Since  migratory  birds 
can  reinfect  the  area  each  year,  annual 
treatment  is  necessary.  The  water  must  not 
be  used  for  swimming  for  at  least  48  hours 
after  treatment. 


Sudden  Unexplained  Death  in  Infancy 


Introduction 

ONE  of  the  most  perplexing 
problems  facing  modern  medi- 
cine is  the  ever  present  enigma 
of  sudden  unexplained  death  (SUD)  in  in- 
fancy. This  syndrome,  also  known  as  crib 
death  or  cot  death,  takes  the  lives  of  an 
estimated  10,000  - 15,000  American  infants 
yearly,1  thus,  the  problem  is  not  merely 
an  academic  one.  The  purpose  of  this  paper 
is  to  provide  a brief  review  of  the  problem 
and  to  attempt  to  assay  its  prevalence  and 
epidemiological  characteristics  in  Douglas 
County,  Nebraska.  The  material  for  the 
study  was  obtained  from  the  death  certifi- 
cates signed  by  the  Coroner’s  Physician  for 
Douglas  County.  These  included  all  sudden 
and/or  unexplained  deaths  in  Douglas 
County  in  the  six  year  period  from  1964 
through  1969. 

The  Problem 

The  problem  of  SUD  in  infancy  is  very 
likely  as  old  as  mankind.  In  perhaps  the  ear- 
liest reference  to  it  in  the  literature,2  the  con- 
dition forced  Solomon  to  make  a famous 
decision.  From  the  time  of  Solomon  to  the 
early  part  of  the  20th  century,  the  etiology 
of  these  deaths  was  presumed  to  be  “over- 
laying” by  parents.  In  1892,  Templeman3 
reviewed  258  of  these  cases,  developed  the 
argument  for  death  due  to  suffocation  by  an 
adult,  and  recommended  prosecution  of  the 
offenders.  This  attitude  was  not  seriously 
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challenged  until  the  passage  of  the  revised 
Coroner’s  Act4  in  England  in  1926  which 
made  autopsies  in  these  cases  mandatory. 
The  results  of  those  autopsies  made  patholo- 
gists begin  to  question  suffocation  as  their 
etiology,  and  searching  for  the  real  etiology 
has  continued  to  this  day. 

Many  and  varied  theories  have  been  put 
forward  to  account  for  these  deaths.  The 
earliest  theories  used  a mechanical  basis 
as  explanation.  However,  these,  such  as 
status  lymphaticus  and  suffocation  by  bed 
clothes,  have  been  largely  discounted.  More 
recently,  most  of  the  work  has  been  epidem- 
iological (as  in  this  paper)  and  aimed  at 
trying  to  identify  the  infant  most  at  risk. 
Previous  studies  have  found  a higher  inci- 
dence among  males,5’ 6-  7 among  nonwhites 
in  younger  children,5-7’9  and  in  families  in 
lower  socioeconomic  status.7-8  Possible  ma- 
ternal factors  (such  as  age,  illegitimacy,  and 
smoking  habits)  have  ben  studied,  with  cig- 
arette smoking  being  most  regularly  impli- 
cated as  a predisposing  factor  and  maternal 
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age  apparently  vindicated.5’ 9 Infant  factors 
considered  have  included  prematurity,  fa- 
milial incidence,  and  type  of  feeding.  SUD 
seems  to  be  more  common  in  premature 
babies  than  in  controls.5’ 9 There  is  no 
impressive  evidence  for  increased  familial 
incidence,  but  there  are  two  cases  reported 
with  6 of  8 children  in  one  family  and  3 of 
3 adopted  children  in  another  family  dying 
suddenly  and  unexpectedly.5 

A complete  list  and  discussion  of  all  the 
proposed  explanations  for  SUD  is  not  the 
purpose  of  this  article.  For  a comprehensive 
listing,  the  reader  is  referred  to  an  excellent 
review  by  Valdes-Dapena.5 

Recent  proposals  as  to  etiology  have  been 
primarily  in  five  areas;  traumatic,  hyper- 
sensitivity, metabolic,  infection,  and  cardio- 
vascular. Towlin  suggested  trauma  at 
birth  aggravated  by  some  lesser  trauma  in 
the  following  months  as  a cause  of  epidural 
hemorrhage  in  the  cervical  spine  and  sud- 
den death,  and  has  demonstrated  this  in  7 
of  8 cases.10  One  study  has  shown  a sig- 
nificantly greater  proportion  of  bottle  feed- 
ing among  SUD  infants,  suggesting  sensi- 
tivity to  cow’s  milk  as  a factor.5’9 

A possible  disorder  in  Ca++  metabolism 
and/or  parathyroid  insufficiency  has  been 
investigated5  and  Geertinger11  has  found 
either  a decrease  in  parathyroid  tissue  or 
its  replacement  by  thymus  in  a pattern  (i.e., 
seasonal  incidence  and  increased  in  males) 
similar  to  SUD.  These  results  have  been 
challenged  by  Ellis  and  Knight12  who  found 
no  difference  in  the  parathyroids  of  SUDs 
and  controls.  Unfortunately,  all  determina- 
tions of  Ca++  levels  are  postmortem,  some- 
times up  to  48  hours.  Hallock  has  reported 
one  case  of  atypical  SUD  in  a child  with  a 
congenital  metabolic  disorder  (maple  syrup 
urine  disease).13 

Infections  have  been  often  implicated  as 
the  cause  of  SUD  in  infants  since  there  are 
often  some  inflammatory  changes  present 
in  the  victim,  usually  in  the  respiratory 
system  but  generally  not  impressive 
enough  to  normally  account  for  the  death. 
Segard  and  Koneman  have  recently  present- 
ed a series  of  54  cases,  35  of  which  they 
thought  had  sufficient  laryngotracheobron- 
chitis  to  account  for  death.14  They  defended 


this  respiratory  inflammation  as  a cause  for 
SUD.  Show6  has  proposed  a theory  in  which 
minimal  URI  leads  to  nasal  obstruction, 
laryngeal  spasm,  and  asphyxia.  Both  bac- 
teria and  viruses  have  been  suggested  as  the 
offending  organism,  and  the  need  for  more 
work  in  the  area  of  possible  defective  gam- 
ma globulin  has  been  pointed  out  by  Valdes- 
Dapena.5 

A cardiovascular  basis  for  SUD  has  been 
proposed  by  Dawes  and  James.  Dawes15  has 
shown  that  atrial  premature  beats  can  pene- 
trate through  the  AV  node  faster  in  new- 
born animal  models  due  to  a shorter  refrac- 
tory period  and  lead  to  bizarre  ventricular 
responses  and  fibrillation.  James16  has 
noted  an  unusual  histologic  process  in  the 
AV  node  and  His  bundle  in  all  hearts  of 
infants  studied  who  died  of  SUD,  and  in 
some  controls.  This  process,  unique  to  in- 
fants’ hearts,  involved  a resorptive  degener- 
ation of  the  left  portion  of  the  His  bundle 
and  the  left  margin  of  the  AV  node,  with 
no  associated  inflammation  or  significant 
hemorrhage.  This  molding  and  shaping 
process  was  suggested  as  a possible  cause  of 
fatal  arrhythmias  either  alone  or  as  the 
result  of  some  other  normally  innocuous  in- 
sult, such  as  a mild  infection.  This  might 
then  be  the  final  common  pathway  suggested 
in  a hypothesis  by  Ludwig17  and  the  com- 
mon denominator  of  most  SUD. 

The  Study 

The  cases  included  in  this  study  are  the 
children’s  deaths  that  were  reviewed  by  the 
Douglas  County  Coroner’s  Physician  from 
1964  to  1969.  These  are  the  sudden  and/or 
unexplained  deaths  that  occurred  in  Douglas 
County  in  that  period. 

Since  it  has  been  shown  that  SUD  in  in- 
fants is  primarily  a disease  of  early  in- 
fancy,5 we  have  arbitrarily  assigned  the  age 
limits  of  from  less  than  one  day  to  one  year 
as  the  cutoff  dates  for  this  study.  The  sta- 
tistics were  compiled  from  the  death  cer- 
tificates signed  by  the  Coroner’s  Patholo- 
gist. 

In  the  six-year  period  from  1964  to  1969, 
there  were  128  deaths  covered  by  this  age 
group  (see  table  1)  referred  to  the  Coro- 
ner’s Physician.  The  definition  of  SUD  in 
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infants  requires  deleting  the  six  deaths  due 
to  accident  and  homicide,  the  four  deaths 
due  to  congenital  heart  disease,  the  death 
due  to  starvation,  and  the  two  deaths  for 
which  the  death  certificate  was  not  com- 
pleted. Also  excluded  were  11  deaths  for 
which  the  diagnosis  of  acute  interstitial 
pneumonitis  was  not  confirmed  by  autopsy. 
The  remaining  104  deaths,  all  sudden  and 
unexplained  deaths  in  infants  from  less  than 
one  day  to  one  year  of  age,  are  the  material 
used  for  the  study. 

Of  these  deaths,  43,  or  41.3%,  were  listed 
as  pulmonary  or  general  visceral  conges- 
tion, etiology  unknown.  These  showed  no 
signs  of  inflammation  or  other  recognizable 
abnormality  but  congestion.  The  other  61, 
or  58.7%,  had  pathologic  changes  including 
nonspecific  interstitial  pneumonitis  (next 
most  common  with  32  cases  or  30%),  acute 
bronchopneumonia  or  other  severe  infec- 
tions, aspirated  vomitus  with  aspiration 
pneumonia,  and  subdural  or  subarachnoid 
hemorrhage  with  no  history  of  trauma. 
There  was  one  case  each  where  myocarditis, 
laryngeal-tracheal  stenosis,  and  fatty  liver 
were  the  only  pathologic  findings  present. 

Prevalence:  The  average  birth  rate  for 

Douglas  County  for  the  period  from  1964 
to  1969  was  approximately  7,000  births/ 
year.18  The  104  SUDs  for  this  period,  as- 
suming these  were  all  the  reported  SUDs 
for  this  period  in  Douglas  County,  give  a 
rate  of  2.5  SUD/1,000  live  births.  This  is 
comparable  to  the  approximate  incidence  of 


Table  1 

Autopsy  Result  No.  of  Children 

Pulmonary  edema  and/or  congestion, 

etiology  unknown  43 

Acute  Interstitial  Pneumonitis 43* 

Bronchopneumonia  16 

Accidents  and  Homicides  6 

Congenital  Heart  Disease  4 

Other  Acute  Infections 4 

Aspirated  Vomitus 3 

Subdural  and/or  subarachnoid  hemor- 
rhage, etiology  unknown  3 

No  cause  given 2 

Myocarditis  1 

Starvation  1 

Laryngeal-Tracheal  Stenosis 1 

Fatty  Liver  1 


Total 128 

* — including  11  not  autopsied 


2.8  SUD/1,000  live  births  given  by  Peter- 
son,1 and  3.1/1,000  live  births  given  by 
Strimer  et  al. 

Month  of  Death:  There  was  no  signifi- 

cant increase  in  the  incidence  of  these  deaths 
in  any  season  found  in  this  study.  (See  table 
2).  The  SUDs  were  essentially  evenly  dis- 
tributed throughout  the  12  months  of  the 
year.  This  is  in  contrast  to  previous  studies 
that  have  demonstrated  an  increase  in  the 
occurrence  of  SUD  in  colder  months.5’ 6>  7’ 14 
This  has  in  the  past  been  used  as  evidence 
for  the  theories  that  have  infection  as  the 
proposed  etiology. 

Age  in  Months:  The  incidence  of  SUD 

was  found  to  decline  with  increasing  age. 
(See  table  3).  In  this  study,  71%  of  the 
deaths  were  children  4 months  of  age  or 
less.  This  increase  among  younger  infants 
confirms  what  has  been  found  in  previous 
studies.5*7  Stiller  et  al,  had  72.7%  of  his 
series  less  than  4 months  of  age.9 

Sex:  SUD  occurs  predominantly  in  male 

infants.  (See  table  4).  In  this  study,  61.5% 
of  the  victims  were  males,  compared  with 
38.5%  females.  This  is  also  in  accord  with 
previous  studies.5’ 6’ 7 


Table  2 

Month  of  Death 

January  

F ebruary  

March  

April  

May  

June  

July  

August  

September  

October  

November 

December  


No.  of  Deaths 

13 

8 

___  9 

12 

10 

10 

___  9 

9 


4 

6 


Table  3 


12 


Age  in  Months 

1 

2 

3 

4 

5 

6 


8 

9 

10 

11 


No.  of  Deaths 

___  19 

27 

___  16 

12 

9 

7 

2 

2 

___  3 
___  0 

4 

3 
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Race:  Although  there  were  more  deaths 

among  whites  than  nonwhites,  63  vs  41, 
(60.3%  to  39.5%),  the  incidence  among 
non-whites  was  much  greater.  (See  table  4). 
For  the  period  studied,  the  approximate 
birth  rates  for  whites  and  nonwhites  were 


Table  4 


White 

Negro 

Indian 

Totals 

Male  _ 

42 

20 

2 

64  (61.5%) 

Female 

__  21 

17 

2 

40  (38.5%) 

Totals 

63 

37 

4 

(60.5%)  (35.6%)  (3.9%) 


DIVISION  OF  VITAL  STATISTICS 
DOUGLAS  COUNTY  HEALTH  DEPARTMENT 


Birth  rate/1,000 


1964 

23.8 

1965 

21.5 

1966 

19.7 

1967 

18.1 

1968 

17.4 

1969 

18.1 

Population  of  Douglas 

County 

White 

Non-White 

1964 

342,000 

30,000 

1965 

346,000 

31,000 

1966 

_ _ 350,000 

32,000 

1967 

353,000 

32,000 

1968 

356,000 

33,000 

1969  _ 

. _ 357,000 

34,000 

Births  in  Omaha 

White 

Non-White 

1969 

5,346 

935 

(6,134 

941).* 

* — all  of  Douglas  County 

82% 

18% 

Average  birth  rate  for 

6 years  20 

16.4 

3.6 

Rate  1.92/1, 000t  5.30/1,  OOOf 

t — live  births 


Prevalence: 

104  SUD  in  6 years  averages 7,000  births/year 

reference  4 gives  incidence  __l/500  = .287/100 
our  incidence = .25  /100 


CLUSTERING 

Cases: 

1.  23  hours  apart,  7-12  and  7-13,  1964 
2 acute  interstitial  pneumonitis 

2.  November  3,  1964 

2 acute  interstitial  pneumonitis 

3.  15  hours  apart,  1-3  and  1-4,  1967 
2 acute  interstitial  pneumonitis 

4.  7 hours  apart,  2-17  and  2-18,  1967 
pulmonary  edema,  myocarditis 

5.  21  hours  apart,  9-10  and  9-11,  1968 
2 pulmonary  edema 

6.  6 hours  apart,  10-18,  1968 

pulmonary  edema,  acute  interstitial  pneu- 
monitis 

7.  January  4.  1969 

bronchopneumonia,  acute  interstitial  pneu- 
monitis 


16.4/1,000  population  to  3.4/1,000  popula- 
tion (82%  whites  to  18%  nonwhites  of  the 
live  births  in  this  period).18  The  incidence 
of  SUD  in  whites  for  the  period  was  1.9/1,000 
live  births  and  for  nonwhites  was  5.9/1,000 
live  births.  This  increase  among  nonwhites, 
although  not  quite  so  marked,  has  been  found 
previously5' 7 and  related  to  socioeconomic 
factors.8 

Summary 

The  sudden  and  unexplained  deaths  in  in- 
fants less  than  one  year  of  age  who  died  in 
Douglas  County  in  the  six-year  period  from 
1964  through  1969  were  reviwed.  An  over 
all  incidence  of  2.5  SUDs  per  1,000  live 
births  was  found;  this  is  similar  to  that 
found  by  other  investigators.  The  phe- 
nomonen  was  much  more  common  in  non- 
whites, in  males  and  in  infants  4 months 
or  less  of  age.  Unlike  previous  reports,  no 
seasonal  incidence  was  found.  SUD  is  a 
significant  cause  of  infant  mortality  in 
Douglas  County.  Further  investigation  into 
this  most  perplexing  cause  of  death  will 
hopefully  reveal  the  etiology  and  make  these 
deaths  avoidable. 
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Giant-Cell  Arteritis  and  Polymyalgia 
Rheumatica,  1972 


Giant-cell  arteritis  (gca)  is 

also  called  temporal  arteritis, 
cranial  arteritis,  arteritis  of 
old  age,  and  Horton’s  disease  (Horton).  It 
produces  head  and  muscular  pains  and 
ischemic  phenomena,  especially  blindness, 
less  frequently  cerebrovascular  occlusion, 
aortitis,  and  coronary  ischemia.  It  has  been 
reported  to  occur  in  1%  of  a large  necropsy 
series  (Ostberg).  GCA  appears  mostly  in 
the  age  group  over  55  years  of  age,  with  an 
average  age  of  70  to  75.  Sexes  are  equally 
involved,  though  occasional  reports  have 
cited  somewhat  more  females.  Uncommon 
documentation  of  patients  in  second  to  fifth 
decade  of  life  is  noted  (Anderson,  S.  R., 
Austen,  Bethlenfalvay,  Fernandez  - Herlihy, 
Giguere,  Kent,  Labauge,  Eulefeld,  Heptin- 
stall).  Rare  reports  in  children  appear  to 
concern  a different  clinicopathologic  entity 
of  arterial  aneurysmal  formation  (Gelfand, 
Wagenvoort).  The  course  of  GCA  lingers  2 
to  30  months  with  an  average  duration  of 
6 months. 

GCA  may  present  in  several  ways: 

1.  The  classical  temporal  arteritis. 

2.  With  several  basic  and  common  fea- 
tures anyone  of  which  may  be  discov- 
ered or  outstanding  at  first. 

3.  A less  common  group  of  clinical  fea- 
tures or  developments. 

4.  Uncommon  clinical  features  and  de- 
velopments. 

Classical  temporal  arteritis  presents  with 
pain  outstanding  in  the  temple,  and  exam- 
ination discloses  a tender,  hard,  tortuous, 


JOHN  A.  AIT  A,  M.D. 

Professor  of  Neurology 
University  of  Nebraska  College  of  Medicine 

nodular,  inflamed  and  swollen,  often  pulse- 
less, segment  of  temporal  artery  underlying 
the  site  of  complaint.  Several  if  not  all  of 
the  basic  features  (to  be  cited)  are  present 
or  will  appear  shortly.  Forty  to  50  percent 
of  patients  will  present  with  this  classical 
syndrome.  Yet  local  clinical  findings  of 
arteritis  of  superficial  temporal  artery  are 
absent  in  25  to  30  percent  of  patients  (Bev- 
an,  Meyerratken).  A not  uncommon,  subtle 
clue  is  simply  absent  temporal  artery  pulsa- 
tion. 

The  basic  or  common  clinical  features  of 
GCA  otherwise  are: 

Age  over  55  years. 

Head,  face  or  neck  pain  and  tenderness 
(80  to  85  percent  of  patients). 

Systemic  sjunptoms:  malaise,  anorexia, 
weight  loss,  insomnia,  depression,  ir- 
ritability, aching,  weakness. 

Polymyalgia  rheumatic  (40  to  45  per- 
cent of  patients). 

Visual  loss 

Elevated  sedimentation  rate 

Diagnostic  biopsy  of  temporal  artery 

Increased  serum  alpha-2  globulin,  plas- 
ma fibrinogen. 

Response  to  corticosteroid  treatment 

Anyone  of  these  basic  features  may  be  out- 
standing or  a panorama  of  them  may  pre- 
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sent.  The  dreaded  development  of  perma- 
nent visual  loss  may  appear  first,  for  ex- 
ample (Russell,  R.W.R.).  It  may  be  the 
only  first  symptom;  it  may  be  the  predomi- 
nant one  of  several;  it  may  be  but  one  of 
several  equally  presenting  symptoms;  or  it 
may  appear  belatedly  after  other  basic  symp- 
toms have  been  underway  for  days  or  weeks. 

A less  common  group  of  symptoms  which 
may  add  to  diagnostic  distraction  include 
particularly  these : 

Diplopia 

Depression  (mood) 

Mental  confusion,  dementia 

Mandibular  (masseter  muscle)  pain, 
tenderness,  claudication 

Lowgrade  fever 

Vertigo,  deafness 

Bruits  over  involved  arteries 

(Disarming  absence  of  headache) 

Uncommon  clinical  features  must  be 
reckoned  with: 

Cerebrovascular  occlusion,  ischemia 

Aortic  aneurism,  dissection,  ostial  occlu- 
sion. 

Coronary  artery  occlusion,  ischemia 
Otalgia 

Painful  swallowing 

Skin  lesions,  especially  necrotic  ulcers 
on  scalp  or  tongue. 

Peripheral  neuropathy 

Marked  muscular  atrophy  or  weakness 
(myositic) 

Internal  ophthalmoplegia  and  other  pu- 
pillary changes. 

Painful  ischemic  lesions  in  extremities 

Renal  failure 

Myelitis 

Concomitant  malignancy,  or  syphilis 
Mortality  10  percent 

Common,  Basic  Features  of  GCA 

The  most  common  site  of  head  pain  in  GCA 
is  in  temple  or  occiput  unilaterally.  However, 
it  may  be  bilateral  or  more  diffuse  or  any- 


thing but  suggestive  of  GCA.  Nuchal  pain 
and  stiffness  may  be  sufficient  to  warrant 
consideration  of  meningeal  irritation.  Un- 
derlying structures  are  tender.  Facial  neu- 
ralgias, sinus  disease,  ocular  and  dental  con- 
ditions may  come  to  mind  (Das,  Norman, 
Paulley) . 

Systemic  symptoms  may  be  a considerable 
problem  to  patient  and  diagnostician  in  de- 
velopment of  GCA.  Influenza  or  postinflu- 
enzal syndrome  may  be  suspected.  Some  pa- 
tients appear  like  those  with  neoplastic  dis- 
ease. A low  grade  fever  may  be  present. 

Polymyalgia  rheumatica  will  be  discussed 
separately  at  the  end  of  this  topic,  GCA. 
Muscular  aches  and  pains,  especially  in  prox- 
imal limb  and  trunk  muscles  may  be  an  out- 
standing symptom  of  GCA. 

Visual  loss  appears  in  40  to  60  percent 
of  patients  with  GCA.  In  5 to  15  percent 
of  patients  this  is  one  of  the  first  symptoms. 
Usually  it  appears  in  the  early  weeks  (rare- 
ly after  6 months)  after  onset  of  headache. 
In  approximately  20  percent  there  are  warn- 
ings with  transient  visual  loss,  blurring, 
“steam/’  gray  patches  or  scotomas.  Postural 
aggravation  of  visual  loss  may  be  noted  with 
decreased  vision  on  standing,  improved  vi- 
sion on  lying  down,  suggesting  orthostatic 
effects  in  ischemic  arteries  (even  the  more 
proximal  carotid  system).  Loss  of  vision 
once  started  may  proceed  relentlessly  though 
intermittently  to  complete  blindness.  Aside 
from  premonitory,  fleeting  attacks  of  visual 
loss,  visual  loss  thereafter  is  usually  perma- 
nent and  unresponsive  to  treatment.  Un- 
treated, 40  to  60  percent  of  patients  with 
GCA  lose  some  vision.  Of  those  who  do, 
sequelae  include  almost  an  equal  distribution 
of  total  bilateral  blindness,  totally  blind  in  one 
eye  with  partial  vision  in  the  other,  partial 
loss  of  vision  in  both  eyes,  total  loss  of  vi- 
sion in  one  eye,  incomplete  loss  of  vision  in 
one  eye.  Visual  loss  is  commonly  due  to 
occlusion  of  ophthalmic  artery  especially 
behind  the  lamina  cribrosa  of  the  globe. 
Arteries  to  III  and  VI  cranial  nerves  also 
may  be  occluded  to  produce  diplopia  which 
appears  in  15  percent  of  patients  with  GCA. 
Ophthalmoscopic  examination  usually  dis- 
closes, in  approximate  order  of  frequency, 
ischemic  papillitis  (gradually  followed  by  op- 
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tic  atrophy),  no  abnormalities  (“retrobulbar 
neuritis”),  a few  hemorrhages  and  cotton- 
wool exudates,  occlusion  of  central  retinal 
artery,  retinal  artery  branch  occlusion, 
Foster  - Kennedy  syndrome.  Ophthalmody- 
namometry often  reveals  the  extent,  progres- 
sion and  recession  (under  treatment)  of  oc- 
clusion in  the  ophthalmic  artery.  (Ahi, 
Anderson,  S.R.,  Andrews,  Beasley,  Bettel- 
heim,  Bevan,  Blodi,  Burian,  Crompton,  Cul- 
len, Delthil,  Duttweiler,  Egge,  Fenton,  Fish- 
er, Greaves,  Gutrecht,  Henkind,  Hepler, 
Hoigne,  Hollenhorst,  Kjeldsen,  Manschot, 
Martin,  McFaul,  McGovern,  Meadow  s, 
Meyer,  M.E.,  Meyerratken,  Miller,  G.R., 
Morris,  Ordinario,  Richards,  Rodenhaeuser, 
Ross,  R.W.R.,  Rosselet,  Russell,  Schimek, 
Shick,  Smith,  J.L.,  Smith,  W.H.,  Spencer, 
Volpi,  Whitfield,  Wood). 

Less  Common  Features  of  GCA 

Diplopia  or  ptosis,  occurring  in  15  per- 
cent of  patients  with  GCA,  is  due  to  ischemic 
involvement  of  one  or  more  cranial  nerves, 
unilateral  or  bilateral,  partial  or  complete. 
Like  visual  loss,  this  too,  appears  mostly 
in  the  early  and  active  phases  of  GCA.  The 
pupil  is  spared  in  75  percent  of  patients.  A 
gradual  return  of  function  commonly  appears 
with  treatment.  (Case  41152,  Fi  sher, 
Greaves,  Hollenhorst,  Lockshin,  M a r t i n, 
Meadows,  Russell,  Whitfield). 

Mood  changes  appear  in  15  to  20  percent 
of  patients  with  GCA.  Commonly  these  are 
depressive  although  irritability,  lability  and 
euphoria  have  also  been  described.  Afflict- 
ed with  other  subjective  phenomena  of  GCA, 
these  patients  may  be  sent  off  erroneously 
to  psychiatric  care. 

Mental  changes  appear  as  confusion,  de- 
lirium, or  dementia  in  5 to  10  percent  of 
patients.  This  is  due  to  cerebral  ischemia 
which  the  arteritis  produces  at  many  levels 
from  aortic  arch,  carotid  and  vertebral  ar- 
teries, circle  of  Willis,  to  cerebral  arteries. 
GCA  must  be  included  in  the  differential 
diagnosis  of  any  elderly  person  with  mental 
changes.  (Andrews,  J.M.,  Chynoweth,  Fish- 
er, C.M.,  Paulley,  Russell,  Von  Knorring). 
Visual  hallucinations  (unformed  or  formed, 
due  to  ischemic  changes  in  occipital  or  tem- 
poral lobe,  respectively)  have  also  been  re- 
ported (Gilkes,  Hart,  Meadows). 


Mandibular  (masseter  muscle)  pain  may 
be  spontaneous  or  appear  with  use  of  jaws 
(claudication).  Uncommonly,  patients  de- 
velop inability  to  open  mouth  or  trismus. 
Local  tenderness  is  present.  (Beasley,  Das, 
Morris,  Norman,  Smith,  W.H.). 

Low  grade  febrile  state  occurs  in  15  to  20 
percent  of  patients,  and  may  lead  to  consid- 
erable diagnostic  error  and  antibiotic  treat- 
ment. 

Vertigo  and  heanng  loss  appear  from  oc- 
clusion or  ischemia  to  VIII  nerve  structures 
or  end-organs  (Russell).  Basilar  and  verte- 
bral artery  involvement  in  GCA  is  not  rare. 

Bruits  have  been  reported  at  many  sites 
in  patients  with  GCA  including  the  eye 
(Gilbert).  GCA  is  likely  a disseminated  dis- 
ease in  many  patients,  producing  multiple 
stenoses  and  occlusions  even  though  these 
seldom  reach  clinical  expression  in  aorta, 
heart  and  brain  as  well  as  major  arteries  of 
extremities. 

Uncommon  Clinical  Features  of  GCA 

In  northern  European  literature  more 
than  American,  GCA  is  accomplished  by  ap- 
proximately a 10  to  20  percent  mortality, 
due  mostly  to  involvement  of  cerebral  and 
coronary  arteries  and  to  a less  extent,  aor- 
titis. Occlusion  or  stenosis  of  cerebral  cir- 
culation may  occur  in  GCA  at  one  or  multiple 
sites,  from  the  ostia  of  aortic  arch,  through 
great  neck  vessels,  circle  of  Willis,  through 
cerebral  arteries  out  to  leptomeningeal 
branches.  Cerebral  vascular  syndromes  are 
rarely  an  early  development  in  GCA.  They 
appear  more  with  advanced,  untreated  or  in- 
sufficiently treated  disease.  Irregular,  seg- 
mental stenoses  and  small  beaded  or  nodular 
dilatations  characterize  GCA  in  arteriog- 
raphy (Hinck,  Gillanders).  Clinically,  cere- 
bral GCA  manifests  with  cerebral  infarction, 
transient  focal  ischemic  attacks,  mental  con- 
fusion or  dementia.  GCA  must  be  considered 
among  the  several  uncommon  nonarterio- 
sclerotic  causes  of  cerebrovascular  dis- 
ease. (Adams,  J.H.,  Andrews,  J.M.,  Cardell, 
Case  41152,  Chynoweth,  Clinicopath.  Conf., 
Crompton,  Eulefeld,  Fahrenkrug,  Fernan- 
dez-Herlihy,  Fisher,  C.M.,  Fitzgerald,  Gi- 
guere,  Gilkes,  Greaves,  Greenfield,  J.G., 
Hart,  Heptinstall,  Hinck,  Hollenhorst  1960, 
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Hunder,  Kennedy,  L.J.  Jr.,  Kollmannsberg- 
er,  Kjeldsen,  Labauge,  Lander,  Manschot, 
McCormick,  Meadows,  Missen,  Morrison, 
Rodenhaeuser,  Russell,  VonKnorring,  Wheel- 
er, Whitfield.) 

In  one  fatal  case  with  cerebral  vascular 
insult,  postmortem  study  demonstrates  no 
cerebral  arterial  involvement  with  GCA, 
rather  the  patient  incurred  cerebral  embolism 
from  mural  thrombus  in  left  ventricle,  due 
to  coronary  occlusion,  due  to  GCA  (Spen- 
cer). 

In  its  aortic  involvement,  GCA  produces 
aneurysm,  dissecting  aneurysm  or  occlusion 
of  ostia  of  aortic  arch  (“aortic  arch  syn- 
drome”). Giant  cell  aortitis  has  been  found 
in  50  percent  of  patients  with  GCA  com- 
ing to  postmortem.  (Ackerman,  Austen, 
Baumann,  Cardell,  Caruzzo,  Fitzgerald,  Gar- 
rido,  Gilmour,  Gupta,  Harris,  Harthorne, 
Hollenhorst  1960,  Hunder,  Kennedy  L.J.  Jr., 
Kent,  Lander,  Leiter,  Ludin,  Magarey,  Mc- 
Millan, Missen,  Paulley,  Reid,  Stevens, 
Wheeler,  Wolfmueller.) 

Otalgia,  painful  dysphagia,  hoarseness  and 
glossodynia  are  uncommon,  outstanding 
symptoms  of  GCA.  (Desser,  Grahame,  Hen- 
derson, A.H.,  Kinmont,  Russell,  Williams, 
E.R.) 

If  skin  lesions  appear  in  GCA,  these  are 
usually  necrotic,  gangrenous  or  ulcerative 
lesions  of  scalp  or  tongue,  due  to  ischemia. 
(Barefoot,  Bour,  Brearley,  Clinicopathologic 
Conf.,  Davis,  A.E.,  Grahame,  Hitch,  Horton, 
Kaul,  Kinmont,  Labouche.) 

Peripheral  neuropathy  in  GCA  is  more 
likely  to  be  a single  or  multiple  mononeuro- 
pathy, less  often  a polyneuropathy.  These 
are  rarely  extensive  (Torvik,  Russell,  War- 
rell.) 

Chronic  myositic  (“myopathy”)  features 
occasionally  appear  in  GCA  with  prominent 
weakness  and  atrophy  especially  of  proximal 
muscles.  (Kennedy,  L.J.,  Jr.,  Ross,  Russell.) 

Pupillary  changes  are  more  often  found 
in  advanced  or  burnt  out  disease  that  ran  its 
course  untreated,  usually  then  a dilated, 
more  or  less  fixed  pupil  and  optic  atrophy. 
However  throughout  the  early  phases  of 
GCA,  one  or  both  pupils  may  remain  more 


dilated  and  respond  poorly  to  light  because 
of  internal  ocular  autonomic  changes  (Davis, 
R.H.,  Desser,  Meyer,  M.E.). 

Ischemic  lesions  in  extremities  are  occa- 
sionally outstanding,  having  been  described 
on  toes,  foot,  leg,  hand,  wrist  and  forearm. 
These  are  usually  painful.  (Bastin,  Bugg, 
Fenton,  Kaplan,  Royster,  Storey,  Williams, 
E.R.) 

Renal  failure  due  to  GCA  is  rarely  de- 
scribed and  responds  remarkably  to  treat- 
ment (Balmforth,  Kazmeier). 

Spinal  cord  ischemic  lesions  are  found 
rarely  although  the  disseminated  disease 
leads  one  to  suspect  that  spinal  cord  involve- 
ment may  be  more  frequent  than  is  recorded 
(Cloake). 

Concomitant  disease  is  not  unusual  in  an 
age  group  averaging  seventy  years  of  age. 
In  many  reports  of  carefully  examined  pa- 
tients a small  but  regular  occurrence  of  neo- 
plastic disease  was  encountered,  likely  co- 
incidental but  not  to  be  overlooked.  In  one 
study  in  southern  U.S.A.  four  of  one  group 
of  ten  patients  were  found  to  have  conco- 
mitant syphilis  (Smith,  J.L.  1967). 

Pathology;  Biopsy 

In  GCA,  medium  and  large  arteries  are 
especially  involved  and  these  segmentally. 
Grossly  the  artery  appears  thickened,  cord- 
like, nodular  and  tortuous.  Temporal  artery 
biopsy  is  of  considerable  value  in  diagnosis 
when  it  reveals  arteritis.  However,  ten  to 
twenty  percent  of  patients  with  GCA  dis- 
close only  a nonspecific  arteritis  without 
pathognomonic  giant  - cells.  Likewise  the 
segment  submitted  to  biopsy  may  be  non- 
involved  and  this  occurs  in  20  to  30  percent 
of  patients  under  scrutiny.  Hence  a nega- 
tive or  uncertain  biopsy  report  may  be  antici- 
pated in  a number  of  patients  whereupon  the 
clinician  must  depend  on  other  clinical  and 
laboratory  clues  or  even  a therapeutic-diag- 
nostic test  with  corticosteroid  therapy.  It 
should  be  emphasized  also  that  not  every  pa- 
tient with  GCA  demonstrates  clinical  ar- 
teritis of  the  superficial  temporal  artery.  In 
one  study  25  percent  of  temporal  arteries 
appeared  clinically  normal  despite  histo- 
pathologic evidence  of  GCA  (Bevan). 
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To  assure  obtaining  a significant  segment 
of  artery,  arteriography  of  the  superficial 
temporal  artery  may  be  done.  This  com- 
monly reveals  localized  stenotic  and  dilated 
segments  (Gillanders). 

A diagnostic  histopathologic  specimen  dis- 
closes the  following:  Intima:  thickening, 
proliferation  and  fibrosis  with  luminal  oblit- 
eration. Elastic  lamina  is  ruptured  and  de- 
generated with  giant-cells  present  in  this 
stratum.  Media:  necrosis,  fibrosis,  inflam- 
matory cell  infiltration.  Degenerated  smooth 
muscle  cells  replaced  by  giant-cells.  Adven- 
titia: subacute  inflammatory  reaction.  (Bev- 
an,  Goder,  Hepler,  Noshay,  Reinecke,  Ross, 
Smith,  K.R.,  Jr.,  Townes,  VonKnorring, 
Whitfield.) 

It  should  be  stressed  that  normal  or  un- 
certain findings  from  biopsy  of  superficial 
temporal  artery  do  not  rule  out  GCA  and  ab- 
normal histopathologic  findings  are  not 
requisite  to  confirm  the  diagnosis. 

Clinical  Laboratory  Data 

Elevated  erythrocyte  sedimentation  rate  is 
present  in  at  least  95  percent  of  patients 
with  GCA,  and  in  most  of  these,  it  is  signif- 
icantly and  impressively  high.  Care  must  be 
taken  not  to  blame  this  phenomenon  incor- 
rectly to  other  clinical  features  commonly 
present  in  the  elderly  as  “arthritis,”  recent 
surgery,  or  infections. 

Next  most  frequent  of  diagnostic  value  is 
an  elevated  serum  alpha-2  globulin.  This  is 
followed  in  frequency  by  elevated  plasma 
fibrinogen,  decreased  serum  albumin,  in- 
creased serum  globulins,  increased  serum 
gamma  globulin.  (Andrews,  Fenton,  Small.) 

Of  less  specific  value,  anemia  appears  va- 
riously in  thirty  to  sixty  percent  of  patients 
(Whitaker).  Occasionally  a mild  to  moder- 
ately elevated  leucocyte  count  or  eosinophilia 
develop. 

Treatment 

GCA  is  a disease  limited  in  a course  usual- 
ly to  2 to  30  months,  average  6 months.  It 
responds  to  corticosteroid  treatment,  most 
popular  of  which  at  present  is  prednisone  or 
prednisolone.  Since  there  is  a 50  percent  risk 
of  loss  of  vision  (even  to  total  blindness), 
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and  a small  risk  of  cerebrovascular,  coronary, 
or  aortic  complication,  treatment  is  an  emer- 
gency measure  which  should  not  await  hours 
or  days  of  diagnostic  effort.  If  there  is  any 
question,  it  may  be  best  to  treat  first  and 
then  be  governed  by  test  reports  as  they 
return.  Blood  tests  should  be  and  usually  can 
be  taken  before  treatment  commences. 
Twenty-four  to  36  hours  of  treatment  will 
not  alter  temporal  artery  biopsy  findings 
significantly.  Full  doses  of  prednisone  are 
usually  advisable  (60  mg  per  day  in  divided 
doses)  and  clinical  effects  are  most  often 
diagnostic  within  72  hours.  Usual  precau- 
tions of  corticosteroid  therapy  must  be  ob- 
served. After  several  days  of  improvement, 
one  may  repeat  several  laboratory  tests  to 
note  their  trend  also  since  they,  in  serial 
estimations,  provide  some  clue  regarding  the 
course,  whether  corticosterone  dose  may  be 
reduced  and  finally  what  maintenance  dose 
to  retain.  Careful  attention  must  be  provided 
to  steer  a course  between  overtreatment  and 
undertreatment  though  the  former  appears 
preferable  if  precise  titration  cannot  be  ac- 
complished. With  inadequate  or  too  short 
term  treatment,  the  patient  incurs  risk  of 
relapse  and  serious  consequences. 

With  precarious  visual  problems,  retro- 
bulbar injection  of  hydrocortisone  acetate 
has  been  advised  (Schimek).  Once  vision  is 
lost,  it  seldom  returns  despite  vigorous  ther- 
apy. Where  definite  occlusion  and  infarction 
have  not  occurred,  remarkable  recession  of 
ischemic  symptoms  (including  cerebral)  oc- 
curs with  treatment.  Ophthalmodynamo- 
metry may  be  of  value  to  discern  status  of 
ocular  circulation  from  time  to  time.  (An- 
derson, S.R.,  Egge,  Hunder,  Meadows,  Meyer, 
M.E.,  Morris.) 

Giant-Cell  Arteritis  and  Other 
Collagen  Diseases 

Although  reading  clinical  and  pathologic 
reports  of  many  patients  with  GCA  occa- 
sionally brings  to  mind  features  suggesting 
periarteritis  nodosa,  systemic  lupus  erythe- 
matosus, Takayasu’s  arteritis  and  other 
forms  of  arteritis,  recent  documentation  of 
combined  or  overlapping  disease  is  not  fre- 
quent. A report  of  GCA  with  rheumatoid 
arteritis  and  another  of  GCA  with  pro- 
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gressive  systemic  sclerosis  are  noted  (Kal- 
liomaki,  Schimek). 

Polymyalgia  Rheumatica  (PR) 

Polymyalgia  rheumatica  (PR)  is  also 
known  as  polymyalgia  arteritica,  an-arthrit- 
ic  rheumatoid  disease,  and  loosely  as  a mus- 
ular  rheumatism.  It  may  be  largely  subjec- 
tive in  its  presentation  and  requires  objec- 
tive (laboratory  and  biopsy)  data  for  con- 
firmation. By  itself,  it  appears  to  be  a be- 
nign, diffuse  manifestation  (or  variant)  of 
giant-cell  arteritis.  Clinical  features  of 
giant-cell  arteritis  manifest  in  at  least  20 
to  30  percent  of  patients  (various  reports 
cite  5 to  50  percent)  with  PR  and  40  to  45 
percent  of  patients  with  giant-cell  arteritis 
reveal  PR.  Positive  temporal  artery  biop- 
sies (revealing  giant-cell  arteritis)  appear 
in  50  percent  (various  reports  cite  25  to 
75  percent)  of  patients  with  PR.  (Ale- 
stig,  Bell,  Bruk,  Cope,  Dixon,  Easterbrook, 
Hamrin,  Harrison,  Hunder  1969,  Katt- 
winkel,  Kogstad,  L u e b b e r s,  Medenica, 
Nuessle,  Olhagen,  Plotz,  Polasky,  Saudan, 
Simkin,  Spiera,  Strom,  Tallgren,  Vanljzer- 
loo,  Vischer,  Wilske.) 

Most  patients  are  in  the  same  age  group 
as  with  giant-cell  arteritis,  in  sixth  decade 
and  beyond,  with  an  occasional  younger  pa- 
tient noteworthy  (Bell,  Micks).  Some  sta- 
tistics suggest  this  group  with  PR  may  be 
younger,  but  this  awaits  confirmation.  Un- 
like giant-cell  arteritis,  females  are  more 
often  affected  in  PR  2:1  or  more.  (An- 
drews, F.M.,  Bruk,  Davison,  Dotson,  Gun- 
derson, Hamrin,  Hunder  1969,  Kogstad, 
Nuessle,  Olhagen,  Thorpe,  Wilske.) 

PR  is  characterized  by  outstanding  mus- 
cular pain,  aching,  tenderness,  and  morn- 
ing stiffness.  The  stiffness  may  in  itself 
be  a dramatic  if  not  incapacitating  feature. 
Proximal  limb,  girdle,  neck  and  trunk 
muscles  are  most  affected.  There  is  no  evi- 
dence of  arthritis,  muscular  weakness,  atro- 
phy, fasciculations.  Muscle  biopsy  and  EMG 
studies  reveal  no  abnormality. 

The  clues  in  diagnosis  are  the  clinical  and 
laboratory  features  that  speak  for  giant-cell 
arteritis.  Some  patients  present  no  clinical 
features  of  giant-cell  arteritis,  some  a few, 
some  many  and  others  even  the  uncommon 


expressions  of  giant-cell  arteritis  as  scalp 
ulceration,  renal  failure,  myositis,  aortic 
arch  syndrome,  cerebral  ischemia,  limb 
ischemia  and  bruits  in  major  arteries. 
(Alestig,  Bruk,  Duthie,  Editorial  Lancet, 
Folan,  Hamrin,  Hunder  1967,  Kartin,  Tall- 
gren, Thompson,  J.R.).  Laboratory  confirm- 
ation includes  elevated  sedimentation  rate, 
serum  alpha-2  globulin,  plasma  fibrinogen, 
other  (or  all)  serum  globulins  and  decreased 
serum  albumin.  One  report  cites  an  elevat- 
ed serum  alkaline  phosphatase  in  80%  of 
patients  (Medenica).  Serum  enzyme  esti- 
mations and  muscle  biopsy  reveal  normal 
findings.  Giant-cells  in  temporal  artery  bi- 
opsy appear  in  approximately  fifty  percent 
of  patients  with  PR.  In  twenty  to  thirty 
percent  of  these  patients  with  PR  and  posi- 
tive temporal  artery  biopsies,  the  artery  ap- 
peared normal  to  clinical  scrutiny.  Eosino- 
philia  is  occasionally  described. 

PR  takes  one  to  several  months  for  evolu- 
tion to  maximum  intensity  and  may  linger 
two  to  four  years,  rarely  even  seven  years 
(Paulsen).  In  some  patients,  PR  appears 
first  and  other  features  of  giant-cell  arter- 
itis develop  subsequently  five  months  to  two 
years  (most  within  one  year)  after  onset  of 
PR.  In  approximately  one  third  of  patients 
with  PR  the  clinical  features  of  giant-cell 
arteritis  precede  those  of  PR. 

Patients,  then,  may  fall  into  a clinical 
spectrum  between  “pure”  PR  at  one  ex- 
treme and  “pure”  giant-cell  arteritis  at  the 
other,  but  their  place  in  this  spectrum  may 
shift  with  time.  The  most  common  shift, 
when  this  occurs,  is  from  PR  to  giant-cell 
arteritis  features.  Visual  loss  is  not  con- 
sidered part  of  the  clinical  picture  of  PR  but 
its  likelihood  increases  as  any  manifesta- 
tions of  giant  cell  arteritis  appear.  One 
dreads  the  uncommon  development  of  visual 
loss  in  the  patient  with  PR  (Fessel).  Re- 
calling that  approximately  50  percent  of  pa- 
tients with  PR  reveal  giant-cell  arteritis  in 
temporal  artery  biopsies  and  that  approxi- 
mately 50  percent  of  patients  with  giant-cell 
arteritis  incur  at  least  some  visual  loss,  one 
might  conclude  there  is  a risk  of  visual  loss 
in  25%  of  patients  with  PR.  While  this 
risk  actually  may  not  be  so  high,  it  must 
be  respected  by  repeated  palpation  of  tem- 
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poral  artery  (for  tenderness,  swelling,  lack 
of  pulsation),  careful  scrutiny  for  other 
signs  and  symptoms  of  giant-cell  arteritis, 
laboratory  parameters  and,  if  necessary,  a 
temporal  artery  biopsy.  PR  may  disarm 
the  physician  with  its  hidden  (iceberg-like) 
potential  for  blindness  or  less  often  cerebral 
infarction  or  aortitis. 

There  is  no  characteristic  pathology  of 
PR  other  than  that  of  giant-cell  arteritis. 

A small  but  consistent  incidence  of  neo- 
plastic disease  (elsewhere  in  the  body)  is 
discerned  on  careful  examination  of  these 
patients.  This  may  be  coincidental  in  view 
of  the  age  group  involved  (Andrews,  F.M., 
Hunder,  Mackenzie,  Plotz,  Spiera,  Ter- 
windt,  Thorpe,  Vanljzerloo). 

Other  collagen  disease  overlap,  transition 
or  concomitance  have  been  reported  in  small 
incidence,  especially  with  rheumatoid  ar- 
thritis, progressive  systemic  sclerosis  and 
systemic  lupus.  Sjogren’s  syndrome  and 
periarteritis  nodosa  have  been  rarely  ob- 


served in  this  group.  (Andrews,  F.M.,  Hun- 
der, Mackenzie,  Thorpe,  Vanljzerloo). 

Treatment  of  PR  reveals  a prompt,  even 
dramatic  and  diagnostic  response  to  corticos- 
teroids. Commonly  only  ten  mg.  of  predni- 
sone per  day  are  required.  Corticosteroid 
therapy  may  not  be  necessary  but  the  risks 
of  giant  cell  arteritis  must  be  respected. 
Some  patients  do  well  with  simple  analgesics, 
phenylbutasone,  heat  and  massage.  How- 
ever in  recent  years  more  authorities  speak 
for  treating  PR  with  corticosteroids  as  soon 
as  it  is  diagnosed.  Two  approaches  are 
used.  One  may  begin  with  10  mg.  predni- 
sone daily,  then  raise  or  lower  it  depending 
on  effects.  Or  one  may  start  the  patient 
on  30  to  40  mg.  daily,  then  gradually  lower 
it.  Many  patients  will  require  a mainten- 
ance dose  of  5 to  7.5  mg  daily  for  1 to  2 
years.  (Davison,  Hamilton,  Healey,  Spiera, 
Wadman). 

(References  available  from  author). 

This  work  was  supported  in  part  by  research 
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stitutes of  Health. 


Education  for  Everyone? 


TODAY’S  culture  encourages 
continuing  education.  Planned 
programs  have  emerged  dis- 
couraging the  dropout.  All  communicative 
media  are  utilized  to  get  the  message 
across.  Yet  to  one  segment,  society  still 
says,  “We  don’t  mean  you.”  This  is  the 
unwed  pregnant  schoolgirl. 

There  seems  to  be  something  about  a preg- 
nancy that  changes  the  person’s  identity  so 
that  one’s  inalienable  rights  are  altered. 
“You’re  different,”  “you  can’t  learn,”  “you 
are  markedly  limited  in  everything,”  are 
too  often  points  projected  verbally  or  by 
subtle  suggestions.  This  normal  occurrence 
is  made  out  to  be  a crippling  process.  So- 
ciety’s grand  approach  is  again  — just  put 
it  aside  — keep  it  out  of  sight  — maybe, 
if  ignored,  it  will  go  away. 

Too  often,  when  measures  are  taken,  the 
majority  of  action  is  skimming  surfaces. 


CHARLES  A.  FIELD,  M.D.* 

The  attitude  — don’t  dig  too  deeply  — we 
may  find  another  problem.  Superficial 
treatment  doesn’t  solve  problems.  Digging 
for  and  correcting  the  underlying  primary 
cause  promotes  cures.  In  this  case,  an  un- 
wanted pregnancy  is  the  problem.  Only  by 
digging  to  find  primary  causes  will  this 
problem  be  helped.  It  is  not  a simple  answer 
by  any  means,  but  I feel,  in  education  lies 
the  greater  portion  of  an  answer.  I would 
like  to  suggest  the  following,  as  a possible 
format  for  the  educational  coverage  I be- 
lieve is  necessary  for  understanding  as  well 
as  helping  correct  the  problem. 

1.  Academic  program:  A continued  pro- 
gram that  keeps  her  in  the  mainstream 

♦Assistant  Professor,  the  University  of  Nebraska  Medical 
Center,  Department  of  Obstetrics  and  Gynecology,  42nd  and 
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of  the  school  progress.  A continued 
normal  setting  will  help  this  girl  ad- 
just more  easily  psychologically  to 
the  pregnancy. 

2.  Immediate  program:  An  educational 

program  to  meet  the  immediate  needs 
of  new  problems  that  the  pregnancy 
itself  presents.  Problems  include  nu- 
trition, social  and  physical  change,  as 
well  as  understanding  the  needs  that 
this  developing  fetus  demands. 

3.  Longterm  program:  An  educational 

program  that  will  help  this  girl  pre- 
pare for  future  problems  this  preg- 
nancy will  develop.  Classes  in  child 
care,  cooking,  sewing,  or  homemaking 
in  general,  will  help  her  face  her  fu- 
ture with  less  anguish.  Talk  sessions, 
or  group  therapy  sessions,  that  will 
allow  this  girl  to  ventilate  her  feel- 
ings, explore  and  examine  her  relation- 
ships that  produced  this  out  of  wed- 
lock pregnancy,  and  project  an  under- 
standing that  would  help  her  with  a 
more  stable  future  outlook. 

4.  The  unwed  father:  A duplication  of 

the  above  with  mild  variation.  In- 
stead of  homemaking,  classes  in  job 
training  and  financial  planning  ad- 
vice. This  group  needs  as  much  op- 
portunity to  ventilate  and  examine 
their  background  as  does  the  preg- 
nant unwed  mother. 

5.  Parent  or  adult  education:  Society’s 
prior  reluctance  for  this  type  of  dis- 
cussion has  left  the  adult  in  as  much 


ignorance  as  the  developing  child.  To 
inform  one  segment  and  not  the  other 
produces  or  widens  this  generation 
gap.  Until  the  whole  subj  ect  of  sexual 
stability  in  relation  to  family  life  it- 
self can  be  taught,  I do  not  believe 
the  actual  problem  can  be  helped. 

6.  School  education:  Sex  education,  per 
se,  is  not  the  answer.  Too  many  un- 
wed mothers  have  had  a good  sex 
understanding  from  family,  church, 
or  school.  This  indicates  existence  of 
deeper  factors  than  sex  education 
alone  can  correct.  I feel  that  the  fam- 
ily life  program  presented  at  grade 
school,  junior  high  school,  or  high 
school  level  should  help  the  student 
understand  his  or  her  role  in  a stable 
family  life  existence.  Sex  should  be  a 
definite  part  of  this  educational  pro- 
gram, varying  in  importance  as  the 
child  develops  and  the  need  arises. 

Before  an  adequate  program  can  be  set 
up  we  need  to  look  back  and  see  exactly 
what  the  situation  is.  Using  old  ideas  or 
preconceived  ideas  of  education  is  not  the 
answer,  since  if  it  were,  the  problem  would 
not  exist.  Aiming  education  at  only  one 
segment  is  not  the  answer,  but  must  include 
all  of  society.  A possible  danger  in  pre- 
senting sex  education  may  well  be  over- 
education or  more  precisely  inaccurate  or 
unstable  sex  education.  An  effort  to  keep 
this  education  in  a proper  perspective,  as 
designated  by  stable  human  needs,  should 
be  the  goal. 
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In  Memoriam— 

WILLIAM  LETE  SHEARER 


Dr.  william  l.  shearer, 

91,  a pioneer  Omaha  oral  and 
plastic  surgeon  died  July  25, 
1971,  in  St.  Paul,  Minnesota. 

Will  Shearer  was  born  in  a log  cabin  on 
July  6,  1880,  on  a farm  two  miles  from 
Fennimore,  Grant  County,  Wisconsin.  After 
several  years,  he  journeyed  with  his  father 
and  family  to  Ashland,  Nebraska,  by  cov- 
ered wagon. 

In  Ashland,  Will  Shearer  got  his  first 
job.  Mrs.  J.  H.  Snell  employed  him  as  a 
gardener  for  8 cents  an  hour.  Will  Shearer 
searched  for  other  ways  to  improve  himself 
even  at  an  early  age.  He  had  two  friends 
who  caught  catfish  in  Salt  Creek.  Because 
his  friends  were  unable  to  peddle  the  fish, 
Will  contracted  with  them  to  sell  the  fish 
for  50  percent  of  the  income.  This  first 
business  venture  ended  in  success. 

Will  Shearer  moved  with  his  family  from 
Ashland  to  Elkhorn  and  then  to  Omaha. 
Shortly  after  arriving  in  Omaha,  his  father 
was  seriously  injured  in  a buggy  accident 
and  died  within  a short  time  of  the  injury. 

In  Omaha,  Will  Shearer,  driven  by  de- 
sire and  necessity,  obtained  a job  with  Mr. 
A.  W.  Clark,  taking  care  of  his  cows.  At 
the  same  time,  he  had  a paper  route  for  the 
Omaha  Bee.  While  involved  in  the  above  en- 
deavors, he  noticed  an  advertisement  in  the 
paper  by  a dentist,  Dr.  Wirtz,  who  needed 
a janitor  boy.  He  ran  downtown  and  after 
much  convincing  obtained  the  janitorial 
duties.  His  major  problem  at  this  time 
was  that  he  was  too  small  to  stoke  the  fur- 
naces; however,  with  the  aid  of  a box  or 
two,  he  managed. 

During  his  employment  as  a janitor,  Will 
learned  the  skills  of  mechanical  dentistry 
in  the  laboratory,  from  Dr.  Gantzen,  Dr. 
Wirtz ’s  assistant.  By  the  time  he  had  com- 
pleted his  third  year  at  Central  High  School, 
he  was  doing  the  majority  of  the  mechanical 
dental  work  for  Dr.  Wirtz’s  office.  With  the 
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and 
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urging  of  Dr.  Gantzen,  Will  became  the  lab- 
oratory man  for  a thriving  dental  practice. 

While  in  the  employment  of  Dr.  Wirtz, 
Will  saw  a baby  girl  with  a cleft  palate.  At 
that  time,  he  decided  that  his  major  goal  in 
life  was  to  find  a better  way  to  correct  this 
defect. 

At  the  age  of  19,  Will  Shearer  entered 
the  Omaha  Medical  College.  Dr.  Gantzen 
encouraged  him  also  to  attend  the  dental 
school  that  was  in  the  same  building.  He 
had  moderate  difficulty  convincing  the  ad- 
ministration that  he  could  handle  both 
courses  at  the  same  time;  however,  with  his 
persistence,  he  achieved  his  goal.  For  three 
years,  he  attended  both  medical  college  and 
dental  school.  However,  after  the  death  of 
his  brother  at  the  end  of  his  third  year,  he 
was  advised  by  physicians  that  he  need  not 
complete  the  medical  school  curriculum  to 
achieve  his  career  goal;  therefore,  he  dis- 

*From  the  Department  of  Surgery,  University  of  Nebraska 
College  of  Medicine,  Omaha,  Nebraska  68105. 
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continued  his  medical  school  education  after 
three  years. 

After  the  completion  of  dental  school  and 
three  years  of  medical  school,  at  the  urging 
of  Dr.  Wirtz,  Dr.  Shearer  went  to  Chicago 
to  study  under  Dr.  Brophy,  who  was  the 
leading  man  in  the  country  at  that  time  in 
cleft  palate  and  harelip  surgery.  While  in 
Chicago,  he  also  studied  under  Nicholas 
Senn,  John  B.  Murphy,  Frank  Billing,  Ar- 
thur Bevin,  and  Sippy. 

Dr.  Senn  immediately  recognized  the  in- 
tense desire  for  knowledge  in  Dr.  Shearer 
and  encouraged  him  to  take  advanced  work 
at  the  University  of  Chicago.  Dr.  Shearer 
earned  a master’s  degree  at  the  end  of  1905. 
In  1905,  he  returned  to  Nebraska,  where  he 
joined  the  Creighton  University  faculty  in 
oral  surgery.  Recognizing  the  need,  he  com- 
pleted his  medical  education  at  Creighton 
University  School  of  Medicine  and  received 
his  M.D.  degree  in  1916.  By  1920,  he  had 
returned  to  the  University  of  Omaha  and 
received  a bachelor  of  arts  degree.  He 
joined  the  University  of  Nebraska  College 
of  Medicine  faculty  in  1927  as  the  head  of 
the  section  of  oral  and  plastic  surgery.  Dr. 
Shearer  was  renowned  for  the  Shearer  al- 
veolectomy  which  he  developed  in  1904.  He 
developed  and  improved  other  operations  and 
designed  numerous  instruments  among 
which  were  the  open-face  rongeur  forceps 
and  the  chickenbill  rongeur. 

Dr.  Shearer  was  certified  by  the  Ameri- 
can Board  of  Plastic  Surgery.  He  was  presi- 


dent of  the  Nebraska  State  Dental  Associa- 
tion in  1925.  He  was  the  father  and  founder 
of  the  American  Association  of  Oral  and 
Plastic  Surgeons.  He  was  president  of  the 
American  Association  of  Plastic  Surgeons 
from  1930  to  1931.  He  was  an  organizer 
of  the  Nebraska  Chapter  of  the  American 
College  of  Surgeons  and  later  served  as  gov- 
ernor. He  was  a member  of  Phi  Beta  Kappa 
at  the  University  of  Chicago,  and  of  Alpha 
Omega  Alpha  at  the  University  of  Nebraska 
College  of  Medicine.  He  was  a member  of 
the  Board  of  Trustees  at  the  University  of 
Omaha  and,  after  it  became  a municipal  uni- 
versity one  of  the  first  members  of  the 
Board  of  Regents.  Dr.  Shearer  was  elevat- 
ed to  professor  emeritus  at  the  University 
of  Nebraska  College  of  Medicine  in  1948. 
He  authored  numerous  articles  and  pub- 
lished a book,  Oral  Surgery:  Cleft  Palate 
and  Lip,  North  Central  Publishing  Company, 
St.  Paul,  Minn.,  in  1967. 

Dr.  Shearer  remained  active  in  the  medical 
world  until  into  his  80’s.  He  died  quietly  in 
his  sleep  on  July  25,  1971,  in  St.  Paul,  Min- 
nesota. 

Dr.  Shearer  was  the  epitome  of  a superb 
surgeon,  a dedicated  man  with  a keen  mind, 
a warm  heart  and  skillful  hands. 

A group  of  former  students  and  colleagues 
have  established  the  William  Lete  Shearer 
Endowment  Fund  in  honor  of  Dr.  Shearer 
in  the  library  of  the  University  of  Nebraska 
College  of  Medicine. 
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Prevention  of  the  Juvenile  and  Adolescent 

Athletic  Injury 


YOUNG  people  are  particularly 
injury  prone  because  of  both 
physical  and  emotional  imma- 
turity. It  has  been  estimated  that  over 
15,000,000  children  or  approximately  1 out 
of  41  are  injured  each  year  seriously  enough 
to  require  some  sort  of  medical  attention. 
Further,  the  actual  expected  injury  rate 
for  children  is  246  per  thousand  per  year.2 
Most  of  the  injury  producing  accidents  oc- 
cur in  or  near  the  home3  and  only  about 
4 to  6%  of  the  total  have  been  attributed 
to  sports;4  thus  the  injury  rate  in  organ- 
ized children’s  sport  participation  is  less 
than  would  be  expected  from  other  activi- 
ties or  even  random  play.  However,  with  a 
firm  basic  understanding  of  athletic  injury 
prevention,  the  serious  juvenile  and  adoles- 
cent athletic  injury  can  be  avoided.  Fur- 
ther, opposition  to  organized  juvenile  and 
adolescent  athletic  programs  has  recently 
been  developing  from  groups  and  individuals 
who  maintain  that  particularly  contact 
sports  are  dangerous  for  the  skeletally  im- 
mature child  because  of  the  potential  seri- 
ousness of  the  injury.  The  topic  of  this 
discussion  is  that  athletic  injuries  in  this 
age  group  can  be  prevented. 

The  basic  fundamental  concepts  for  ath- 
letic injury  prevention  must  be  both  under- 
stood and  followed.  First,  the  preparticipa- 
tion physical  examination  is  recommended  as 
a part  of  all  athletic  programs.  Second,  con- 
ditioning with  an  adequate  training  program 
as  well  as  pregame  limbering  exercises  will 
afford  protection  against  injury.  Third, 
coaching  provides  a knowledge  of  game  skills 
and  thereby  affords  protection  against  in- 
jury. Fourth,  playing  surface;  fifth,  pro- 
tective equipment  and  finally  athletic  taping 
are  all  important  adjuncts  to  athletic  in- 
jury prevention.5 

The  preparticipation,  preseason  physical 
examination  serves  three  distinct  functions: 
it  qualifies  the  physically  able;  it  identifies 
the  sport  for  which  the  participant  may  in- 
volve, and  it  initiates  treatment  for  correc- 
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tion  of  preexisting  deformity.  The  physical 
examination  may  be  performed  either  on 
an  individual  basis  or  as  a mass  screening 
examination  by  a single  physician  recog- 
nizing the  importance  of  the  musculoskeletal 
system  and  its  examination.  The  examina- 
tion is  most  important  in  preadolescent  or 
juvenile  period  — the  growing  years  — and 
becomes  less  important  throughout  the  late 
high  school  and  college  years.  The  physician 
who  performs  these  examinations  should 
understand  the  importance  of  the  examina- 
tion of  the  musculoskeletal  system ; more  im- 
portantly its  integrity  — particularly  for  the 
muscle  ligament  complex  — and  its  chrono- 
logical immaturity.  In  understanding  physi- 
cal immaturity,  a disqualifying  condition, 
for  example,  would  be  a small  spindly  youth 
with  very  relaxed  ligaments  who  would  be 
eliminated  from  contact  sports  at  age  eleven 
but  be  perfectly  fit  for  contact  sports  at 
age  fourteen  when  his  general  skeletal  and 
ligamentous  maturity  has  progressed,  his 
muscles  have  strengthened,  and  his  liga- 
ments have  tightened  with  a carefully  con- 
trolled physical  education  program.  A 
twelve  year  old  child  may  vary  in  physical 
maturity  throughout  the  physiological,  as 
well  as  chronological  ages  of  nine  to  fifteen. 
Physical  maturity  does  not  necessarily  apply 
to  body  size  alone,  but  as  well  with  musculo- 
skeletal development  and  coordination. 

This  physically  immature  mechanical  sys- 
tem of  relaxed  ligaments,  lack  of  true  mus- 
cular strength,  and  weak  rapidly  growing 
epiphyseal  growth  centers  may  contribute  to 
severe  bony  injury  from  very  minor  trauma, 
i.e.,  from  overloading  within  the  system  it- 
self. Because  of  rapid  growth,  the  epi- 
physeal growth  centers  are  the  weakest  por- 
tion of  the  preadolescent  osseus  structure. 
His  ligaments  are  much  stronger  than  his 
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bones  at  this  age  and  his  muscles  are  dis- 
proportionately weaker.  Coordination  is 
usually  poo  r.  Therefore  the  epiphyseal 
growth  centers  are  much  more  vulnerable 
and  more  easily  injured  with  resulting 
growth  deformity.  In  this  discussion  I 
would  like  to  give  a rough  example  of  type 
of  forces  with  which  we  are  dealing. 

With  contact  sports  such  as  football,  a 
120-pound  half  back  with  a four  step  start 
presents  himself  with  a knee  force  of  ap- 
proximately 720  foot  pounds.  Added  to  this 
is  an  increment  of  forces  developed  by  the 
mass  and  velocity  of  an  additionally  rapidly 
approaching  player.  One  must  keep  in 
mind  that  the  force  is  equal  to  mass  times 
the  acceleration.  These  forces,  if  improper- 
ly directed  and  concentrated  can  easily  pro- 
duce a tibial  fracture  or  epiphyseal  separa- 
tion.6 The  somatic  type  can  be  identified  as 
to  whether  there  is  a fat,  stocky  endomorph ; 
thin  elongated  ectomorph ; or  the  more 
muscular  coordinated  athletic  type  meso- 
morph. Muscular  strength  can  be  evaluated 
by  gross  testing  observation.  Physical  ma- 
turity can  therefore  be  classified  on  an 
examination,  and  the  players  can  be  properly 
matched  so  that  musculoskeletal  structures 
will  not  be  overwhelmed  by  forces  too  great 
to  be  withstood  by  underdeveloped  muscles, 
excessively  strong  ligaments  and  weak  epi- 
physeal centers  in  the  uncoordinated  partici- 
pant. 

Examination  of  joint  motion  can  be  per- 
formed grossly,  and  limitation  of  motion  can 
be  recognized  as  easily  by  the  coaching 
staff  as  that  by  the  examining  physician. 
An  illustration  of  this  is  the  individual  who 
is  quite  tight  and  unable  to  touch  his  fingers 
to  the  floor  or  even  slightly  beyond  his 
knees.  This  person  should  certainly  be 
placed  on  flexibility  exercises  for  stretching 
the  hamstrings  and  lumbar  fascia  to  im- 
prove his  performance.  This  is  in  contrast 
to  the  very  lithe  individual  wrho  has  excellent 
flexibility  and  perhaps  needs  additional 
strength.  It  should  further  be  recognized  by 
the  coaching  staff  that  often  when  partici- 
pants lack  flexibility  something  can  be  in- 
herently wrong  in  the  low  back.  One  of  the 
earliest  signs  of  spondylolisthesis,  (a  defect 
in  the  normal  osseous  structure  of  a verte- 
bral body),  is  hamstring  tightness.  Further, 


when  joint  incongruity  exists  there  generally 
is  limitation  of  motion  as  one  of  the  earliest 
signs.  It  is  as  important  in  the  screening 
examination  to  recognize  disqualifying  de- 
fects as  it  is  to  understand  definitely  recog- 
nized defects  which  may  initially  appear 
detrimental  on  the  screening  examination, 
but  with  a thorough  study,  including  ap- 
propriate roentgenograms,  can  be  classified 
as  nonharmful.  The  individual  therefore  can 
be  guided  into  a sport  in  which  he  may 
compete  without  harm  to  himself.  Thus,  a 
very  important  concept  is  that  a patient 
with  a minor  skeletal  defect  may  safely 
participate  in  a sport  of  his  choice  after  a 
thorough  evaluation  and  consultation  with 
his  parents,  physician  and  coach.  For  ex- 
ample, I recently  saw  a boy  with  Schuer- 
mann’s  disease  (round  back)  who  is  a sopho- 
more at  a local  high  school  who  runs  a 4- 
minute,  50-second  mile,  and  participates  very 
easily  and  well  in  cross-country.  This  young 
lad  was  placed  in  a Milwaukee  brace  for 
correction  of  his  spinal  deformity  and  was 
unable  to  participate,  of  course,  in  contact 
sports  but  was  able  to  participate  in  swim- 
ming and  continue  in  cross-country  in  his 
brace.  I noted  not  only  the  patient’s  muscu- 
loskeletal defect  but  as  well  his  competitive 
desire  for  participation,  and  thus  it  would  be 
a mistake  to  eliminate  athletic  participation 
for  this  person.  But  we  can  further  guide 
this  patient  in  athletic  participation  which 
is  nonharmful,  and  in  fact  would  help  his 
disease  problem  through  muscle  strengthen- 
ing. 

Absolute  disqualifying  conditions  for  con- 
tact athletics  are  illustrated  in  the  Table  l.7 
Temporary  disqualifying  conditions  of  a 
medical  nature  are  illustrated  by  Table  2.7 
Further,  athletic  injuries  which  are  tempor- 
arily disqualifying  and  in  which  often  the 

Table  1 

DISQUALIFYING  CONDITIONS 
(Absolutes) 

Absent  organs  (i.e.,  eye  or  kidney) 

Blood  dyscrasias 
Cardiac  disease 
Unrepaired  hernia 
Myopia 

Physical  immaturity 

From  Naughton  John : Active  preseason  evaluation  of 

prospective  athletes.  In  American  Academy  of  Orthopaedic 
Surgeons : Symposium  on  Sports  Medicine,  St.  Louis,  1969, 
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gym  teacher  insists  that  the  individual  par- 
ticipate are  illustrated  in  the  following 
Tables  3 and  4. 

The  second  fundamental  concept  is  that 
of  physical  conditioning  and  certainly  the 
technique  of  running,  increasing  the  cardio- 
pulmonary reserve,  is  a very  basic  funda- 
mental concept  of  assisting  and  improving 
adequate  conditioning. 

The  well  proven  concepts  of  Colonel  Ken- 
neth H.  Cooper,  U.S.A.F.,8  Dr.  Kenneth  Rose, 
University  of  Nebraska,  with  the  grading 
of  physical  fitness  with  certain  runs, 
changes  with  pulse  rate,  one  can  scientifical- 
ly and  physiologically  administer  evaluation 
tests  to  participants.  This  is  within  the 
coach’s  and  the  gym  teacher’s  responsibility. 

Table  2 

DISQUALIFYING  CONDITIONS 
(Temporary) 

Acute  infections 
Convulsive  disorders 
Asthma 

Untreated  or  active  tuberculosis 
Uncontrolled  diabetes  mellitus 

From  Naughton,  John : Active  preseason  evaluation  of 

propsective  athletes.  In  American  Academy  of  Orthopaedic 
Surgeons : Symposium  on  Sports  Medicine,  St.  Louis,  1969, 
The  C.  V.  Mosby  Co. 

Table  3 

TEMPORARY  DISQUALIFYING  ATHLETIC 
INJURIES 
(Upper  Extremity) 

Shoulder  joint Fracture,  dislocation 

Acromioclavicular 

joint Fracture,  dislocation 

Elbow Fracture,  dislocation 

Wrist Fracture,  severe  strain 

Fingers  and  Hand Fracture,  dislocation 

Thumb Fracture,  dislocation 

Table  4 

TEMPORARY  DISQUALIFYING  ATHLETIC 
INJURIES 
(Lower  Extremity), 

Thigh Severe  contusion 

Hamstring Severe  strain 

Knee Partial  complete  liga- 

mentous strain 

Calf Severe  contusion  with 

swelling 

Calf  Muscles Partial,  complete  rupture 

Achilles  tendon Severe  strain,  rupture 

Ankle Fracture,  dislocation, 

severe  sprain 

Toe Fracture,  dislocation 


It  has  been  shown  repeatedly  that  indi- 
viduals with  superior  conditioning  are 
stronger,  better  coordinated,  and  less  sub- 
ject to  injury.  Conditioning  depends  on 
properly  guided  muscle  development  and  pro- 
grams individualized  to  develop  the  proper 
cardiopulmonary  reserve.  This  can  be  pro- 
duced by  progressive  running  programs. 

Muscle  development  is,  and  can  be,  ob- 
tained by  loading  the  muscles  and  pressing 
activity  beyond  the  threshhold  of  fatigue. 
This  is  an  important  concept  in  increasing 
muscular  strength  by  use  of  weights  beyond 
what  the  participant  could  intially  perform. 
Muscular  hypertrophy  follows  in  the  same 
way  that  progressive  resistive  exercises  in- 
crease muscle  strength  within  our  physical 
therapy  departments,  but  here  attention 
should  be  directed  to  the  body  as  a whole 
rather  than  to  one  individual  muscle  group. 
Simple  repetitive  actions  alone  give  endur- 
ance but  do  not  provide  muscular  strength. 
Once  again,  the  importance  of  progressive 
resistive  exercises  through  weight  lifting 
will  increase  muscle  hypertrophy.  The  old 
concept  that  muscular  hypertrophy  secon- 
dary to  resistive  exercises  produces  marked 
loss  of  flexibility  has  proven  to  be  untrue 
with  the  addition  of  flexibility  exercises. 

Different  sports  require  different  domi- 
nant sets  of  muscles;  different  programs 
should  be  geared  for  this  muscular  develop- 
ment and  flexibility  should  be  encouraged. 
Exercises  which  prove  to  be  harmful,  such 
as  the  duck  walk  which  tends  to  injure  knee 
cartilages,  and  sretch  collateral  ligaments  of 
the  knee  should  be  avoided. 

The  third  fundamental  concept  concerns 
itself  with  coaching.  The  well-trained  play- 
er moves  automatically  depending  upon  his 
training  and  instinct,  as  well  as  conditioning. 
Individuals  with  superior  training  are  less 
subject  to  injury.  As  the  training  program 
proceeds  the  athlete  develops  a rhythm  of 
muscular  action  which  allows  him  to  ac- 
complish h i s activity  without  thinking. 
Proper  conditioning  programs,  both  for  the 
cardiopulmonary  reserve,  — such  as  run- 
ning, — as  well  as  muscular  development, 
such  as  progressive  resistive  exercises  — 
overloading  the  muscles  — pressing  beyond 
the  threshhold  of  fatigue,  should  be  individu- 
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ally  tailored,  whether  they  are  in  the  third  or 
fourth  grade  gym  class  or  whether  they  are 
on  the  football  field  as  juniors  and  seniors 
in  high  school.  Individual  motivation  is 
further  rather  nebulously  involved  with  the 
third  fundamental  concept  and  this  rather 
‘nebulous’  term  is  what  makes  successful 
coaches.  Psychological  training  is  important 
and  goes  hand  in  hand  with  individually 
tailored  athletic  development  programs. 

The  fourth  fundamental  concept  is  that 
of  playing  surface,  bumpy  playing  surfaces 
where  holes  and  hills,  valleys,  etc.,  are  pres- 
ent. Deep  grass  will  bind  cleats  on  shoes 
producing  knee  injuries.  Shallow  high  jump 
and  pole  vault  pits  can  break  necks.  Over- 
zealously  waxed  gym  floors  will  produce 
ankle  strains.  Activities  should  be  tailored  to 
play  grounds  with  rough,  irregular  stony 
grit  surfaces  that  are  basically  unstable. 

The  fifth  fundamental  concept  is  that  of 
protective  equipment.  Proper  fitting  as 
well  as  the  proper  actual  use  of  the  equip- 
ment is  an  every  day,  never  ending  job  of 
the  coach. 

The  sixth  fundamental  concept  is  that  of 
athletic  taping.  It  should  be  noted  that 
the  incidence  of  ankle  sprains  are  consid- 
ered to  be  approximately  ten  times  greater 
among  players  who  have  not  been  taped 


as  among  those  who  have  been  taped.5  Ad- 
hesive knee  strapping  is  a questionable 
prophylaxis  in  ligamentous  injuries  of  the 
knee  although  the  correct  use  of  shoes  and 
the  playing  surface  is  of  importance  in  pre- 
vention of  ligamentous  injuries  of  the  knee. 
Basic  understanding  of  athletic  taping  is  of 
importance  in  preventing  athletic  injuries. 

In  conclusion,  I have  attempted  to  present 
a program  for  the  prevention  of  the  juvenile 
and  adolescent  athletic  injury,  as  well  as 
to  call  attention  to  the  need  for  prevention 
of  athletic  injuries.  These  suggestions  will 
result  in  better  athletic  participation  for  our 
young  people. 
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A Ten-Year  Survey  of  Suicide 
In  Omaha-Douglas  County,  Nebraska* 


PART  I 

THROUGH  the  ages  man  has 
managed  to  find  reasons  for 
committing  suicide  with  ap- 
parently unavoidable  ease  and  regularity. 
The  magnitude  as  well  as  the  emotional  im- 
pact of  this  act  of  deliberate  self-destruction 
has  forced  it  on  the  minds  of  clinicians,  sta- 
tisticians, legislators,  literary  and  journal- 
istic writers,  philosophers,  theologians,  ju- 
diciary, social  and  behavioral  scientists.  An 
admittedly  incomplete  bibliography  compiled 
by  Farberow  and  Schneidman  lists  over  2000 
references  published  between  1897  - 1957. 1 
According  to  Dahlgren’s  estimate  as  early 
as  in  1945,  there  were  approximately  4000 
published  works  dealing  with  the  subject.2 
Despite  such  extensive  efforts,  the  real  forces 
behind  this  behavior  have  escaped  identifica- 
tion and  effective  intervention.  However, 
focusing  of  scientific  attention  on  this  prob- 
lem is  of  recent  origin,  and  long  standing 
attitudes  in  regards  to  suicide  reflect  an 
almost  schizophrenic  confusion.3’ 4 Prior  to 
the  present  century,  reaction  to  this  form 
of  human  behavior  was  based  largely  on 
legal,  moral,  theological,  and  philosophic  con- 
siderations. In  ancient  Athens  and  medieval 
Japan  it  was  practiced  as  a method  of  capital 
punishment.  Recently,  in  South  Vietnam, 
it  was  practiced  as  a self-sacrifice  for  politi- 
cal end;  in  Japan,  as  expiation  for  defeat. 
Some  religious  groups  in  the  Far  East 
seek  self  - purification  and  self  - glorification 
through  suicide.  On  the  other  hand,  mono- 
theistic religions  look  upon  suicide  as  an  act 
against  God  and,  at  times,  sufficient  rea- 
son for  denial  of  proper  burial.  The  legal 
attitude  also  has  been  variable.  At  least 
under  certain  circumstances,  Roman  law  con- 
demned it  as  a crime  against  the  state.  Eng- 
lish common  law  identified  it  as  a crime 
against  the  person.  Until  as  recently  as 
1961,  in  England  and  Wales,  survivors  of 
suicide  attempts  were  subj  ect  to  prosecu- 
tion. In  some  states  in  this  country,  as  in 
Washington  (revised  code  1951)  and  North 
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Dakota  (revised  code  1943)  suicide  attempt 
is  still  a violation  of  the  statutes.  New 
York  state  statutes,4  while  specifically  re- 
pudiating the  criminal  nature  of  such  be- 
havior, refer  to  it  as  a “grave  public  wrong.” 
These  various  attitudes  may  reflect  some 
emotionally  over-determined  reactions.  How- 
ever, they  also  appear  to  reflect  a pragmatic 
recognition  of  some  of  the  psychological 
forces  behind  suicide.  Some  of  our  recently 
acquired  insights  into  the  psychodynamics 
of  this  highly  personal  act  describe  it  as  an 
act  of  aggression  against  others  and  sociolo- 
gists see  it  as  an  act  of  defiance  of  collective 
authority.2  Clinically,  the  issue  of  its  rela- 
tion to  mental  illness,  even  though  widely 
claimed,  awaits  further  scientific  documen- 
tation. The  clinician  still  looks  upon  suicide 
as  an  understandable  but  seemingly  unneces- 
sary and  even  avoidable  form  of  death.  Yet, 
efforts  to  prevent  it  are  empirically  based 
and  difficult  to  evaluate.  Community  pro- 
grams for  suicide  prevention  still  rely  heav- 
ily on  providing  personal  support  and  inter- 
vention for  those  who  identify  themselves 
as  entertaining  thoughts  of  suicide. 

In  suicide  studies  today,  two  major  trends 
are  identifiable.  (1)  At  the  clinical,  psycho- 
dynamic and  psychopathological  level,  there 
is  a search  for  the  distinguishing  character- 
istics of  the  individual  who  kills  himself ; 
or  in  other  words,  the  qualities  differentiat- 
ing him  from  all  others.  A large  number 
of  investigations  in  this  group  focus  on 
either  a few  individuals  or  on  only  selected 
populations,  such  as  patients  from  clinics 
and  hospitals  or  members  of  the  armed  forces 
and  veterans.  Such  studies  do  provide  valu- 

*This  study  w-as  conducted  jointly  with  the  Omaha-Douglas 
County  Health  Department. 


June,  1972 


231 


able  but  only  partial  insight.  There  is  not 
sufficient  evidence  to  assume  that  these  are 
completely  representative  populations.  Also, 
even  if  such  common  characteristics  were 
identified  for  suicide  populations,  one  would 
still  need  the  general  distribution  of  the 
same  characteristics  in  the  general  population 
before  attaching  major  significance  to  them. 

(2)  At  the  social,  anthropological  level, 
it  appears  that  suicide  rates  are  variable 
among  different  population  groups,  time 
periods,  and  locations.  Assuming  that  these 
rate  variations  are  significantly  correlated 
with  other  characteristics  of  these  groups, 
periods,  and  places,  macroscopic  reviews  of 
the  detailed  distribution  of  suicide  are  under- 
taken. If  subsequently  these  variations  can 
be  correlated  with  other  identifiable  charac- 
teristics of  population  sub-groups,  cultures 
and  periods,  it  would  be  possible  to  formulate 
a more  sophisticated  conceptual  model. 

To  date,  neither  of  these  approaches  has 
proven  adequate  to  identify  factors  that  tip 
the  scale  in  favor  of  violent  self  destruc- 
tion when  some  of  the  necessary  conditions 
exist.  In  a number  of  epidemiological  studies 
some  attempts  to  relate  the  findings  of  the 
two  approaches  are  described.  This  group 
includes  studies  of  consecutive  suicides  in 
a given  population  over  a given  period  of 
time.  In  St.  Louis,  Robins  et  al  studied  con- 
secutive completed  suicides  in  the  city  and 
county  during  a twelve-month  period.5  Dor- 
pat  and  Ripley  evaluated  114  consecutive 
successful  suicides  in  King  County  during 
a twelve-month  period.6  Tuckman  and  Lovell 
analyzed  successful  suicides  in  Philadelphia 
over  a five-year  period.7  The  continuing  in- 
vestigation of  Farberow,  Schneidman,  and 
Litman  in  Los  Angeles  is  now  coupled  with 
a suicide  prevention  center  attempting  to 
utilize  knowledge  gained  so  far.8-9  In  this 
study,  we  have  attempted  to  describe  the 
phenomenon  of  suicide  as  it  occurs  in  Omaha- 
Douglas  County,  Nebraska. 

Method  of  Study 

Our  study  was  designed  as  an  incidence 
survey  and  statistical  analysis  of  deaths  by 
suicide  in  Omaha-Douglas  County.  To  ob- 
tain a large  enough  number  of  deaths  by 
suicide,  a ten-year  period  was  covered.  The 


years  1955  through  1964  were  selected  be- 
cause of  the  availability  of  detailed  census 
data  for  the  approximate  midpoint  in  the 
period  (U.S.  Census  I960).10  Only  deaths 
occurring  within  the  boundaries  of  Douglas 
County  and  recorded  as  suicide  by  the  coun- 
ty coroner’s  office  were  included.  Conse- 
quently, our  statistics  represent  a minimum 
and  probably  an  underestimate  of  actual  sui- 
cides. The  extent  of  the  error  cannot  be  de- 
termined. Our  data  are  limited  to  the  in- 
formation listed  on  the  death  certificate. 
Because  of  the  time  lapse  involved,  we  did 
not  try  to  locate  families  or  friends.  Also, 
no  attempts  were  made  to  search  police,  hos- 
pital, or  other  public  records  for  informa- 
tion about  these  suicides.  Consequently,  no 
correlation  of  these  deaths  with  physical  or 
psychiatric  ill  health  or  other  psychological 
factors  is  undertaken.  Also,  no  attempt  is 
made  to  compare  or  correlate  suicidal  deaths 
with  suicidal  attempts.  In  a subsequent 
study,  we  hope  to  supplement  these  data 
with  information  otherwise  available  from 
friends  or  relatives  and  in  public  record 
such  as  police  or  hospital  records  and  rec- 
ords of  physicians. 

Omaha-Douglas  County  represents  approx- 
imately one  fourth  of  the  population  of  Ne- 
braska. This  is  a largely  urban  population. 
According  to  the  1960  census,  of  the  343,490 
people  living  in  Douglas  County,  all  but  41,- 
892  lived  within  the  city  limits.  More  than 
half  of  the  others  lived  in  the  suburbs  con- 
tiguous with  the  city.  Even  though  the 
standard  metropolitan  area  covers  portions 
of  Sarpy  County  (Nebraska)  and  Pottawat- 
tamie County  (Iowa),  these  areas  are  not 
included  in  the  present  study.  Census  fig- 
ures for  1960  make  detailed  census  tract  data 
available  concerning  the  population  charac- 
teristics and  the  socio-economic  structure 
of  the  community.10  An  attempt  is  made  to 
correlate  these  findings  with  death  by  sui- 
cide. 

During  the  ten  years  covered  by  this  sur- 
vey, Omaha-Douglas  County  has  shown  a 
healthy,  expanding  economy.11  Its  popula- 
tion has  increased  by  approximately  87,000 
(29%).  Comparative  figures  from  the  1950 
and  1960  census  also  suggest  a slight  on- 
going shift  in  age,  sex,  and  racial  distribution 
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of  the  population.  These  shifts  do  not,  how- 
ever, appear  to  be  of  major  magnitude.  The 
Omaha  area  has  also  been  one  of  high  popula- 
tion mobility.  The  1955  residence  of  20%  of 
persons  (five  years  old  and  older)  living  in 
Douglas  County  in  1960  was  outside  the 
standard  metropolitan  area.  Similarly,  in 
Omaha  the  10  year  rate  of  out-migration  is 
estimated  at  30,000.  The  city  of  Omaha  has 
a large  downtown  and  older  section  of  high 


population  density  which  has  changed  little 
in  recent  years.  So  far,  there  have  been  no 
effective  urban  renewal  or  business  develop- 
ment efforts  in  this  section  of  the  city.  A 
1963  study  by  the  social  planning  unit  of 
United  Community  Services  describes  this 
central  area  as  an  “S”  shaped  belt  of  dilapi- 
dated housing  and  social  problems.12  Most 
of  the  growth  and  development  has  occurred 
in  the  suburban  fringe  and  peripheral  city. 
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Presidential  Address* 


At  this  time,  as  retiring  president  of  the 
Nebraska  Medical  Association,  I only  have 
two  official  duties  to  perform,  the  first 
of  which  is  the  traditional  address. 

Let  me  begin  by  expressing  my  heartfelt 
thanks  for  the  honor  of  allowing  me  to 
serve  these  past  twelve  months.  Words  alone 
seem  totally  inadequate  to  convey  my  grati- 
tude for  this  privilege  you  have  extended 
to  me  as  I represented  you,  my  colleagues 
and  peers,  on  the  national,  regional,  and 
state  scene.  I have  been  fortunate,  I think, 
to  retain  my  boyhood  love  affair  with  medi- 
cine, and  have  always  considered  physicians 
as  the  ultimate  servants.  This  past  year, 
my  life  was  raised  to  an  unexpected  plateau, 
as  I found  new  satisfaction  in  serving  those 
who  serve. 

There  can  be  no  doubt  that  I shall  miss 
the  obligations  of  this  office.  After  two 
years  of  exposure  to  the  programs  of  organ- 
ized medicine,  it  becomes  a way  of  life.  How- 
ever, new  ideas  and  new  programs  are  vital 
to  our  continued  progress,  and  I would  be 
less  than  honest  if  I failed  to  point  out  that 
I look  forward  with  eager  anticipation  to 
returning  again  to  caring  for  my  patients. 

The  past  can  only  serve  as  a springboard 
for  the  future,  and  I would  not  dwell  on  the 
subject  this  afternoon,  except  to  note  that 
during  the  past  year,  the  Nebraska  Medical 
Association  has  further  expanded  its  base, 
and  demonstrated  itself  as  an  organization 
responsive  to  the  needs  of  both  of  its  member- 
physicians  and  the  people  we  care  for. 

During  the  past  year,  we  have  put  together 
what  I feel  to  be  a very  comprehensive  pro- 
gram to  improve  the  malpractice  climate  in 
Nebraska.  This  has  taken  many  years,  the 
cooperation  of  one  of  the  largest  insurance 
carriers  in  the  nation,  and  the  assistance  of 
the  state  legislature. 

We  have  also  greatly  expanded  our  efforts 
in  the  field  of  public  relations,  an  area  which 
has  already  yielded  many  dividends. 

Nebraska’s  physicians  have  responded  to 
the  needs  and  desires  of  the  public  by  crea- 
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tion  of  a peer  review  mechanism  available 
to  all  third  party  carriers  and  the  public 
as  well  as  physicians.  This  committee  was 
created  to  resolve  disputes  which  may  arise, 
and  so  far  the  results  have  been  most  grati- 
fying. 

The  drug  abuse  problem  likewise  received 
the  attention  of  our  organization  during  the 
past  year.  In  recognition  of  the  complexity 
of  the  problem,  the  NMA  has  worked  with 
many  groups  inside  and  outside  of  medicine. 
There  are  no  proven  answers  for  this  tragic 
dilemma,  but  we  are  concerned,  and  we  are 
making  a committed  effort. 

Several  years  ago,  the  Nebraska  Medical 
Association  agreed  to  serve  as  grantee  in 
our  state  for  regional  medical  programs. 
This  past  year,  through  the  efforts  of  the 
policy  committee  and  the  board  of  directors, 
this  relationship  was  clarified  with  new 
written  areas  of  responsibility  and  new  per- 
sonnel policies.  Hopefully,  this  will  be  bene- 
ficial to  both  organizations. 

Those  of  you  who  attended  the  prayer 
breakfast  know  that  we  have  also  taken  a 
renewed  interest  in  the  relationship  of  medi- 
cine and  religion.  I feel  our  committee  on 
these  two  disciplines  will  bear  an  increasing 
responsibility  in  the  future  as  the  complex- 
ity of  medicine  increases. 

Certainly,  these  new  programs  are  in  their 
infancy,  and  some  growing  pains  are  to  be 
expected  as  they  mature  into  their  full 
fledged  roles  of  responsibility,  but  each  I am 
sure  will  result  in  better  medical  care  for 
all  Nebraska  residents. 

In  order  to  keep  these  new  programs  in 
proper  perspective,  we  must  remember  that 
they  are  all  in  addition  to  the  work  of  com- 
mittees set  up  by  my  predecessors.  I feel 
this  blend  of  the  old  and  new  offers  our 

*Piesented  at  the  104th  Annual  Session  of  the  NMA,  May 
3,  1972. 
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medical  association  an  excellent  organization- 
al base  for  coping  with  the  future,  but  our 
greatest  asset  is  and  will  continue  to  be  the 
physicians  speaking  out  with  a collective 
voice  through  the  NMA  House  of  Delegates. 

Rather  than  offer  here  any  review  of  spe- 
cific problems  facing  physicians  and  organ- 
ized medicine,  I hope  you  will  bear  with  me 
a few  minutes  longer  while  I expound  a 
little  personal  philosophy.  Just  a year  ago 
one  of  my  friends  gave  me  a wise  piece 
of  advice  when  he  said,  “Just  remember, 
there  are  no  problems,  but  only  opportun- 
ities.” With  this  in  mind,  I’m  sure  we  all 
realize  today  that  our  opportunities  are  not 
only  knocking,  but  banging  the  door  down. 
Nevertheless,  I have  every  confidence  these 
opportunities  will  be  seized,  and  the  prob- 
lems solved.  No  one  here  today  should  need 
any  discourse  on  the  specific  issues,  but 
there  are  some  things  we  haven’t  said.  At 
least  we  haven’t  said  them  as  loudly  or  as 
clearly  as  we  might. 

America  today,  including  Nebraska,  is  in 
a metamorphosis,  a state  of  flux  if  you 
will.  Old  standards  and  truisms  are  being 
challenged  throughout  our  state  and  nation, 
with  a resulting  polarization  of  viewpoints 
among  some  and  the  vast  majority,  of  our 
citizens  including  physicians,  occupying  some 
point  on  the  spectrum  between  the  far  left 
and  the  far  right.  I would  like  to  take  a 
few  moments  here  to  bring  you  some 
thoughts  on  this  theme  as  it  pertains  to  mat- 
ters of  health,  organized  medicine,  and  medi- 
cal care. 

I have  already  alluded  to  the  fact  that  so- 
ciety has  only  one  dependable  character- 
istic — change.  Society  will  change  and 
that  change  has  already  begun.  Our  purpose 
in  organized  medicine  is  to  be  sure  that  the 
practicing  physician  has  a strong  input  to 
that  change.  Only  in  this  way  can  we  pro- 
tect those  who  dispense  medical  care  and 
those  who  need  our  services. 

If  physicians  are  to  be  heard  at  all,  they 
must  speak  through  their  own  organizations 
at  the  local,  state,  and  national  levels. 
While  any  organization  as  large  as  the  NMA 
must  provide  for  different  viewpoints  and 
various  philosophies,  we  must  also  maintain 


our  goals  and  unity  of  purpose.  Organized 
medicine  today  is  involved  in  a wide  range 
of  activities.  Some  very  difficult  decisions 
need  to  be  made  in  the  near  future,  and  we 
cannot  afford  the  luxury  of  viewing  any  one 
field  — such  as  socioeconomic  issues  — with 
tunnel  vision  to  the  exclusion  of  other  areas 
of  concern. 

During  the  past  35  years,  the  world’s 
knowledge  of  medicine  has  doubled.  All  the 
accumulated  advances  of  medicine  since  the 
beginning  of  time  have  increased  100%  since 
1937.  We  in  the  United  States,  as  in  the 
rest  of  the  world,  are  experiencing  difficulty 
assimilating  this  knowledge.  We  also  are 
having  difficulty  distributing  it  to  meet  the 
public’s  insatiable  appetite  for  increased 
medical  services,  and  there  have  been  vol- 
umes produced  on  who  has  the  responsibility 
for  improving  the  availability  of  this  vast 
store  of  scientific  knowledge.  Where  does 
today’s  typical  physician  stand  in  this  milieu. 

First  of  all,  I think  we  need  to  keep  our 
own  thinking  straight  and  make  it  crystal 
clear  to  everyone  else,  that  we  carry  the  dual 
role  of  physician  and  citizen.  Many  subjects 
being  discussed  today  as  health  problems  are 
not  medical  problems.  Poverty,  nutrition, 
housing,  education,  and  pollution  all  repre- 
sent areas  of  concern  for  me  as  a citizen,  but 
I reject  them  as  being  my  sole  or  major  re- 
sponsibility as  a physician.  I do  believe  this 
dual  role  of  the  physician,  however,  gives 
him  a unique,  unparalleled  capability  to 
evaluate  both  the  appropriateness  and  effec- 
tiveness of  social  as  well  as  medical  pro- 
grams. Certainly  the  physician  is  best  able 
to  judge  whether  an  individual  needs  a hot 
meal  and  warm  bed,  or  medication. 

I believe  physicians  have  long  recognized 
the  right  of  everyone  to  have  access  to  good 
medical  care.  The  long  history,  before  the 
days  of  Medicare  and  Medicaid,  of  physicians 
donating  their  services  to  the  needy,  bears 
adequate  testimony  to  this  fact.  Most  physi- 
cians in  this  room  today  can  recall  person- 
ally many  hours  of  dedicated  treatment  they 
have  given  without  thought  of  payment  of 
any  kind.  However,  while  we  favor  access 
to  medical  service  for  all,  we  must  at  the 
same  time  recognize  the  responsibility  of  the 
patient  for  his  well  being.  During  1969,  al- 
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most  two  thirds  of  the  deaths  in  the  United 
States  were  due  directly  to  causes  over 
which  the  physician  has  no  control,  or  else 
they  contained  a large  contributing  element 
which  only  the  patient  himself  could  do  any- 
thing about. 

One  more  area  concerns  me  as  having  re- 
ceived more  heat  than  light  in  the  past.  We, 
as  physicians,  are  sometimes  described  as 
“being  against  everything.”  As  individuals 
and  through  organized  medicine  it’s  true  we 
have  opposed  some  of  the  social  programs 
advanced,  but  I think  I have  already  ex- 
plained why.  The  semantics  of  this  opposi- 
tion however  does  need  emphasis.  By  this 
I mean  we  need  to  state  more  clearly  ex- 
actly what  we  oppose. 

To  begin  with,  we  are  not  against  sub- 
sidized care  for  the  needy,  but  we  are  against 
control  of  the  practice  of  medicine  by  gov- 
ernment or  any  other  group.  While  we  sup- 
port the  concept  of  an  increased  quantity 
of  medical  care,  we  do  oppose  those  programs 
which  would  decrease  the  quality  of  that 
care. 

Catastrophic  health  insurance  is  a pro- 


gram which  the  House  of  Delegates  of  the 
AMA  has  formally  endorsed,  but  we  find 
ourselves  opposed  to  those  who  would  define 
catastrophe  in  such  a way  that  this  proposal 
becomes  a backdoor  approach  to  national 
health  insurance. 

If  a might  draw  a couple  of  analogies  here, 
I would  point  out  that  physicians  are  not 
against  smoking  or  the  tobacco  industry,  but 
we  do  oppose  carcinoma  of  the  lungs  and 
bronchitis.  We  are  also  not  opposing  the 
farmer  or  grocer  when  we  speak  out  against 
obesity,  but  we  feel  we  must  fight  heart  dis- 
ease, diabetes,  and  hypertension. 

I think  what  I’m  trying  to  say  comes  very 
close  to  the  motto  of  the  Sierra  Club  which 
is  “not  blind  opposition  to  progress,  but  op- 
position to  blind  progress.” 

It’s  true  I have  no  problems,  but  I do  have 
opportunities.  I also  do  not  have  guaran- 
teed answers,  but  I have  many  options.  And 
I don’t  have  a crystal  ball,  but  I do  have 
confidence. 

I thank  you  for  your  kind  attention  this 
afternoon. 
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Between  Cases 


Section  On  Statistics. 

The  number  of  physicians  in  the  world  is 
estimated  to  be  at  least  1.5  million. 

Quote  Unquote. 

“The  superior  man  hates  the  crime,  but  not 
the  offender.” 

Attributed  to  Confucius. 

Words  We  Can  Do  Without. 

Initially 

Drug  culture 

Categorically 

Empathy.  There  is  such  a word,  but 
there’s  little  need  for  it,  and  it’s  never 
used  right,  anyway. 

Profile.  I heard  of  a mathematician  who 
derived  the  equation  for  his  wife’s  pro- 
file. It’s  all  right  for  faces,  but  not  for 
diseases.  I’ve  looked  it  up  in  my  nice 
big  old  dictionary,  and  I’m  right. 


The  Chart. 

“Within  the  range  of  200.” 

Poetry  Department. 

“If  joy  and  duty  clash 
Let  duty  go  to  smash.” 

Rebecca  of  Sunnybrook  Farm,  I 
think;  the  thought  is  delightful. 

Weasel  Words. 

Uncertain.  “Systolic  murmur  of  uncertain 
origin.” 

Except  for.  The  physical  examination  is 
completely  negative;  then  comes  “ex- 
cept for.” 

The  Diagnosis. 

“No  disease,  manifested  by  healing  super- 
ficial skin  lesion.” 


— F.C. 


Wash  ingtoNo  tes 


Health  maintenance  organizations 

The  American  Medical  Association  has 
urged  Congress  to  observe  a “flashing  yel- 
low light  of  caution”  before  rushing  into 
large-scale  HMO  programs. 

Testifying  before  the  House  Subcommit- 
tee on  Health  and  Environment  were  John 
R.  Kernodle,  M.D.,  Burlington,  N.C.,  vice 
chairman  of  the  AMA  Board  of  Trustees, 
and  Russell  B.  Roth,  M.D.,  Erie,  Pa.,  speak- 
er of  the  Association’s  House  of  Delegates. 


Health  insurance 

House-Senate  differences  and  time  pres- 
sures may  well  stall  congressional  action  this 
year  on  the  three  major  health  measures  be- 
fore the  lawmakers  . . . national  health  insur- 
ance, health  maintenance  organizations 


(HMOs),  and  the  Social  Security  Amend- 
ments to  medicare  and  medicaid. 

The  medicare-medicaid  amendments  (H.R. 
1)  which  contain  the  professional  standards 
review  organization  plan  (PSRO)  ; medi- 
care for  the  disabled,  and  other  amendments 
to  the  Social  Security  law,  seem  to  face  a 
rocky,  uphill  road  in  the  Senate.  One  of  the 
many  controversial  measures  in  the  bill  is 
Senator  Long’s  (D.-La.)  catastrophic  protec- 
tion measure. 

Not  yet  quite  counted  out  this  year  are  the 
HMO  proposals  in  both  the  Senate  and 
House.  Senator  Edward  Kennedy  (D.- 
Mass.)  insists  he  will  push  hard  and  swiftly 
for  his  sweeping  HMO  plan,  but  Administra- 
tion and  House  health  lawmakers  view  Ken- 
nedy’s plan  as  too  expensive  and  too  rigid. 

The  Administration  says  the  Kennedy 
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HMO  bill  could  cost  individuals  $600  a year, 
a family  of  four,  $2,400.  The  Kennedy  plan 
was  also  criticized  for  the  scope  of  benefits 
proposed  and  for  too  rigid  requirements  on 
what  makes  up  an  HMO  by  HEW  Secretary 
Elliot  Richardson. 

Kennedy’s  bill  would  go  beyond  the  Ad- 
ministration bill  by  requiring  that  HMOs 
provide  mental  health  and  dental  care  among 
other  benefits. 


X-ray  for  TB 

Mobile  x-ray  equipment  should  not  be  used 
for  general-population  surveys  for  tubercu- 
losis and  other  chest  diseases,  says  a state- 
ment by  the  American  College  of  Chest 
Physicians,  American  College  of  Radiology, 
and  the  Food  and  Drug  Administration. 

The  new  policy  was  indicated  “in  large 
part  by  the  fact  that  tuberculosis  is  now 
almost  nonexistent  in  many  regions  of  the 
country,”  said  Merlin  K.  DuVal,  M.D.,  HEW 
Undersecretary  for  Health  and  Scientific  Af- 
fairs. “The  use  of  mobile  equipment,  which 
requires  relatively  higher  levels  of  x-ray  ex- 
posure than  fixed  equipment,  simply  cannot 
be  justified.” 

The  new  policy  recommends  full  size  x-ray 
film  when  x-ray  screening  of  selected  popu- 
lation groups  is  essential.  The  recommenda- 
tion is  intended  to  discourage  the  use  of 
photofluorographic  equipment  that  uses  a 
fluoroscope  screen  in  combination  with  minia- 
ture photographic  film. 

Drug  abuse 

Federal  researchers  reported  that  find- 
ings from  recent  national  surveys  challenge 
the  view  that  the  prescribing  habits  of 
American  physicians  may  contribute  to  the 
rising  incidence  of  drug  abuse. 


In  the  study,  43  percent  of  the  males  and 
54  percent  of  the  females  who  had  used  pre- 
scription psychotherapeutic  drugs  during  the 
past  year  had  a high  level  of  psychic  distress, 
indicating  treatment  had  been  necessary. 

Other  general  findings  include: 

— No  evidence  for  claims  that  Americans 
are  chronic  users  of  psychotherapeutic 
drugs. 

— Americans  are  conservative  in  their  at- 
titudes toward  using  tranquilizers.  Most 
agreed  that  doctors  prescribe  such 
drugs  more  than  they  should,  and  held 
it  is  better  to  use  willpower  to  solve 
problems,  which  tranquilizers  may  cover 
up. 

— Despite  national  differences,  the  rate  of 
prescriptions  filled  in  the  U.S.  is  similar 
to  rates  found  in  several  European  coun- 
tries. That  is  slightly  more  than  five 
prescriptions  per  person  per  year. 


The  armed  forces 

In  the  hope  of  retaining  and  attracting 
sufficient  numbers  of  physicians  in  the 
armed  forces  without  resorting  to  a continu- 
ation of  the  physician  draft,  the  Administra- 
tion offered  Congress  a special  pay  program 
under  which  military  physicians  could  earn 
above  $40,000  a year. 

Under  the  plan,  the  military  services  are 
authorized  to  give  physicians  as  much  as 
$17,000  a year  in  extra  pay.  This  would  be 
on  top  of  $350  a month  above  the  base  pay 
for  their  rank  after  two  years  of  service. 

The  bill  also  provides  that  public  health 
service  commissioned  corps  officers  could 
receive  up  to  four  months  additional  pay  per 
year  over  their  military  rank  salary  for  sign- 
ing up. 
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The  Letter  Box 

Dear  Doctor  Cole: 

As  a subscriber  to  all  of  the  Midwestern 
state  medical  journals,  I have  a certain 
amount  of  perspective  as  to  what  is  being 
written. 

The  Nebraska  Medical  Journal  is  always 
interesting,  and  I particularly  enjoy  your 
editorials. 

Sincerely, 

George  T.  Britton,  M.D. 

3158  Des  Plaines  Ave.,  #110 

Des  Plaines,  Illinois  60018 

Dear  Frank: 

I like  your  idea  of  submitting  the  statistics 
on  the  Mobile  Heart  Unit  after  its  first  year 
of  operation  as  a “Letter  to  the  Editor.” 

After  the  first  12  months  of  operation, 
126  patients  were  seen  and  treated  by  the 
Mobile  Heart  Team  of  Lincoln,  Nebraska. 
Fifty-two  of  these  patients  were  proved  to 

Down  Memory 

1.  Just  as  the  credit  for  the  first  ovari- 
otomy, nephrectomy  and  appendectomy  be- 
longs to  America  so  the  credit  for  the  first 
surgical  intervention  for  gallstones  belongs 
here  also. 

2.  First,  why  do  we  have  these  various 
“joint  crackers”  and  “healers”  and  who  is 
responsible  for  their  existence. 

3.  The  journals  devoted  exclusively  to  ob- 
stetrics and  gynecology  take  up  most  of  their 
space  with  the  rarer  complications  encoun- 
tered by  those  practicing  this  art. 

4.  From  a prophylactic  standpoint,  the 
breast  offers  a greater  opportunity  for  the 
eradication  of  malignancy  than  does  any 
other  organ  except  the  skin  and  possibly  the 
cervix. 

5.  The  Women’s  Medical  League  of  Ne- 
braska is  planning  a fall  meeting  with  a 
scientific  program. 


have  had  a myocardial  infarction  or  severe 
angina.  Eight  of  these  52  patients  with  a 
myocardial  infarction  had  a cardiac  arrest 
and  were  successfully  treated  by  the  Mobile 
Heart  Team  before  they  reached  the  hospital. 
Thus,  8 out  of  52  patients  with  a myocardial 
infarction  over  the  past  12  months  in  the 
Lincoln  area  developed  cardiac  arrest  before 
reaching  the  hospital,  were  seen  and  treated 
by  the  Mobile  Unit,  and  survived.  Another 
10  patients  were  seen  and  treated  for  cardiac 
or  respiratory  arrest,  and  of  these  10  pa- 
tients, 3 survived.  These  statistics  would 
suggest  that  the  Mobile  Unit  has  been  very 
useful,  and  it  is  planned  to  increase  the  cov- 
erage from  8 to  16  hours  per  day. 

I appreciate  your  interest  in  making  these 
figures  known  to  the  readers  of  the  Nebras- 
ka Medical  Journal  as  I believe  they  are  im- 
portant. 

Sincerely, 

Stephen  W.  Carveth,  M.D. 


6.  That  conditions  are  changing  in  the 
practice  of  medicine  is  a truism. 

7.  No  matter  of  outstanding  importance 
was  before  the  house. 

8.  We  believe  that  there  will  be  no  remis- 
sion in  deaths  due  to  cancer  of  the  breast 
until  physicians,  and  through  them  the  laity, 
are  brought  to  realize  that  the  only  way  to 
treat  the  disease  is  by  eliminating  precan- 
cerous  conditions. 

9.  Anthrax  infection  by  means  of  shav- 
ing brushes  is  commanding  medical  attention. 

10.  It  is  obvious  that  the  coincidence  of 
almost  any  acute  abdominal  disturbance,  par- 
ticularly if  one  sided,  with  menstruation 
might,  on  occasion,  suggest  ectopic  pregnan- 
cy. 

Nebraska  State  Medical  Journal 
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Address  to  Woman's  Auxiliary* 


I am  happy  to  be  with  you  all  today  and  to 
bring  greetings  from  your  national  organ- 
ization. Thank  you  for  inviting  me  to  be  a 
part  of  your  convention.  I have  enjoyed 
knowing  some  of  your  fine  members  who 
have  worked  on  the  national  level,  and  some 
who  have  attended  our  national  meetings. 
We  as  doctors’  wives  should  be  committed  to 
helping  our  husbands  through  auxiliary  pro- 
grams and  projects. 

There  is  a story  about  a chicken  and  a 
pig  that  were  walking  down  main  street  one 
beautiful  July  4th  morning.  They  had  just 
watched  the  town  parade,  and  were  excited 
about  the  day’s  activities  — when  they  passed 
a restaurant  with  a sign  in  the  window  — 
Ham  and  Eggs  — 99c  special  — the  chicken 
became  very  elated  and  thought  this  was  a 
great  idea  for  the  holiday  — but  the  pig 
became  very  annoyed  and  silent.  Finally  the 
chicken  asked  the  pig  what  was  the  matter, 
and  the  pig  replied,  “you  can  get  excited. 
For  you  it  is  a kind  of  donation.  For  me, 
a total  commitment.” 

You  county  presidents  and  presidents-elect 
may  feel  that  way  at  times  this  year,  but 
we  do  need  you  and  all  your  members  com- 
mitted to  improving  the  quality  of  life  for 
all  people. 

Auxiliary  programs  and  projects  provide 
excellent  training  for  community  leadership 
in  other  health  - related  organizations.  In 
April  we  cosponsored,  with  the  AMA,  a 
health  education  conference  in  Chicago  for 
leaders  of  national  organizations  who  have 
health-related  committees.  They  have  helped 
in  planning  the  conference  and  hopefully  will 
suggest  to  their  membership  that  the  medical 
auxiliary  can  provide  information  and  help 
on  the  local  level.  Physicians’  wives  can  be 
a real  extension  of  organized  medicine  in 
their  communities  by  expressing  medicine’s 
point  of  view. 

The  medical  society  must  keep  an  eye  on 
legislation  — complicated  government  medi- 
cal programs : relationships  with  hospitals 
and  other  health-related  facilities.  They 
have  little  time  for  direct  contact  with  the 
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public.  Thus  their  dependence  on  the  aux- 
iliary’s loyalty  and  ability  to  interpret  medi- 
cine’s goals  to  the  general  public  is  becoming 
increasingly  evident. 

Congressman  Wilbur  Mills,  speaking  at  the 
health  conference  in  Atlanta,  Georgia,  said, 
“the  debate  surrounding  national  health  in- 
surance is  not  whether  the  government 
should  become  involved  in  health  but  how 
much  more  and  in  what  way.” 

Perhaps  more  specific  use  of  the  word 
health  might  relieve  the  medical  profession 
of  some  of  the  blame  heaped  upon  it  for  both 
the  performance  and  the  cost  of  those  areas 
related  to  health  which  are  beyond  its  con- 
trol, such  as  social,  economic,  and  environ- 
mental defects. 

Many  people  refer  to  health  care  when 
what  really  is  meant  is  medical  care.  When 
talking  about  proposals  for  national  health 
insurance,  what  is  meant  is  national  sickness 
insurance. 

Russell  B.  Roth,  speaker  of  the  AMA 
House  of  Delegates,  told  the  rural  health 
conference,  “it  is  utter  nonsense  to  expect 
either  lower  costs  or  improved  quality  from 
a system  that  requires  physicians  to  empha- 
size preventive  medicine.  Physicians  today 
are  trained  to  diagnose  disease  and  disability, 
and  to  treat  them.  Their  mission  in  life  is 
one  of  sickness  care.” 

We  talk  about  health  being  everyone’s 
right.  However,  with  rights  go  responsibili- 
ties, and  here  is  where  health  education  is 
not  “sickness  education,”  which  physicians, 
nurses,  and  other  paramedical  personnel 
must  study.  Health  education  is  motivation 
of  lay  people  to  be  individually  responsible 
for  maintaining  health  and  preventing  ill- 
ness. 

*Presented  May  2,  1972  at  the  annual  meeting  of  the  Woman’s 
Auxiliary  to  the  Nebraska  Medical  Association. 

tPresident-Elect,  Woman’s  Auxiliary  to  the  AMA. 
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With  this  in  mind,  we  have  chosen  as  our 
goal  for  the  coming  year,  “individual  re- 
sponsibility — focus  for  the  future  on  pre- 
ventive medicine  through  health  education 
and  activities.” 

Each  of  the  community  activities  com- 
mittees will  focus  on  special  areas  of  con- 
cern. Nutrition  is  being  stressed  this  year 
in  the  hope  that  we,  as  doctors’  wives,  can 
educate  ourselves,  our  families,  and  the  gen- 
eral public  to  the  value  of  proper  diet  in 
relation  to  health. 

As  President  Nixon  said  to  the  White 
House  Conference  on  food,  nutrition,  and 
health  in  June  1969,  “all  of  us  have  been 
shocked  as  we  become  more  aware  that  mil- 
lions of  Americans  are  malnourished  be- 
cause they  are  too  poor  to  purchase  enough 
of  the  right  kinds  of  foods.  We  also  know 
that  many  Americans  who  have  enough 
money  to  afford  a healthful  diet  do  not  have 
one.  Many  of  our  youngsters  have  erratic 
diets  which  may  be  deficient  in  certain  nu- 
trients. Many  more  of  us  eat  not  wisely 
but  too  well.” 

There  are  now  1,200  county  auxiliaries 
working  toward  a happier  healthier  life  for 
every  individual. 

The  national  membership  committee  has 
just  produced  a new  folder  Rx  for  Ailing 
Auxiliaries.  Copies  may  be  obtained  from 
the  national  office  in  quantity  for  distribu- 
tion to  your  members. 

The  AMA  is  also  stressing  membership 
as  one  of  their  goals.  Residents  and  interns 
were  formally  invited  to  become  regular 
AMA  members  in  March  with  annual  dues 
of  $20  which  will  bring  them  both  a series 
of  benefits  and  a voice  in  AMA  policy  de- 
velopment. The  AMA  said,  “it  is  important 
that  the  AMA  have  the  benefit  of  your  lead- 
ership, participation  and  support  in  its  work 
to  assure  access  to  quality  health  care  for  all 
our  fellow  citizens.” 

AMA’s  membership  opinion  poll  will  soon 
get  underway.  A series  of  questionnaires 
will  be  mailed  to  all  dues-paying  AMA  mem- 
bers. This  is  to  determine  members’  views 
on  issues  affecting  the  practice  of  medicine 
and  on  AMA  policies  and  activities.  It  is  an 


opportunity  to  voice  opinions  which  will 
guide  the  house  of  delegates  and  board  of 
trustees  in  formulating  policies  and  pro- 
grams which  the  majority  of  members  sup- 
port. Ask  your  physician-husband  to  send 
in  his  questionnaire. 

What  else  can  we  do  to  help  the  AMA? 
As  we  look  back  at  our  past,  we  find  that 
in  the  midfifties  our  concern  reached  to  the 
paramedical  careers,  and  we  worked  hard 
to  raise  money  and  loans  for  nursing  and 
allied  health  careers.  Medical  career  clubs 
were  established  in  high  schools.  We  have 
raised  over  6 million  dollars  as  part  of  health 
manpower  recruitment  campaigns  started  in 
1951.  For  the  past  six  years  we  have  aver- 
aged over  half  a million  each  year.  For  the 
past  10  years  we  have  been  a part  of  AMA- 
ERF,  raising  over  41/2  million  dollars  as 
our  contribution.  1972  the  seven  paramedi- 
cal schools  received  $63,490  from  AMA-ERF. 
We  contributed  $46,772. 

Now,  do  you  belong  to  your  state  PAC 
and  AMPAC?  PAC  membership  provides 
you  with  the  most  effective  means  to  par- 
ticipate in  the  political  and  governmental 
process.  This  will  ultimately  have  a great 
effect  on  health  legislation  and  the  structure 
of  medical  care  in  the  future.  AMPAC  has 
a new  series  of  pamphlets  entitled,  “Your 
Political  Responsibility  and  You.”  They  are 
geared  to  the  woman  who  wants  to  become 
active  in  the  political  process  as  a campaign 
worker,  a fund  raiser  or  a vote  getter.  This 
is  an  important  election  year.  Those  who  are 
elected  in  November  may  be  the  ones  who 
will  determine  what  kind  of  national  health 
insurance  is  passed  by  the  house  and  the 
senate  and  signed  by  the  president.  The 
time  to  be  active  is  now! 

The  quality  of  life  congress  sponsored  by 
the  AMA  and  held  in  Chicago  in  March,  put 
much  stress  on  prenatal,  postnatal,  early 
child  care,  and  teenage  concerns.  Our  pro- 
gram extension  committees  will  focus  on 
these  age  groups  as  we  plan  programs  in  our 
communities  on  health  manpower,  mental 
health,  safety,  hospital  day  care  centers,  drug 
abuse,  venereal  disease,  and  other  commun- 
icable diseases.  We  also  hope  to  have  a com- 
mittee on  environmental  household  manage- 
ment next  year. 
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This  quality  of  life  — with  all  it  entails 
for  man,  woman,  and  child  — was  the  sub- 
ject of  more  than  100  speakers  who  partici- 
pated in  the  congress. 

The  spring  issue  of  “direct  line,”  had  much 
information  for  county  presidents  and  state 
leaders.  It  suggests  a new  safety  project 
which  is  timely  in  the  spring  of  the  year — 
bicycle  safety.  Our  safety  chairman  will  be 
stressing  Safety  on  the  Streets  as  well  as 
alcohol,  and  highway  safety.  The  U.S.  De- 
partment of  Transportation  identified  alco- 
hol as  the  major  human  contributor  in  se- 
vere-to-fatal  crashes.  The  problem  drinker 
contributes  to  an  estimated  one  third  about 
18,000  of  all  highway  fatalities.  Heavy  social 
drinkers  and  teenagers  impaired  by  small 
amounts  of  alcohol  together  contribute  to 
approximately  another  15  percent  or  9,000 
of  all  fatalities.  This  program  will  be  ex- 
plained at  a later  time  and  may  involve 


legislation  to  try  to  get  the  problem  drinker 
off  the  highway. 

Your  national  auxiliary  has  had  a busy 
year.  We  conducted  a fall  conference  in 
Chicago  in  October  which  is  an  officers’ 
training  session;  fall  workshops  in  all  four 
regions  of  the  country  to  explain  program 
ideas.  A big  cities  clinic  was  held  in  Feb- 
ruary, to  which  25  presidents-elect  from 
large  counties  (selected  by  the  AM  A)  were 
invited.  This  proved  to  be  a very  worth- 
while meeting  which  we  hope  will  increase 
membership  and  participation  in  auxiliary 
programs.  We  will  present  the  Health  Edu- 
cation Conference  in  Chicago  and  we  will 
celebrate  our  50th  anniversary  in  San  Fran- 
cisco. We  hope  to  see  you  all  there ! If  you 
cannot  be  with  us  please  enjoy  the  special 
anniversary  issue  of  MD’s  Wife  and  our  fifty- 
year  history,  “The  Right  Side  of  the  Ca- 
duceus.” 
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FEATURES 


Our  Medical  Schools 


Creighton  appoints  Dr.  Shepard 

Dr.  Joseph  M.  Holthaus,  Dean  of  Creigh- 
ton University’s  School  of  Medicine,  has  an- 
nounced the  appointment  of  Frank  M.  Shep- 
ard, M.D.,  as  Chairman  of  the  Department 
of  Pediatrics  effective  July  1. 

Dr.  Shepard,  36,  is  a native  of  Tampa, 
Florida.  His  premedical  education  was  re- 
ceived at  Vanderbilt  University  in  Nashville, 
Tennessee  and  he  graduated  from  the  Van- 
derbilt Medical  School  in  1959.  He  served 
his  internship  and  completed  residency  re- 
quirements at  Vanderbilt  Hospital.  In  1961 
he  accepted  a one-year  research  fellowship  in 
newborn  physiology  at  the  Wenner-Gren 
Cardiovascular  Research  Laboratory  in 
Stockholm,  Sweden. 

Dr.  Shepard  comes  to  Creighton  from  the 
University  of  Virginia  School  of  Medicine 
where  he  is  now  an  Associate  Professor  of 
Pediatrics. 

No  body 

Dr.  William  Dossell,  Chairman  of  the 
Creighton  University  Department  of  Anato- 
my, labels  as  “partially  untrue”  recent  re- 
ports that  there  is  a declining  demand  for 
human  bodies  needed  for  the  education  of 
students  of  the  various  health  science  disci- 
plines. “While  some  areas  are  experiencing 
a surplus,”  says  Dr.  Dossell,  “others,  includ- 


ing the  state  of  Nebraska,  have  deficits  that 
seriously  affect  the  training  of  physicians, 
dentists,  nurses  and  allied  health  profession- 
als.” 

Dr.  Julian  J.  Baumel,  a Creighton  Profes- 
sor of  Anatomy  and  President  of  the  State 
Anatomical  Board,  says  the  shortage  may 
be  more  acute  in  Nebraska  than  in  other 
sections  of  the  nation  because  the  general 
public  may  not  be  aware  of  the  problems. 

Persons  may  make  arrangements  for  their 
remains  to  be  buried  in  the  cemetery  of  their 
choice  after  the  body  is  of  no  further  scien- 
tific value.  Both  medical  schools  have  burial 
plots  that  can  be  used.  Persons  who  wish 
may  also  arrange  for  funeral  services  to  be 
held  before  the  body  is  delivered  to  the 
Anatomical  Board.  Dr.  Baumel  states  it  is 
also  possible  for  individuals  to  request  that 
eyes,  kidneys  or  other  organs  be  used  in 
transplant  operations  and  still  contribute 
their  body  to  science. 

Anyone  interested  in  receiving  more  in- 
formation about  bequeathing  his  body  to 
science  is  asked  to  write  either  the  State 
Anatomical  Board,  Omaha,  Nebraska,  Dr. 
Julian  Baumel,  Creighton  University  School 
of  Medicine,  or  Dr.  Edward  Holyoke  at  the 
University  of  Nebraska  Medical  Center. 

Dr.  Grier  honored 

A 1917  graduate  of  Creighton  University’s 
School  of  Medicine,  Dr.  Maurice  Grier,  has 
been  honored  by  his  alma  mater  and  by 
members  of  the  department  he  headed  for 
23  years. 

Dr.  Grier  was  honored  on  March  24  at  a 
testimonial  dinner  sponsored  by  the  Creigh- 
ton Department  of  Obstetrics  and  Gynecolo- 
gy. All  physicians  who  served  as  residents 
under  Dr.  Grier  were  invited. 

The  Creighton  University  Alumni  Merit 
Award  was  given  to  Dr.  Grier  at  an  April 
15  banquet  held  on  the  Creighton  campus. 

Dr.  Grier  joined  the  Creighton  faculty  in 
1919,  served  as  Chairman  of  the  department 
of  Obstetrics  and  Gynecology  from  1938  to 
1961  and  again  from  1966  to  1967  and  now 
holds  the  rank  of  clinical  professor  emeritus. 
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Picture  Gallery 


Doctor  K.  S.  J.  Hohlen,  NMA  President  1930- 
1931 ; Doctor  Earl  F.  Leininger,  NMA  Delegate 
to  the  AMA;  Doctor  Roger  D.  Mason,  NMA  Im- 
mediate Past  President  with  the  Past  Presi- 
dent’s Plaque  presented  to  the  Association  by 
Doctor  Leininger. 


Doctor  John  D.  Coe.  NMA  President-Elect;  Doc- 
tor Frank  P.  Stone,  NMA  President;  and  Doc- 
tor Roger  D.  Mason,  NMA  Immediate  Past 
President. 


Doctor  R.  Russell  Best  receiving  50-year  pin 
from  Doctor  Roger  D.  Mason. 


Doctor  Arthur  W.  Anderson  receiving  50-year 
pin  from  Doctor  Roger  D.  Mason. 


Mrs.  Leland  J.  Olson,  Woman’s  Auxiliary  Im- 
mediate Past  President;  Mrs.  James  Carlson, 
Woman’s  Auxiliary  President;  and  Mrs.  Robert 
F.  Beckley,  President-Elect,  Woman’s  Auxiliary 
to  the  AMA. 


'P'UWt  tA.e  f$72 


rftmuaC  Seddcatt 


244 


Nebraska  M.  J. 


Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS— 
June  24  — Norfolk,  Elks  Lodge 

DEATH  AND  THE  MANAGEMENT  OF 
THE  DYING  PATIENT  — Seminar,  June 
9-10,  1972,  Rapid  City,  S.D.  Chairman  of 
Ad  Hoc  Committee : J.  A.  Cline,  M.D., 
P.O.  Box  1590,  Rapid  City,  S.D.  57701. 

AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Session,  June  18-22,  1972,  San 
Francisco-Hilton  Hotel,  San  Francisco, 
California. 

BIOMEDICAL  ELECTRICITY  WORK- 
SHOP — The  first  National  Workshop  in 
Biomedical  Electricity,  Electronics,  and 
Instrumentation  for  physicians,  nurses, 
paramedical  staff,  and  life-science  research 
personnel  will  be  held  July  24  through  28, 
1972  at  the  University  of  Missouri-St. 
Louis.  The  five-day  workshop  will  be  a 
study  of  fundamental  electricity  as  it  re- 
lates and  applies  to  living  organisms  and 
a detailed  analysis  of  the  electrical  events 
in  electrocardiography,  and  instrumenta- 
tion relevant  to  biomedicine.  Each  day 
will  be  divided  into  lecture  and  laboratory 
periods.  For  further  information  write 
Dwight  Hafeli,  UMSL  Extension  Division, 
8001  Natural  Bridge  Road,  St.  Louis,  Mis- 
souri 63121;  telephone  (314)  453-5961. 

TENTH  INTERNATIONAL  CONFERENCE 
ON  EXTRA-CORPOREAL  TECHNOLO- 
GY (dialysis,  heart-lung,  and  artificial  or- 
gans technologists)  ; July  27,  28  and  29, 
1972,  at  the  Waldorf-Astoria,  New  York 
City.  Write  to  Edward  C.  Berger,  Execu- 
tive Director,  American  Society  of  Extra- 
Corporeal  Technology,  287  East  Sixth  St., 
St.  Paul,  Minnesota  55101. 

AMERICAN  ACADEMY  OF  FAMILY 
PHYSICIANS  — Nebraska  Chapter; 
Dunes  Hotel  and  Casino,  Las  Vegas;  Sep- 
tember 6 to  8,  1972 ; eight  hours  of  AAFP 


approved  postgraduate  education.  Write 
to : Dr.  William  DeRoin,  8258  Hascall, 
Omaha. 

FOURTEENTH  ANNUAL  MIDWEST  IN- 
TERPROFESSIONAL SEMINAR  ON 
DISEASES  COMMON  TO  ANIMALS 
AND  MAN  — September  7-8,  1972,  fea- 
turing an  Arbovirus  Symposium  at  Ne- 
braska Center  for  Continuing  Education, 
33rd  and  Holdrege  Streets,  Lincoln,  Ne- 
braska 68503.  Write  to  Dr.  H.  E.  McCon- 
nell, Director,  State  Health  Laboratories, 
State  Capitol  Building,  Lincoln,  Nebraska 
68509. 

32ND  ANNUAL  AMA  CONGRESS  ON 
OCCUPATIONAL  HEALTH  — Drake  Ho- 
tel, Chicago,  September  11-12,  1972. 

AMERICAN  THYROID  ASSOCIATION  — 
Annual  Meeting,  Drake  Hotel,  Chicago, 
Illinois,  Sept.  20-23,  1972.  Write  to:  A. 
B.  Hayles,  M.D.,  Secretary,  A.T.A.,  Mayo 
Clinic,  Rochester,  Minnesota  55901. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Fall  Session,  September  22-24,  1972,  Holi- 
day Inn,  Kearney,  Nebraska. 

SEVENTH  NATIONAL  CANCER  CON- 
FERENCE — Sept.  27,  28,  29,  1972,  Bilt- 
more  Hotel,  Los  Angeles,  California. 
Sponsored  by  American  Society  and  Na- 
tional Cancer  Institute ; no  registration 
fee.  Write  to:  Sidney  L.  Arje,  M.D.,  c/o 
American  Cancer  Society,  219  E.  42nd 
St.,  New  York,  N.Y.  10017. 

AMERICAN  COLLEGE  OF  SURGEONS  — 
58th  Annual  Clinical  Congress;  San  Fran- 
cisco, Oct.  2-6,  1972.  Write  to:  S.  Frank 
Arado,  American  College  of  Surgeons,  55 
East  Erie  St.,  Chicago,  Illinois  60611. 

AMERICAN  ELECTROENCEPHALOGRA- 
PHIC  SOCIETY  — 26th  Annual  Meeting, 
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at  the  Shamrock  Hilton  Hotel  in  Houston, 
Texas  from  October  12th  through  October 
14th,  1972. 

THE  ANNUAL  OTOLARYNGOLOGIC  AS- 
SEMBLY OF  1972  will  be  held  October  14 
through  20,  1972,  in  the  Eye  and  Ear  In- 
firmary of  the  University  of  Illinois  Hos- 
pital. The  Department  of  Otolaryngology, 
Abraham  Lincoln  School  of  Medicine,  Uni- 
versity of  Illinois  at  the  Medical  Center,  of- 
fers a condensed  basic  and  clinical  pro- 
gram for  practicing  otolaryngologists  un- 
der the  direction  of  Emanuel  M.  Skolnik, 
M.D.  It  is  designed  to  bring  to  specialists 
current  information  in  medical  and  surgi- 
cal otorhinolaryngology.  Interested  oto- 
laryngologists should  direct  their  inquiries 
to  the  mailing  address:  Otolaryngology, 
P.O.  Box  6998,  Chicago,  Illinois  60680. 

A separate,  but  correlated  course,  “CON- 
FERENCE ON  RADIOLOGY  IN  OTO- 
LARYNGOLOGY and  OPHTHALMOL- 
OGY” will  be  held  this  year  on  Friday  and 
Saturday,  November  24  and  25,  under  the 
guidance  of  Galdino  E.  Valvassori,  M.D. 
For  further  information  about  the  radi- 
ology conference,  write  to  Professor  Val- 
vassori, Radiology  Department,  Abraham 
Lincoln  School  of  Medicine,  P.O.  Box  6998, 
Chicago,  Illinois  60680. 

AMERICAN  ASSOCIATION  FOR  LABORA- 
TORY ANIMAL  SCIENCE,  23rd  Annual 
Session,  October  16-20,  1972;  Chase-Park 
Plaza  Hotel,  St.  Louis,  Missouri.  Write  to: 
Joseph  J.  Garvey,  Exec.  Secy.,  AALAS, 
P.O.  Box  10,  Joliet,  Illinois  60434. 

LARYNGOLOGY  AND  BRONCHOESOPH- 
AGOLOGY  — The  Department  of  Oto- 
laryngology of  the  Abraham  Lincoln  School 
of  Medicine  and  the  University  of  Illinois 
Hospital  Eye  and  Ear  Infirmary,  Univer- 
sity of  Illinois  at  the  Medical  Center,  will 
conduct  a continuing  education  course  in 
Laryngology  and  Bronchoesophagology  No- 
vember 13  through  18,  1972.  The  course 
is  limited  to  fifteen  physicians  and  will  be 
under  the  direction  of  Paul  H.  Holinger, 
M.D.  It  will  be  held  largely  at  the  Eye 


and  Ear  Infirmary,  1855  West  Taylor 
Street,  Chicago,  and  will  include  visits  to 
a number  of  other  Chicago  hospitals.  In- 
struction will  be  provided  by  means  of  ani- 
mal demonstrations  and  practice  in  bron- 
choscopy and  esophagoscopy,  diagnostic 
and  surgical  clinics,  as  well  as  didactic  lec- 
tures. Interested  physicians  may  write  di- 
rectly to  the  Department  of  Otolaryngolo- 
gy, University  of  Illinois  at  the  Medical 
Center,  Postoffice  Box  6998,  Chicago,  Illi- 
nois 60680. 

AMERICAN  MEDICAL  ASSOCIATION  — 
26th  Clinical  Convention,  November  26-29, 
1972,  Netherland-Hilton  Hotel,  Cincinnati, 
Ohio. 

ASSOCIATION  OF  MILITARY  SUR- 
GEONS OF  THE  UNITED  STATES  — 
79th  Annual  Meeting;  Convention  Center, 
San  Antonio,  Texas,  Dec.  10  through  Dec. 
13,  1972.  The  address  of  the  A.M.S.  of 
the  U.S.  is:  8502  Connecticut  Ave.,  Chevy 
Chase,  Maryland  20015. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Annual  Session,  April  29  - May  2,  1973. 


Serum  Lipids  in  Women  on  Oral  Contracep- 
tives — T.  Stokes  and  V.  Wynn  (St. 
Mary’s  Hosp,  London).  Lancet  2:677-681 
(Sept  25)  1971. 

Fasting  serum  lipid  levels  have  been 
studied  in  676  women:  116  were  controls,  35 
were  receiving  a sequential  oral  contracep- 
tive (OC),  and  525  were  taking  combined 
estrogen/progestogen  pills.  Elevated  mean 
fasting  serum  triglyceride  levels  were  found 
in  women  taking  all  OC  preparations,  the 
effect  being  greater  with  increasing  estro- 
gen content.  Mestranol  and  ethinyl-estradiol 
gave  equivalent  results  at  the  same  dose 
levels.  With  the  combined  OC,  raised  values 
of  mean  fasting  serum  cholesterol  were 
found.  The  most  estrogenic  pills  gave  the 
highest  triglyceride  values,  and  the  most 
progestational  gave  the  highest  cholesterol 
values. 
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Welcome  New 

Thomas  C.  Bush,  M.D. 

102  W.  Dodge  Medical  Bldg. 
Omaha,  Nebraska  68102 

Paul  Morris  Fine,  M.D. 

602  South  44th  Avenue 
Omaha,  Nebraska  68105 

Keith  Garner,  M.D. 

Franklin,  Nebraska  68939 

Frank  0.  Hayworth,  M.D. 

8258  Hascall  Street 
Omaha,  Nebraska  68124 

John  J.  Hoesing,  M.D. 

8300  Dodge  Street,  #221 
Omaha,  Nebraska  68114 


Members 

Robert  M.  Joyer,  M.D. 

2201  South  11th 
Omaha,  Nebraska  68108 

Lawrence  C.  Klein,  M.D. 
12905  Marcy  Street 
Omaha,  Nebraska  68154 

Roger  P.  Massie,  M.D. 

Plainview,  Nebraska  68769 

Leonard  Jay  McIntyre,  M.D. 
Route  1 

Wolbach,  Nebraska  68882 

Albert  V.  Murphy,  M.D. 

1140  Medical  Arts  Bldg. 
Omaha,  Nebraska  68102 

Craig  R.  Nolte,  M.D. 

3145  “O”  Street 
Lincoln,  Nebraska  68510 


It  s New 


Information  contained  in  this  section 
has  been  obtained  from  the  manufac- 
turers, whose  literature  should  be  con- 
sulted for  complete  details  and  infor- 
mation regarding  indications  and  con- 
traindications, dose,  effects,  administra- 
tion, precautions,  and  side  effects. 

The  Journal  assumes  no  responsibility 
for  drugs  and  other  products  listed  here. 

Durrum  resin 

Separation  and  identification  of  a widely 
used  class  of  illicit  “street  drugs”  by  liquid 
chromatography  has  been  made  possible  with 
a new  ion-exchange  resin  developed  by  Dur- 
rum Chemical  Corporation  of  Palo  Alto,  Cali- 
fornia. 

A common  family  of  drugs  used  as  “up- 
pers” are  from  the  phenethylamine  group 
of  chemical  compounds.  They  include  ben- 
zedrine, dexedrine,  mescaline,  ephedrine, 
STP,  and  MDA.  Separation  of  mixtures  of 
these  drugs  has  been  difficult  because  they 


are  heat  labile.  This  prevents  them  from 
being  analyzed  by  gas  chromatography. 

Using  the  new  Durrum  resin  and  liquid 
chromatography,  the  above  mixture  of  drugs 
were  separated  and  analyzed  in  less  than  40 
minutes. 

The  new  anion-exchange  resins  are  from 
the  Durrum  DA-X4  series  and  are  now  in 
production. 
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For  further  information,  contact  James 
R.  Benson,  Durrum  Chemical  Corporation, 
3950  Fabian  Way,  Palo  Alto,  California 
94303,  (415)  321-6302. 


Laminar  downflow  clean  work  station 

A new  model  of  Agnew-Higgins’  7000  Series 
Laminar  Downflow  Clean  Work  Stations  has 
a 36"  deep  work  chamber.  This  is  6"  deeper 
than  the  normal-sized  work  chamber. 

As  is  the  case  with  all  the  7000  Series 
models,  no  floor  space  is  wasted  since  the 
blower-filter  module  is  up  overhead.  The 
downward  flow  of  clean  air  through  the 
work  chamber  is  deflected  by  the  work  sur- 
face and  passes  the  worker  in  a horizontal 
direction.  The  downflow  pattern  of  clean 
air  flow  through  the  work  chamber  has  prov- 
en to  be  the  most  effective  one  for  most  work 
processes.  The  horizontal  outward  flow 
rinses  particles  shed  by  the  worker  back- 
wards into  the  aisle  area. 


The  work  surface  is  independent  from  the 
blower-filter  stand  unit,  which  eliminates 
direct  transmission  of  vibration  to  the  work. 

The  new  36"  deep  work  chamber  is  avail- 
able in  4-ft.,  6-ft.,  and  8-ft.,  wide  work  sta- 
tions. Catalog  containing  complete  engineer- 
ing specifications  will  be  sent  free  upon 
request. 

Agnew-Higgins,  Inc.,  7091  Belgrave  Ave- 
nue, P.O.  Box  857,  Garden  Grove,  Calif., 
92642,  telephone  (714)893-1301. 


Results  of  Surgical  Synovectomy  of  Digital 
Joints  of  Rheumatoid  Disease  — M.  R. 

Ellison  (2120  S Pacific  Blvd,  Albany,  Ore 
97321),  K.  J.  Kelly  and  A.  E,  Flatt.  J 
Bone  Joint  Surg  53-A:  1041-1060  (Sept) 
1971. 

Sixty-seven  patients  who  have  had  surgical 
synovectomy  of  the  digital  joints  of  the  hand 
for  rheumatoid  disease  are  presented  in  this 
clinical  study.  Three  hundred  ninety  joints 
are  represented.  The  results  of  synovecto- 
my in  these  patients  were  evaluated  accord- 
ing to  six  factors : relief  of  pain,  progression 
of  deformity,  progression  of  roentgeno- 
graphic  changes,  recurrence  of  synovial  swell- 
ing, increase  in  range  of  motion,  and  gain 
in  strength.  When  all  six  categories  were 
considered  collectively,  43.2%  of  the  pa- 
tients had  either  excellent  or  good  results. 


Growth  Hormone  and  Adrenal  Cortical  Re- 
sponse to  Shock  and  Trauma  in  Human  — 

L.  C.  Carey  (Univ  of  Pittsburgh  School  of 
Medicine,  Pittsburgh  15213),  C.  T.  Clou- 
tier and  B.  D.  Lowery.  Ann  Surg  174: 
451-460  (Sept)  1971. 

Human  growth  hormone  (HGH)  levels  are 
strikingly  elevated  in  response  to  shock  and 
injury.  Cortisol  levels  remain  near  normal 
or  slightly  elevated,  certainly  not  depressed. 
It  is  possible  that  the  HGH  response  pro- 
vides an  additional  energy  source  in  the 
form  of  nonesterified  fatty  acids  during  the 
period  of  anaerobic  metabolism. 
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Electrocardiogram  in  Emphysema  With  and 

Without  Chronic  Airways  Obstruction  — 

C.  L.  Shmock  et  al  (4200  E Ninth  Ave, 

Denver  80220).  Chest  60:328-334  (Oct) 

1971. 

Clinical  and  postmortem  data  were  ana- 
lyzed on  34  patients  found  at  necropsy  to 
have  relatively  pure  emphysema.  Criteria 
were  sought  to  distinguish  electrocardio- 
graphic changes  due  to  emphysema  unattend- 
ed by  disabling  clinical  manifestations  from 
those  changes  due  to  emphysema  attended 
by  chronic  airway  obstruction  (CAO).  None 
of  six  patients  without  clinical  evidence  of 
CAO  had  right  ventricular  hypertrophy 
(RVH).  Two  of  eight  with  mild  or  question- 
able nondisabling  CAO  had  such  hyper- 
trophy, as  had  16  of  17  with  severe  disabling 
CAO.  Established  criteria  for  ECG  identi- 
fication of  RYH  are  too  stringent  to  permit 
optimal  use  of  this  diagnostic  measure  in  pa- 
tients with  emphysema  and  other  chronic 
pulmonary  disorders.  Utilizing  primarily  a 
vectorial  approach  to  the  scalar  ECG,  six 
criteria  have  been  derived  which  were  found 
to  be  of  assistance  in  predicting  anatomic 
RVH.  These  were  rightward  P vector,  P- 
pulmonale,  rightward  initial,  terminal  and 
mean  QRS  vectors,  and  a posteriorly  directed 
horizontal  QRS  vector.  ECG  changes  asso- 
ciated with  emphysema  in  the  absence  of  dis- 
abling chronic  airway  obstruction  and  pul- 
monary hypertension  are  limited  to  low  volt- 
age and  perhaps  “pseudo  left  axis  deviation.” 
It  is  emphysema  attended  by  severe  airway 
obstruction  with  accompanying  pulmonary 
hypertension  and  RVH  which,  in  the  indi- 
vidual patient,  produces  some  or  all  of  the 
ECG  changes  listed  here. 


Therapy  of  Acute  Leukemia  With  Drug  Com- 
binations Which  Include  Asparaginase  — 

B.  G.  Leventhal  (National  Cancer  Institute, 
Bethesda,  Md  20014)  and  E.  S.  Henderson. 
Cancer  25:830-836  (Oct)  1971. 

Asparaginase  will  have  to  be  combined 
with  other  drugs  if  it  is  to  significantly  af- 
fect survival  of  patients  with  acute  lympho- 
cytic leukemia  (ALL),  in  spite  of  the  50% 
remissions  achieved,  since  these  remissions 
are  of  such  short  duration.  The  combination 


of  asparaginase  with  glutamine  antagonists, 
azaserine  and  azotomycin  was  investigated 
in  the  treatment  of  ALL.  The  former  has 
not  shown  a synergistic  effect  even  at  doses 
of  300  mg/sq  m every  fourth  day,  and  the 
latter  at  doses  as  low  as  10  mg/sq  m every 
fourth  day  produces  intolerable  nausea  and 
vomiting.  Thus,  to  date  these  combinations 
do  not  appear  promising  in  the  clinical  situa- 
tion despite  successful  animal  experiments 
and  they  lend  some  suport  to  recent  labora- 
tory data  showing  that  asparaginase  may 
not  act  only  via  a direct  biochemical  effect 
on  asparaginase  but  rather  by  some  other 
mechanism  such  as  a broad  effect  on  amino 
acid  uptake.  Asparaginase  was  also  added 
to  intermittent  courses  of  high-dose  combin- 
ation chemotherapy  with  other  drugs  known 
to  be  effective  in  the  treatment  of  AML. 
Overall  remission  rate  was  38%  in  adults  and 
91%  in  children.  Despite  the  fact  that  the 
drug  was  administered  with  1,000  mg/sq  m 
of  prednisolone,  there  was  a 9/29  (37%) 
incidence  of  anaphylaxis  in  this  group  of 
patients  and  asparaginase  had  to  be  dropped 
from  the  treatment  regimen  in  ten  others 
because  of  organ-specific  toxicity  (pan- 
creas and  liver).  Asparaginase  therapy  was 
tolerated  in  only  10/29  (34%)  of  patients. 
Because  of  this  extremely  high  toxicity  with- 
out any  evidence  of  therapeutic  effect,  as- 
paraginase has  no  place  in  the  treatment 
of  AML  at  this  time. 


Second-Look  Surgery  After  Radiation  Ther- 
apy for  Advanced  Stages  of  Cancer  of 
Ovary  — E.  Tepper  et  al  (Monmouth 
Medical  Center,  Long  Branch,  NJ  07740). 
Am  J Roentgenol  112 :755-759  (Aug)  1971. 

A series  of  17  patients  with  advanced 
ovarian  carcinoma  who  had  exploratory  lap- 
arotomy, a total  of  3,000  rads  abdominopelvic 
irradiation,  thioTEPA  and  second-look  sur- 
gery is  reported.  Tumor  regression  was  com- 
plete or  sufficient  to  permit  gross  total  re- 
moval of  the  tumor  in  nine  of  17  patients. 
Microscopic  disease  was  present  in  all  pa- 
tients, however.  A three-year  survival  of 
41%  was  achieved.  The  average  survival  of 
all  patients  was  29  months;  20  months  free 
of  recurrence.  Three  of  the  17  patients  re- 
main free  of  disease  from  48  to  77  months. 


31-A 


ADVERTISER  S INDEX 


A 

Accent  Service  Co.  Inc. 7 


B 

Beecham-Massengill  Pharmaceuticals 13,  15,  17 

Burroughs  Wellcome  & Co. 6,  10 


C 

Campbell  Soup  Co. 234-A 


D 

Donley  Medical  Supply  Co. 14 


G 

Geigy  Pharmaceuticals  5 


L 

Eli  Lilly  and  Co. 30 


M 

Medical  Protective  Company  (The)  23 

Merck  Sharp  & Dohme 11,  12 


N 

News  Printing  Co. 18 

1* 

Pharmaceutical  Manufacturers 

Association 27,  28,  29 

R 

Roche  Laboratories 2,  3,  24,  25,  34 

S 

G.  D.  Searle  & Co. 234-B,  C,  D 


Stuart  Pharmaceuticals  19 

W 

Warner-Chilcott  Laboratories 8,  9 

Winthrop  Laboratories 20,  21,  22 


Physicians'  Classified 


Advertisements  in  this  column  are  at  a rate  of  ten 
cents  per  word  with  a minimum  of  $4.00  per  insertion. 
Copy  must  be  received  by  the  fifth  of  the  month  pre- 
ceding date  of  publication  and  should  not  exceed  50 
words.  Advertisements  from  members  of  the  Ne- 
braska Medical  Association  will  be  accepted  without 
charge  for  one  issue.  Each  advertisement  will  be  taken 
out  following  its  first  appearance  unless  otherwise 
instructed.  Where  numbers  follow  advertisements, 
replies  should  be  addressed  in  care  of  The  Nebraska 
Medical  Journal.  1902  First  National  Bank  Building, 
Lincoln,  Nebraska  68508. 


CLINIC  AVAILABLE  — General  practice 
in  furnished  clinic.  County  seat  town,  SW 
Nebraska.  3 nursing  homes  in  town,  good 
territory.  Write  Box  8,  Beaver  City,  Nebraska. 


IMMEDIATE  OPENING  — For  OB-Gyn, 
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The  Law  . . . 

Military  medical  school 

The  Senate  passed  by  voice  vote  H.R.  2, 
the  Uniformed  Services  Health  Professions 
Revitalization  Act  of  1972.  The  Senate- 
passed  bill  varies  greatly  from  the  version 
passed  last  year  by  the  House.  The  Senate 
bill  would  not  authorize  the  foundation  of 
a Military  Medical  School  in  the  Washing- 
ton, D.C.  area  as  would  the  House  bill.  In- 
stead it  directs  the  Secretary  of  Defense  to 
conduct  a study  of  an  educational  institu- 
tion devoted  to  the  Health  Sciences  in  order 
to  determine  the  desirability  of  establish- 
ing an  independent  Health  Services  Univer- 
sity for  the  Armed  Forces.  The  Secretary 
would  be  directed  to  consider  the  relative 
costs  of  such  an  institution  and  alternative 
means  of  obtaining  qualified  Health  Sci- 
ences personnel.  The  report  would  be  pre- 
sented to  Congress  within  one  year  after 
the  enactment  of  the  bill.  Like  the  House 
bill,  the  Senate  bill  would  establish  a medi- 
cal scholarship  program,  and  it  would  au- 
thorize scholarships  for  candidates  who 
agreed  to  serve  in  the  Armed  Forces  for  a 
period  of  not  less  than  one  year  for  each 
year  in  which  they  receive  financial  assist- 
ance. The  measure  will  now  proceed  to  a 
conference  committee. 
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They’re  debating  your 
future  in  Washington 
right  now.  Who’s 
standing  up  for  you? 


National  health  insurance  is  the  issue,  and  the  way  you’ll 
practice  in  the  future  is  at  stake.  One  proposal  would  federalize 
the  entire  medical  system. 

Who’s  standing  up  for  your  rights?  Contrary  to  what  you 
may  think,  the  AMA. 

We’ve  testified  repeatedly  against  a government 
controlled  medical  system.  Even  before  it  was  proposed,  the 
AMA  had  introduced  its  own  program  of  voluntary  national 
health  insurance  called  “Medicredit.”  And  we’ve  pushed  for  it 
hard.  To  date,  the  AMA  has  enlisted  1 67  members  of  Congress 
as  its  co-sponsors  — more  than  can  be  claimed  for  any  other 
national  health  insurance  bill. 

Sure,  we  lobby.  Hard.  And  successfully.  We’ve  lobbied  for 
more  doctors.  More  medical  schools.  For  clean  air  and  water. 
For  maternal  and  child  programs. 

We  lobby  for  the  rights  and  interests  of  doctors  and,  just  as 
important,  for  the  best  medical  care  for  all  Americans. 

With  your  support  we  can  be  even  more  effective.  Find  out 
more  about  what  the  AMA  does  for  you  and  the  public.  Send 
for  the  pamphlet,  “The  AMA  and  the  American  Doctor:  Sharing 
a Common  Goal.”  Write:  Dept.  DW,  at  the  address  below. 

JOIN  US. 

WE  CAN  DO  MUCH  MORE  TOGETHER. 

American  Medical  Association 

535  North  Dearborn  Street/Chicago,  Illinois  60610 
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Mec//c/news  . . . 

Changes  in  transfusion  standards 

Rapid  advances  in  blood  banking  have  re- 
quired a sixth  edition  of  the  American  As- 
sociation of  Blood  Banks’  (AABB)  Stand- 
ards for  Blood  Banks  and  Transfusion  Serv- 
ices now  available  less  than  two  years  since 
publication  of  the  last  edition. 

The  AABB  last  year  began  to  require 
hepatitis-associated  antigen  (HAA)  testing 
of  all  donor  blood  and  blood  components.  The 
need  for  this  test  is  stressed  throughout  the 
new  Standards  edition.  Further,  the  man- 
ual calls  for  permanent  rejection  of  any 
blood  donor  when  his  blood  was  the  only 
unit  of  blood,  blood  component,  or  blood 
derivative  administered  to  a patient  who 
subsequently  develops  posttransfusion  hepa- 
titis. 

Restrictions  are  tightened  on  donors  who 
have  been  exposed  to  malaria.  Any  pros- 
pective donor  who  has  ever  had  malaria, 
or  who  is  an  immigrant  or  a visitor  from 
an  area  considered  endemic  for  malaria,  is 
permanently  rejected  as  a blood  donor. 
Travelers  in  endemic  areas  who  have  not 
received  antimalarial  therapy  may  be  ac- 
cepted as  regular  blood  donors  six  months 
after  their  return  to  the  United  states ; how- 
ever, those  who  have  taken  antimalarial 
treatment  and  military  personnel  who  have 
been  in  an  endemic  area,  whether  or  not 
they  have  received  such  therapy,  must  be 
deferred  for  three  years.  All  veterans  re- 
turning from  Vietnam  are  thus  deferred. 


“OK,  Miss  Robins,  we’ll  have  another  talk 
about  that  raise  you  want.” 


10-A 


Advertisement 


“ The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man's  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice .” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art” 


Would  it  be  useful 
in  clinical  practice  to  have 
government  predetermine 
drugs  of  choice? 
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Results  of  a survey  of  physicians: 

13.3% 

Yes,  it  would  be  useful. 


86.7% 

No,  it  would  not  be  useful. 


Wfould  it  be  useful  in  clinical  practic< 
to  have  government  predetermine 

drugs  of  choice? 


Doctor  of  Medicine 


Walter  Modell,  M.D., 
Professor  of  Pharmacology, 
Cornell  University 
Medical  College, 
Editor, 

Clinical  Pharmacology 
& Therapeutics, 
Drugs  of  Choice, 
Rational  Drug  Therapy 


The  proposition  that  gov- 
ernment should  determine 
one  or  two  “drugs  of 
choice”  within  a given 
therapeutic  class  reflects 
the  belief  that  a similarity 
in  molecular  structure  in- 
sures a close  similarity  in 
pharmacologic  effect.  But 
this  is  by  no  means  the 
rule.  An  obvious  example 
would  be  in  the  field  of  diu- 
retics, where  a small  change 
in  chemical  structure  ac- 
counts for  substantial  dif- 


ferences in  concomitant 
effects  such  as  potassium 
excretion. 

Any  attempt  to  dictate 
the  “drug  of  choice”  would 
be  complicated  by  the  fact 
that  some  populations  dem- 
onstrate a bimodal  distribu- 
tion in  their  reaction  to 
drugs.  If  the  data  on  drug 
response  are  mixed  for  the 
total  population,  one  drug 
will  appear  to  be  as  useful 
as  the  other.  But  if  drug 
response  is  reported  sepa- 
rately for  different  seg- 
ments of  the  population, 
drug  A will  be  found  to  be 
better  for  one  group  and 
drug  B for  the  other. 

It  may,  of  course,  be  pos- 
sible to  determine  drugs  of 
choice  in  particular  cate- 
gories on  a broad  statistical 
basis.  But  there  are  always 
certain  patients  in  whom  a 
drug  produces  odd,  unpre- 
dictable or  idiosyncratic  re- 
actions. So,  though  a drug 
might  statistically  be  the 
most  useful  one  in  a given 
situation,  individual  varia- 
tions in  response  might 
make  it  the  incorrect  one. 

The  point  I wish  to  make 
is  that  if  two,  three,  four  or 
more  drugs  in  one  class  are 
of  approximately  equal 
merit,  that  in  itself  is  justi- 
fication for  their  avail- 
ability. Exceptional  cases 
do  arise  in  which  one  drug 
would  be  useful  to  a certain 


segment  of  the  population 
and  another  drug  would  be 
of  no  use  at  all.  In  the 
practice  of  medicine,  the 
physician  must  be  prepared 
to  treat  the  routine  as  well 
as  the  unusual  case. 

Another  objection  to  the 
determination  of  a drug  of 
choice  is  that  precise  state- 
ments of  relative  efficacy 
are  very  difficult  to  make- 
much  more  difficult  than 
statements  of  efficacy.  For 
example,  in  testing  drug  ef- 
ficacy, it  is  easy  to  deter- 
mine the  difference  be- 
tween a drug  that  is  effec- 
tive in  treating  a condition 
and  one  that  is  not  at  all 
effective.  Thus,  it  is  fairly 
easy  to  determine  whether 
a drug  is  more  effective 
than  a placebo.  But  if  you 
compare  one  drug  that  is 
effective  with  another  drug 
that  is  also  effective,  and 
the  relative  differences  be- 
tween them  are  very  slight, 
statements  of  relative  effi- 
cacy may  be  very  difficult 
to  make  with  assurance. 

I do  not  mean  to  imply 
that  relative  efficacy  state- 
ments are  not  useful  or  can 
never  be  made.  With  some 
groups  of  drugs  (e.g.,  anal- 
gesics), extensive  study  and 
precise  methodology  have 
yielded  useful  information 
on  relative  efficacy.  But  in 
most  situations,  such  infor- 
mation can  be  acquired  only 
through  studies  encompass- 
ing three  to  five  years  of 
use  in  many  more  patients 
than  are  used  to  compare 
drugs  with  a placebo  for 
the  introduction  of  a drug 
into  commerce.  It  is  really 
only  after  practitioners  use 
a drug  extensively  that 
relative  safety  and  efficacy 


in  practice  can  really 
determined. 

The  Bureau  of  Drugs  h] 
suggested  the  package  i 
sert  as  a possible  means 
communicating  inf  ormatii 
on  relative  efficacy  of  drui 
to  the  physician.  I find  thl 
objectionable,  since  I ( 
not  believe  the  physicia 
should  have  to  rely  on  th 
source  for  final  scientil 
truth.  There  is  also  a pra 
tical  objection:  Since  fe 
physicians  actually  di: 
pense  drugs,  they  seldo: 
see  the  package  insert.  1 
any  event,  I would  main 
tain  that  the  physicia 
should  know  what  drug  1 
wants  and  why  without  d( 
pending  on  the  governmer 
or  the  manufacturer  to  te 
him. 

Undoubtedly,  physician 
are  swamped  by  excessiv 
numbers  of  drugs  in  som 
therapeutic  categories.  An 
I am  well  aware  that  man 
drugs  within  such  cat* 
gories  could  be  eliminate 
without  any  loss,  or  pep 
haps  even  some  profit,  t 
the  practice  of  medicint 
But,  in  my  opinion,  neithe 
the  FDA  nor  any  othe 
single  group  has  the  expei 
tise  and  the  wisdom  neces 
sary  to  determine  the  on 
“drug  of  choice”  in  all 
areas  of  medical  practice. 


One  of  a series 


zlvertisement 


Maker  of  Medicine 


inneth  G.Kohlstaedt,M.D., 
Vice  President, 

1 Medical  Research, 

Eli  Lilly  and  Company 


In  my  opinion,  it  is  not 
ie  function  of  any  govern- 
ment or  private  regulatory 
.jency  to  designate  a “drug 
' choice.”  This  determina- 
on  should  be  made  by  the 
hysician  after  he  has  re- 
jived full  information  on 
ie  properties  of  a drug, 
nd  then  it  will  be  based  on 
is  experience  with  this 
rug  and  his  knowledge  of 
ie  individual  patient  who 
e 1 seeking  treatment. 

If  an  evaluation  of  com- 
1 arative  efficacy  were  to  be 
‘ lade,  particularly  by  gov- 
rnment,  at  the  time  a new 
rug  is  being  approved  for 
larketing,  it  would  be  a 
reat  disservice  to  medi- 
line  and  thus  to  the  patient 
-the  consumer.  For  exam- 
le,  when  a new  therapeu- 
c agent  is  introduced,  on 
he  basis  of  limited  knowl- 
dge,  it  may  be  considered 
o be  more  potent,  more 
Effective,  or  safer  than 
troducts  already  on  the 
iciarket.  Conceivably,  at 
his  time  the  new  drug 
ould  be  labeled  “the  drug 
>f  choice.”  But  as  addi- 
ional  clinical  experience  is 
iccumulated,  new  evidence 
nay  become  available, 
-.ater,  it  may  be  apparent 




that  the  established  prod- 
ucts should  not  be  so  easily 
dismissed. 

Variation  in  patient  re- 
sponse to  drugs  constitutes 
one  of  the  major  obstacles 
to  the  determination  of 
“drugs  of  choice.”  We  are 
just  beginning  to  open  the 
door  on  pharmacogenetics, 
but  it  is  evident  that  genetic 
differences  cause  wide  var- 
iations in  the  way  drugs  are 
absorbed,  metabolized,  etc. 
This  fact  alone  is  sufficient 
to  make  unrealistic  the 
idea  that  there  is  one  drug 
in  each  class  to  be  used  for 
every  human  being. 

The  problem  of  deter- 
mining relative  drug  effi- 
cacy is  an  extremely  com- 
plicated one.  Comparison 
with  other  drugs  of  the 
same  class  should  not  be 
a prerequisite  for  market- 
ing a new  substance.  In 
some  therapeutic  areas,  it 
may  be  difficult  to  make  ac- 
curate comparisons.  For 
example,  in  the  treatment 
of  infections  it  is  not  possi- 
ble to  conduct  crossover 
studies.  Recovery  may  be 
influenced  by  factors  which 
cannot  be  controlled  or 
measured,  i.e.,  natural  host 
resistance  and  virulence  of 
infective  agents.  A drug’s 
acceptability  must  often  be 
judged  on  the  basis  of  its 
own  performance,  and  this 
may  be  limited  to  experi- 
ence in  a relatively  small 
patient  population.  If  the 
introduction  of  a new  drug 
must  await  the  adequate 
establishment  of  relative  ef- 
ficacy, the  duration  of  clini- 
cal trial  and  extent  of 
studies  would  be  greatly 
prolonged,  particularly  for 
rare  or  unusual  conditions. 
The  availability  of  a new 
drug  would  be  delayed. 
Many  patients  might  suf- 
fer needlessly  and  lives 
might  be  lost. 


Relative  efficacy  can  best 
be  established  by  experi- 
ence in  a general  patient 
population  through  regular 
channels  of  clinical  prac- 
tice. The  physician  consid- 
ers the  patient  as  a whole, 
which  means  the  patient 
often  has  multiple  prob- 
lems and  drugs  must  be 
selected  with  this  in  mind. 
Hence,  a “drug  of  choice” 
in  an  uncomplicated  case 
may  not  be  the  best  drug 
for  a patient  with  associ- 
ated problems.  Publica- 
tion of  well-controlled 
studies  in  medical  journals 
may  provide  comparative 
evidence;  discussions  at 
medical  meetings,  presen- 
tations at  postgraduate 
courses,  and  the  new  audio- 
visual technology  may 
bring  evidence  to  physi- 
cians on  comparative  ther- 
apy. In  a free  medical 
marketplace,  a drug  that 
does  not  measure  up  will 
fall  into  disuse.  For  exam- 
ple, broad  clinical  experi- 
ence has  established 
vitamin  B12  as  the  “drug  of 
choice”  for  the  treatment 
of  primary  pernicious  ane- 
mia. No  amount  of  adver- 
tising or  promotional  effort 
by  the  manufacturer  could 
increase  the  use  of  liver  ex- 
tract for  this  anemia.  How- 


ever, a physician  may  wish 
to  employ  parenteral  liver 
preparations  for  a special 
purpose. 

In  the  field  of  surgery, 
peer  review  in  the  hospi- 
tal has  brought  significant 
improvement  in  the  use  of 
new  techniques  and  proce- 
dures. Something  of  this 
nature  would  be  useful 
in  the  area  of  drug  ther- 
apy. However,  it  should  be 
developed  by  the  medical 
profession  itself  and  would 
necessitate,  for  its  proper 
function,  an  improvement 
in  the  dissemination  of  re- 
liable data  on  clinical  phar- 
macology of  drugs  under 
consideration. 

Ideally,  information  on 
the  relative  efficacy  of 
drugs  should  be  gathered 
and  assessed  by  the  physi- 
cians who  actually  admin- 
ister the  specific  agents  to 
a specific  patient  popula- 
tion. To  do  this,  they  will 
need  even  more  informa- 
tion on  the  drugs  they  use 
— information  that  the 
pharmaceutical  manufac- 
turers must  begin  to  pro- 
vide if  government  regula- 
tion of  “drugs  of  choice ” is 
to  be  avoided. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

Send  us  your  comments  on  the  above  issue. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


Ampicillin,  Garbenicillin,  Oxacillin... 

IMAGINE  YOUR  PRACTICE 
WITHOUT  THEM 


In  1 95  7 Beecham  scientists  discovered  and  Prescribe  the  discoverer’s  brands : 
isolated  6-APA,  the  penicillin  nucleus  TV*4r)p  j||  Sm® 

that  opened  the  way  to  a new  generation  of  tlldUIIIII I (ampicillin  trihydrate) 

semi-synthetic  penicillins.  Over  the  PyOpGIl  (disodium  carbenicillin) 

past  1 4 years  more  than  3000  different  Do 

semi-synthetic  penicillins  have  been  DoClOCIII  (sodium  oxacillin) 

synthesized  and  evaluated  by  our  staff.  The  and  more  to  come 
fruits  of  their  work  are  in  your  hands  today. 

Others  will  be  in  your  hands  tomorrow. 

Need  we  say  more?  . 

Div.  of  Beecham  Inc.  Bristol,  Tennessee  37620 

□ Totacillin  (ampicillin  trihydrate)  capsules  equivalent  to  250  mg.  and  500  mg.  ampicillin,  for  oral  suspension 
equivalent  to  125  mg./ 5 cc.  and  250  mg./ 5 cc.  ampicillin. 

□ Pyopen  (disodium  carbenicillin)  vials  for  injection  equivalent  to  1 gm.  and  5 gm.  of  carbenicillin. 

□ Bactocill  (sodium  oxacillin)  capsules  equivalent  to  250  mg.  and  500  mg.  oxacillin  and  vials  for  injection  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 


Beecham-Massengill 
Pharmaceuticals  mSB 


Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  435-2105 


Donley  medical 

SUPPLY  COMPANY 

2425  "O"  St.,  Lincoln,  Nebraska  68510 

AUTHORIZED  CONTRACT  AGENT 


Medicinews  . . . 

EEG  guidelines 

The  American  Electroencephalographic 
Society  announces  that  the  availability  of  a 
new  series  of  publications,  “Guidelines  in 
EEG ” with  information  of  potential  use 
to  physicians,  technologists,  nurses,  hos- 
pital administrators  and  others  directly  or 
indirectly  concerned  with  electroencephalo- 
graphy. Three  titles  are  presently  avail- 
able : #1  “Minimum  Technical  Standards 

for  EEG  Recording  in  Suspected  Cerebral 
Death,”  # 2 “Minimum  Technical  Require- 
ments for  Performing  Clinical  Electroen- 
cephalography” and  #3  “Standards  of  Prac- 
tice in  Clinical  Electroencephalography.” 
Other  titles  will  be  added  to  the  series  in 
time.  Copies  of  the  Guidelines  are  avail- 
able for  $1.00  each  (to  help  defray  printing 
and  postage  costs)  upon  request  to:  Mrs. 
Margaret  H.  Henry,  Executive  Secretary, 
The  American  EEG  Society,  36391  Maple 
Grove  Road,  Willoughby  Hills,  Ohio  44094. 


Councilor  Districts  and  Counties 

First  District:  Councilor:  Thomas 

J.  Gurnett,  Omaha.  Counties : 
Douglas,  Sarpy. 

Second  District:  Councilor:  Louis 

J.  Gogela,  Lincoln.  Counties : 
Lancaster,  Otoe,  Cass. 

Third  District:  Councilor:  H.  C. 

Stewart,  Pawnee  City.  Counties  : 
Gage,  Johnson,  Nemaha,  Pawnee, 
Richardson. 

Fourth  District:  Councilor:  Rob- 

ert B.  Benthack,  Wayne.  Coun- 
ties: Knox,  Cedar,  Dixon,  Dakota, 
Antelope,  Pierce,  Thurston,  Madi- 
son, Stanton,  Cuming,  Wayne. 
Fifth  District : Councilor : Robert 

Sorenson,  Fremont.  Counties: 
Burt,  Washington,  Dodge,  Platte, 
Colfax,  Boone,  Nance,  Merrick. 
Sixth  District:  Councilor:  Houtz 

Steenburg,  Aurora.  Counties : 
Saunders,  Butler,  Polk,  Seward, 
York,  Hamilton. 

Seventh  District:  Councilor:  Lyle 

Nelson.  Crete.  Counties : Saline. 
Clay,  Fillmore,  Nuckolls,  Thayer, 
Jefferson. 

Eighth  District:  Councilor:  Robert 

Waters,  O’Neill.  Counties : Cher- 
ry, Keyapaha,  Brown,  Rock,  Holt, 
Sheridan,  Boyd. 

Ninth  District:  Councilor:  Hiram 

Walker,  Kearney.  Counties : Hall, 
Custer,  Valley,  Greeley,  Sher- 
man, Howard,  Dawson,  Buffalo, 
Grant,  Hooker,  Thomas,  Blaine, 
Wheeler,  Loup,  Garfield. 

Tenth  District:  Councilor:  Charles 

W.  Landgraf,  Jr.,  Hastings. 
Counties : Gosper,  Phelps,  Adams, 
Furnas,  Harlan,  Webster,  Kear- 
ney, Red  Willow,  Chase,  Frontier, 
Dundy,  Hitchcock. 

Eleventh  District:  Councilor:  Bruce 
F.  Claussen,  North  Platte..  Coun- 
ties : Lincoln,  Perkins.  Keith,  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  A.  J. 
Alderman,  C hadron.  Counties: 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyenne,  Sioux, 
Dawes. 


NEBRASKA  MEDICAL  ASSOCIATION 
Council  Districts  and  Component  County  Medical  Societies 

COMPONENT  COUNTY  SOCIETIES 

COUNTY  PRESIDENT  SECRETARY-TREASURER 

Ar,„m,  Donovan  B.  Foote,  Jr.,  Hastings_.George  L.  Welch  Hastings 

a aams -r  „ Plainview  D.  F.  Johnson,  Jr.,  Osmond 

A»telope-P,«cc SmUh  AlWon..- Wm  D Reardon  St.  Edward 

Butte  - Raymond  H.  Olson,  Alliance F.  P Sucgang,  Alliance 

ttt  -mu*  t r Moms  KpaTHPV 


Box 
Buffalo 
Cass 


K W.  Ellis,  Kearney Gerald  Morris,  Kearney 

r.  J.  Dietz,  Plattsmouth Glen  D.  Knosp,  Elmwood 


Putter  JVL.  L.  Chaloupka,  Callaway Loren  Jacobsen  Broken  Bow 

“ Wavne  K.  Weston,  Lexington___Wm.  B.  ElfeldL  Lexington 
Dawson w H Hill  Fremont W.  B.  Eaton,  Fremont 

F,?v?co™^::::::::::::::::::HenVj.  Biiierbeck  R,»doiph-..ch,ries  q 

Four  County Paul  RPo E.  Gustafson.  Beatrice 

gd.,  Kokh  K5S=  • i..h:  f^Mnd 

Hamilton ""“'.P.  J.  Madden,  Aurora P.  J.  Madden,  Aurora 

Holt  & Northwest".::: StN  Paul 

JeSson V.vJorfon  O Johnson.  Fairbury ...Frank  Falloon,  Fairbury 

Jefferson ^ L Toiiefson,  Wausa D.  J.  Nagengast.  Bloomfield 

Lancaster"  " "_B.  F.  Wendt,  Lincoln -Dwight  L Snyder  Lincoln 

uncoYn . — owf.  cooper.  No«h 

Madison  R.  E.  Klaas,  Norfolk Martin,  in otioik 

NW  Nebraska  Bernard  Owen,  Rushville R.  L-  Hook,  Rushvi  le 

Kha  Douglas:::::::: T.  T.  Smith, J Omaha -Donald  J.  Pavelka,_  Omaha 

Otoe 


g’.  E.'  Burbri'dge,  Nebraska"  City _C.  J.  Formanack,  Syracuse 


pv,°<lr>=  ” ~ Wayne  Jackson,  Holdrege Rex  J.  Kelly,  Holdrage 

?a^LoupYa-irey-;:;_ T J.  Lemke,  Jr.  Col«mbus.„-A.  H.  Liebentritt  Columbus 

Saline ^T^^Wahoo ' '.John  K Hansen,  Jr.,  Wahoo 

IcottsTluff Hi::: John  C.  Shaffer,  Mitchell J.  C.  Baumgartner,  Scottsbluff 

Seward  Paul  R.  Hoff.  Seward {tC°bS’  SaEwL 

S E Nebraska""  " Wendell  Fairbanks,  Auburn____  John  Krickbauim  Auburn 

Richard  A.  Cottingham.  McCook.Jame,  Carson .McCook 

South  Central  Nebraska L.  G.  |unt,"e  Hebron feFi*to*TdiM»dl 

"”k  pnoT  . James  D Beil Yo“ * .““"-.-B.  N.  Gtaenberg,  York 
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Prompt  relief  of  pain  is  a lot  of  what  the  practice  of 
medicine  is  all  about... East  or  West. 

In  much  of  the  Far  East,  the  analgesic  efficacy  of 
Empirin®  Compound  with  Codeine  would  prob- 
ably be  measured  against  acupuncture,  an  ancient 
and  traditional  therapeutic  system. 

In  America,  codeine  sets  such  a high  standard  \ 
for  oral  analgesia,  that  it  has  become  a criterion  in 
terms  of  which  other  major  oral  analgesics  are  most 
often  measured. 

Synthetic  and  other  oral  analgesics  may 
offer  some  of  the  properties  of  codeine,  but 
not  one  can  provide  both  its  benefits 
and  potency.  And  codeine  provides 
an  antitussive  bonus. 

Empirin  Compound  with  Codeine 

is  the  most  widely  used, 
and  probably  the  most 
pharmaceutically  ele- 
gant analgesic  prepara- 
tion providing  codeine. 

It’s  the  time-tested  combi- 
nation for  predictable  pain 
relief  . . . whether  the  pain  is 
visceral  or  musculoskeletal; 
acute  or  chronic. 

JH  New  prescription  flexibility.  At  your  dis- 
cretion, and  where  state  law  permits,  a pre- 
scription for  Empirin  Compound  with 
Codeine  may  now  be  refilled  up  to  five 
times  in  six  months. 

Empirin  Compound  with  Codeine 
No.  3 contains  codeine  phosphate* 

(32.4  mg.)  gr.  y2.  No.  4 contains  codeine 
phosphate*  (64.8  mg.)  gr.  1.  *(Warning— 
may  be  habit-forming.)  Each  tablet  also 
\ \ contains:  aspirin 

A \ \ - gr.  3y2,  phen- 

acetin  gr. 

2y2}  caf- 
feine gr.  y2.  / 

Bottles  of 
100  and  10 

But  for  relief  of  Western  nak k 


COMPOUND  c 

CODEINE 

Burroughs  Wellcome  Co.,  Research  Triangle  Park,  North  Carolina  27709 


ORGANIZATIONS,  STATE  _= 

Alcoholics  Anonymous 

Lincoln  Center  Bldg.,  Lincoln  68508 
American  Red  Cross 

1701  “E”  St.,  Lincoln  68508 
The  Arthritis  Foundation,  Nebraska  Chapter 
Vernon  G.  Ward,  M.D.,  President 
302  Doctors  Building,  Omaha  68131 
Cerebral  Palsy  Association  of  Nebraska 
Joy  Piper,  Executive  Director 
4665  Leavenworth,  Omaha  68106 
Creighton  University  School  of  Medicine 
Joseph  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68131 
International  College  of  Surgeons 

Joseph  J.  Borghoff,  M.D.,  Regent  for  Nebraska 
7906  Dodge  Street,  Omaha  68114 
Multiple  Sclerosis  Society 

Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln  68522 
Muscular  Dystrophy  Assn,  of  America 
Robert  Fitzgerald,  District  Director 
6054  Ames  Ave.,  Omaha  68104 
National  Cystic  Fibrosis  Research  Foundation, 
Nebraska  Chapter 

Mark  Dorsey,  Executive  Director 
636  Medical  Arts  Bldg.,  Omaha  68102 
National  Foundation,  Inc.  (March  of  Dimes) 

Dick  Rumbolz,  1620  “M”  St.,  Lincoln  68508 
Nebraska  Academy  of  Ophthalmology 
Frank  L.  Eagle,  M.D.,  President 
8300  Dodge,  Omaha,  Nebraska  68114 
Nebraska  Academy  of  Otolaryngology 
William  Carter,  M.D.,  Secretary 
234  Doctors  Building,  Omaha  68131 
Nebraska  Association  of  Medical  Assistants 
Mrs.  Barbara  Powell,  President 
5700  Francis,  Lincoln  68505 
Nebraska  Association  of  Pathologists 
Robert  L.  Kruger,  M.D.,  Sec’y-Treas. 

1603  So.  79th  Ave.,  Omaha  68124 
Nebraska  Blue  Cross  - Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
72nd  and  Mercy  Road,  Omaha  68124 

Nebraska  Chapter 

American  Academy  of  Family  Physicians 
William  De  Roin,  M.D.,  Secy. 

8258  Hascall  St.,  Omaha  68124 

Nebraska  Chapter 

American  Academy  of  Pediatrics 

H.  E.  Wallace,  M.D.,  State  Chairman 
5145  “O”  St.,  Lincoln  68510 
James  Wax,  M.D.,  Sec’y-Treas. 

118  So.  88th,  Omaha  68114 

Nebraska  Chapter 

American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  M.D.,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha  68131 

Nebraska  Chapter,  American  College  of  Radiology 
Dr.  John  T.  McGreer,  III,  Secretary-Treasurer 
2300  South  16th  Street,  Lincoln 

Nebraska  Chapter 
American  College  of  Surgeons 

John  C.  Clyne,  M.D.,  Sec’y-Treas. 

130  Lakewood  Dr.,  Lincoln  68510 

Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 

Nebraska  Diabetes  Association,  Inc. 

Mrs.  E.  H.  Reitan,  Executive  Secy. 

2305  South  10th  St.,  Omaha  68108 

Nebraska  Dietetic  Association 
Celia  Ludwickson,  R.D.,  President 
2300  South  16th,  Lincoln  General  Hospital, 
Lincoln  68502 


Nebraska  Division  American  Cancer  Society 

Peter  J.  Zwier,  Executive  Vice  President 
4201  Dodge,  Omaha  68131 
Nebraska  Epilepsy  League,  Inc. 

Box  6412,  Elmwood  Station,  Omaha  68106 
Nebraska  Heart  Association 
Mrs.  Martha  Robertson,  Exec.  Director 
3624  Farnam  Street,  Omaha  68131 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln  68508 
Nebraska  Medical  Association 
Ken  Neff,  Executive  Secretary 
1902  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
307  Baird  Bldg.,  Omaha  68102 
Nebraska  Nursing  Home  Association 

Eugene  J.  Thompson,  Executive  Secretary 
3100  “O”  Street,  Lincoln  68510 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

602  South  44th  Avenue,  Omaha  68105 
Nebraska  Public  Health  Association 
H.  E.  McConnell,  Dr.  P.H.,  President 
State  Health  Dept.,  Lincoln  68509 
Nebraska  Regional  Medical  Program 

530  South  13th  Street,  Lincoln,  Nebraska  68508 
Nebraska  Rheumatism  Association 
Dr.  Arthur  Weaver,  President 
Lincoln,  Nebraska 

Nebraska  Society  for  Crippled  Children 
3815  Dewey  Avenue,  Omaha  68105 
Nebraska  Society  for  Internal  Medicine 
Charles  M.  Root,  M.D.,  F.A.C.P.,  President 
3610  Dodge  St.,  Omaha  68131 
Nebraska  Society  of  Anesthesiologists 
Dean  Watland,  M.D.,  President 
8601  W.  Dodge  Road,  Omaha  68114 
Nebraska  Society  of  Medical  Technologists 
Marilyn  Crane,  President 
4019  Nicholas,  Omaha  68131 
Nebraska  State  Department  of  Health 
Henry  Smith,  M.D.,  Director 
State  Capitol  Bldg.,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Willis  H.  Taylor,  Jr.,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  68131 
Nebraska  State  Orthopedic  Society 
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I PREDICT 

It  is  easy  to  prophesy,  all  you  have  to  do 
is  see  what’s  been  happening',  and  believe 
that  the  trend  will  continue.  You  just  draw 
a squiggly  line  through  the  event-dots  you 
know,  and  then  you  extrapolate.  These 
forecastings  are  simple  and  can  be  made  by 
readers  as  well  as  writers,  and  they  are 
sure  to  be  wrong.  This  method  does  not 
allow  for  turning  down  of  curves,  as  for 
sales  of  television  sets  when  they  were 
new;  the  line  could  not  climb  forever.  It 
offers  no  way  of  introducing  unanticipated 
breakthroughs,  as  steroids  and  transistors, 
but  it  is  sometimes  all  we  have. 

I predict  that  wounds  will  mend  in  min- 
utes, not  weeks.  There  is  no  reason  why 
we  cannot  learn  how  incisions  heal,  and 
find  a pill  that  will  hasten  the  process,  in- 
stead of  having  to  stay  in  bed  and  thus  in 
hospital,  and  mindlessly  wait  for  time  to 
go  by  while  a process,  of  which  we  know 
little,  slowly  goes  on.  I predict  that  we  will 
find  a way  to  make  bones  unite,  too,  and 
as  quickly. 

I predict  that  the  stay  in  the  hospital  will 
soon  be  only  overnight,  or  better  still,  morn- 
ing to  afternoon,  and  back  home  to  sleep. 
Hospital  stay  is  seven  days  now,  and  think 
what  it  once  was. 

I predict  that  surgery  will  become  bolder, 
but  that  it  will  be  used  for  other  things 
than  we  know  today.  We  will  dissolve  disks 
with  drugs,  pass  gallstones  with  pills,  cure 
appendicitis  with  injections,  and  flush  kid- 
ney stones  with  tablets.  But  we  may  find 
ourselves  operating  on  severed  spinal  cords 
and  for  strokes  now  beyond  the  reach  of 
the  scalpel. 

I predict  that  the  life-span  will  soon  be  a 
century,  that  we  will  cure  more  things  and 
do  it  rapidly.  We  dreaded  pneumonia,  and 
we  now  cure  it  easily  and  speedily,  and  it 
will  be  so  with  cancer  and  coronaries.  And 
wre  will  do  away  with  congenital  disease. 
There’ll  be  pills  for  everything.  We’ll  have 
violet  vials  for  vicious  vicissitudes,  purple 
powders  for  poor  prognoses,  square  sup- 


positories for  sore  sit-upons,  and  orange 
ointments  for  objectionable  oddities. 

Remember  pink  pills  for  pale  people? 

— F.C. 

LOZENGES  AND  LANCETS 

For  some  things,  as  heart  disease,  hem- 
orrhage, and  hirsutism,  surgery  may  be  the 
last  resort;  while  it  is  the  first  for  others, 
as  cancer,  carbuncles,  and  cholelithiasis. 
Surgical  treatment  consists  largely  of  taking 
things  out;  it  is  often  all  the  surgeon  knows 
how  to  do,  especially  if  his  specialty  is  or- 
thopedics. But  surgical  procedures  are  not 
as  a rule  troubled  by  the  disadvantages  of 
drugs.  Operations  work  or  they  do  not  and 
that  is  all,  and  they  succeed  more  than  half 
the  time. 

But  drugs  are  plagued  by  such  things 
as  lack  of  effect,  incompatibility,  and  side 
effects.  And  while  surgeons  continue  to 
invent  new  operations,  drug  makers  are 
even  more  creative;  they  keep  coming  up 
with  central  nervous  system  depressants, 
steroids,  antibiotics,  tranquilizers,  and  of 
course  antacids.  Drugs  come  wrapped  in 
warnings  of  side  effects  and  incompatibil- 
ities which  the  doctor  probably  reads  to  the 
patient,  and  which  may  be  remotely  related 
to  informed  consent. 

Still,  our  scorecard  looks  good.  It  is  a 
pleasing  one  because  our  own  society  has  a 
passion  for  checks  and  balances,  so  that 
thalidomide  did  not  get  by;  and  because  we 
are  infatuated  with  laboratory  and  clin- 
ical studies  before  and  long  after  a drug  has 
been  in  use ; witness  hexachlorophene,  dex- 
tropropoxyphene,  and  monoamine  oxidase 
inhibitors.  If  an  occasional  drug  may  have 
only  a placebo  effect,  and  I do  not  at  all 
believe  it,  it  may  be  a very  small  and  un- 
important error,  but  we  win  the  game  on 
runs.  And  if  another  is  said  to  be  harm- 
ful, and  this  has  not  at  all  been  proved, 
think  of  all  the  good  it  has  accomplished. 

We  are  the  best  pharmacists  in  the  world. 
And  if  the  government  leans  on  us  once  in 
a while,  it  cannot  stop  progress.  Even  then, 
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thalidomide  was  not  our  drug;  it  was  smug- 
gled here  from  overseas  by  people  who 
should  have  known  better  and  who  wondered 
why  Americans  could  not  discover  something 
like  it. 

We  invented  anesthesia,  didn’t  we? 

— F.C. 

WHAT  SHALL  WE  TELL  THE  PATIENT? 

It’s  easy  to  tell  someone  his  stock  has 
gone  up,  or  he’s  going  to  live,  and  it  is  tra- 
ditional to  reward  the  bearer  of  good  tid- 
ings. But  the  bringer  of  unpleasant  infor- 
mation is  disliked  and  is  somehow  associat- 
ed with  the  disaster  he  tells  of.  The  doc- 
tor who  says  the  patient  is  well  is  credited 
with  the  recovery.  But  while  it  is  no  easy 
thing  to  tell  someone  he  must  die,  it  is  the 
physician’s  burden  that  he  must  be  the  first 
to  know  when  the  last  of  the  fates  stands 
ready  to  cut  the  thread  of  life. 

Some  tell  the  patient  right  away  when 
the  news  is  bad,  some  answer  the  questions 
honestly,  some  tell  the  wife  or  husband,  and 
some  offer  hope  until  the  end.  But  the  fates 
are  outnumbered  by  the  panelists,  who  rare- 
ly agree  but  nonetheless  advise.  One  expert 
tells,  one  gives  hope,  one  preaches  honesty; 
they  do  what  we  do,  and  there’s  an  end  on’t. 

If  there’s  a best  way,  the  panelists  have 
not  said  so;  if  it  depends  on  the  patient,  we 
knew  that.  If  the  experts  are  going  to  say 
“What  do  you  think?”  to  each  other,  we  can 
do  as  well. 

What  do  I want  to  be  told  when  it’s  time? 
Who  knows?  I don’t,  not  yet.  I don’t  think 
you  do.  And  I don’t  think  all  those  panels 
do,  either. 

—F.C. 

IN  1900 

Cancer  was  the  eighth  leading  cause  of 
death  in  1900;  in  1968,  it  was  second.  Cere- 
bral hemorrhage  ranked  fifth  at  the  turn 
of  the  century,  but  rose  to  third  68  years 
later.  Accidents  rose  from  seventh  position 
to  fourth  in  the  same  period.  And  heart 
disease,  which  was  only  the  fourth  leading 
cause  of  death  at  the  end  of  the  nineteenth 


century,  climbed  to  the  top  of  the  list  of 
killers  in  1968.  Are  we  going  backwards? 

Orders  of  deadliness  and  rates  per 
100,000  are  the  same.  We  cannot  claim  that 
fewer  people  die  now,  since  everybody  dies, 
or  as  the  old  saying  goes,  the  death  rate  is 
one  per  person.  But  if  the  same  number, 
per  thousand  or  per  million,  dies,  and  heart 
disease  became  deadlier,  what  is  our  record? 

We  enlarge  the  life  span,  from  20  to  70, 
and  we  make  disease  less  deadly  by  putting 
off  the  day  of  death  as  long  as  we  can,  only 
we  defeat  some  diseases  more  than  others, 
that’s  all.  Pneumonia  fell,  in  the  order  of 
leading  causes  of  death,  and  so  did  diph- 
theria, and  diarrhea  and  enteritis.  There 
will  always  be  causes  of  death,  and  we  will 
always  have  the  ten  leading  causes.  Heart 
disease  isn’t  deadlier,  nor  is  cancer.  Tuber- 
culosis, number  one  in  1900,  isn’t  even  in 
the  list  of  ten  in  1968.  But  figures  are  fun- 
ny, if  you  can  call  anything  about  death 
funny.  The  death  rate  for  heart  disease  was 
137  per  100,000;  in  1968,  it  became  373.  All 
it  means  is  that  we  kept  people  alive  long- 
er until  they  died  of  something  else,  but 
it’s  something  to  think  about,  isn’t  it? 

—F.C. 

WHERE  IS  THE  GENERALIST 
GOING? 

What  goes  up  must  come  down.  While 
the  specialist  started  out  as  a rara  avis,  he 
has  surrendered  his  prestigious  position  by 
overbreeding.  It  is  like  the  opera  aficionado 
who  finds  that  all  the  others  are  sitting  in 
boxes  and  loges,  too,  and  there  is  nobody 
to  lord  it  over.  If  things  come  down,  per- 
haps the  trend  to  specialization  will  reach 
a plateau  and  will  gently  return  to  a level 
more  consonant  with  the  public’s  good.  And 
maybe  the  tendency  for  the  patient  to  rush 
to  the  nongeneralist  specialist  will  similarly 
decline. 

All  I am  is  a clearinghouse,  a general 
practitioner  once  said  to  me;  I just  send 
each  patient  to  the  proper  specialist.  But 
he  could  not  have  been  very  good  at  his 
trade.  And  the  GP  or  FP  is  trained  now  as 
never  before  and  has  his  very  own  specialty 
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board.  Some  have  come  to  regard  the  in- 
ternist as  the  family  doctor.  If  you  broke 
your  wrist  and  the  internist  sent  you  to  your 
GP,  that  would  be  funny,  a specialist  refer- 
ring you  to  a generalist.  But  then  we’re  all 
specialists  now. 

Meanwhile,  the  yellow  pages  of  the  tele- 
phone book  are  replete  with  the  words, 
“practice  limited  to”  and  “specialty.”  Some 
want  multiple  listing  while  others  avoid  even 
single  inclusion  under  the  appropriate  head- 
ing. 

But  if  ive  are  to  retain  the  kindly  doctor 
image,  it  is  the  generalist  who  will  do  it 
for  us.  For  he  knows  the  patient  and  the 
family.  Nobody  is  a case,  and  his  patient 
is  never  a propositus  or  a proband.  He 
does  not  seen  one  person  only,  and  that  one 
only  once;  he  sees  him  during  his  entire 
lifetime,  and  treats  his  parents,  his  children 
(whom  he  delivers),  and  his  brothers  and 
sisters. 

I think  the  FP  has  never  had  it  so  good. 
He  is  skilled  and  he  is  wanted,  and  his 
training  and  the  demand  for  him  are  up- 
ward bound.  He  is  needed  by  the  public 
and  by  the  rest  of  us  doctors,  too.  For  with 
over  200  million  Americans,  we  need  his 
very  numbers;  his  patients  require  his  mod- 
ern capabilities ; and  we  all  want  the  warmth 
and  love  he  can  supply  and  other  specialists 
cannot  know,  and  that  is  something  that  may 
be  the  saving  of  all  of  us. 

— F.C. 

ON  MALPRACTICE 

State  meetings  are  work  and  fun.  One 
of  the  pleasures  I associate  with  these  get- 
togethers  is  listening  to  Doctor  Gilligan 
when  he  addresses  us,  and  when  we  just 
sit  together  and  talk.  He  is  an  authority 
on  malpractice,  insurance,  medicolegal  ad- 
vice, consents,  suits,  and  threats.  If  the 
picture  is  gloomier  than  we  like,  it  is  real, 
whether  we  will  look  at  it  or  not. 

I have  finally  succeeded  in  getting  Doc- 
tor Gilligan  to  put  aside  his  modesty  and 
write  for  the  Journal.  Read  his  article  in 
this  issue.  You’d  better. 

—F.C. 


Autogenous  Venous  Bypass  Grafts  Five 
Years  Later  — J.  A.  DeWeese  and  C.  G. 
Rob  (Univ  of  Rochester  Medical  Center, 
Rochester,  NY  14620).  Ann  Surg  174: 
346-356  (Sept)  1971. 

The  status  of  103  patients  and  113  auto- 
genous venous  femoropopliteal  bypass  grafts 
five  years  following  operation  was  analyzed ; 
48%  of  the  103  patients  died  within  five 
years;  71%  of  the  deaths  were  secondary  to 
arteriosclerosis.  The  mortality  rate  for  pa- 
tients operated  on  for  claudication  was  only 
26%  as  compared  to  42%  and  76%  for  pa- 
tients with  rest  pain  and  gangrene,  respec- 
tively. Sixty  percent  of  the  grafts  remained 
patent  either  until  death  or  for  five  years. 
Only  51%  of  grafts  from  the  groin  to  below 
the  knee  remained  patent  as  compared  to 
63%  and  79%  of  short  grafts  ending  above 
or  below  the  knee.  The  best  results  were  ob- 
tained in  patients  operated  on  for  claudica- 
tion. Seventy-four  percent  of  the  patients 
lived  for  at  least  five  years,  and  74%  of 
their  grafts  were  still  patent;  none  lost  a 
limb.  Sixty-two  percent  of  patients  with 
rest  pain  or  gangrene  died  within  five  years. 

Post- transfusion  Hepatitis:  Effect  of  Modi- 
fied Gamma  Globulin  Added  to  Blood  in 
Vitro  — R.  Katz,  J.  Rodriguez  and  R. 
Ward  (Children’s  Hosp,  Los  Angeles 
90054).  New  Eng  J Med  285:925-932 
(Oct  21)  1971. 

A significant  reduction  in  the  incidence  of 
post-tranfusion  hepatitis  with  jaundice  was 
observed  in  patients  receiving  modified  gam- 
ma globulin  added  to  blood  transfusion  as 
compared  with  controls  receiving  blood  alone. 
Standard  gamma  globulin  was  modified  by 
the  Swiss  method  (hydrolysis)  ; 10  ml  of  6% 
solution  were  added  to  each  unit  of  blood  be- 
fore transfusion.  Five  of  1,970  patients  receiv- 
ing gamma  globulin  and  18  of  2,019  controls 
receiving  blood  without  added  gamma  glob- 
ulin acquired  icteric  hepatitis  (P=0.014). 
No  severe  cases  were  observed  in  those  re- 
ceiving gamma  globulin.  Six  severe  cases 
with  two  deaths  occurred  in  the  controls. 
The  incidence  of  anicteric  hepatitis  in  the  two 
groups  was  not  significantly  different.  No 
untoward  reactions  were  related  to  the  intra- 
venous use  of  modified  gamma  globulin. 
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ORIGINAL  ARTICLES 


Abdominal  Pregnancy:  Full  Term  Normal 
Infant  and  Recovery  of  the  Mother 


THE  purpose  of  this  paper  is  to 
report  a case  of  abdominal 
pregnancy  which  went  to  term. 
The  pregnancy  was  terminated  by  abdominal 
section  with  the  delivery  of  a 6 pound  13 V2 
oz.  female  infant. 

The  patient  was  a 33  year  old  gravida 
iii,  para  ii.  The  previous  two  pregnancies 
were  normal  spontaneous  deliveries.  There 
was  no  history  of  past  abdominal  surgery. 
Pregnancy  took  place  approximately  the  first 
part  of  December,  1970.  No  accurate  record 
of  her  menses  was  available.  January  6, 
1971  there  was  an  episode  of  abdominal  pain 
and  tenderness  which  left  after  24  hours. 
The  second  trimester  of  pregnancy  pro- 
gressed without  incident.  The  third  tri- 
mester was  different  from  her  other  preg- 
nancies; she  noted  more  motion,  and  this 
motion  appeared  to  be  closer  to  the  surface 
of  the  abdominal  wall. 

The  abdominal  section  was  completed  in 
approximately  % hour.  The  baby  cried  spon- 
taneously. The  placenta  was  removed  with- 
out too  much  difficulty;  it  had  its  main  at- 
tachment to  the  left  tube,  ovary,  round  liga- 
ment, fundus  of  the  uterus,  and  upper  part 
of  the  broad  ligament.  The  margin  of  the 
placenta  was  attached  to  the  great  omen- 
tum. No  attempt  was  made  to  separate  the 
placenta  from  its  attachment;  it  was  pos- 
sible by  elevating  it  to  clamp  below  and 
excise,  taking  the  tube,  ovary,  round  liga- 
ment, and  upper  margin  of  the  broad  liga- 
ment. The  area  of  attachment  was  closed  by 
continuous  locked  suture  of  no.  1 chromic 
catgut.  The  distal  edge  of  the  great  omen- 
tum was  excised  and  removed  attached  to 
the  placenta.  The  placenta  was  rather  small 
and  had  implanted  itself  on  an  area  which 
tapped  the  blood  from  the  left  uterine  artery 
and  blood  from  the  left  ovarian,  which  is  a 
branch  of  the  left  renal  artery.  Approxi- 
mately 1500  ml  of  blood  was  lost;  this  was 
replaced  by  a like  amount. 

In  any  discussion  of  abdominal  pregnancy 


CHARLES  M.  COE,  M.D. 
Wakefield,  Nebraska 

and 

ROY  M.  MATSON,  M.D. 
Wayne,  Nebraska 


the  question  most  frequently  asked  is,  “How 
did  you  handle  the  placenta  ?”  In  this  par- 
ticular incident  it  was  removed  rather  easi- 
ly. When  the  placenta  is  attached  broadly 
to  the  bowel,  mesentery,  or  liver  it  is  advis- 
able to  tie  the  cord  close  to  the  placenta  and 
leave  it  within  the  abdomen.  It  has  been 
shown  that  the  use  of  the  drug  methotrexate 
will  aid  in  the  dissolution  of  trophoblastic 
tissue.  When  left  in  the  abdomen,  the  pla- 
centa may  remain  viable  for  a considerable 
length  of  time  and  may  complicate  recovery 
by  abscess  formation,  intestinal  obstruction 
or  bleeding  from  separation.  A case  has 


Figure  1.  AP  view  of  abdomen  just  before  delivery. 
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been  presented  in  which  the  placenta  was 
perfused  with  methotrexate  with  evidence 
of  placental  separation  in  13  to  15  days  with- 
out hemorrhage.1*2 

This  case  was  not  diagnosed  prior  to  the 
section.  It  has  been  stated  by  Hester  that 
suggestive  radiological  signs  of  extra  uter- 
ine or  abdominal  pregnancy  on  plain  films 
in  order  of  importance  are: 

1.  Demonstration  of  the  uterine  shadow 
separate  from  the  fetus 

2.  Abnormal  position  and  presentation  of 
the  fetus  (often  unusually  high  and 
transverse) 

3.  Demonstration  of  fetal  parts  overlap- 
ping the  maternal  spine  in  the  lateral 
view 

4.  Intermingling  of  maternal  intestinal 
gas  shadows  with  fetal  parts 

5.  Unusual  clarity  of  the  fetal  parts 

6.  Nonvisualization  of  the  uterine  shadow 


Figure  2.  Lateral  view  of  abdomen. 


7.  Unchanging  position  of  the  fetus  on 
serial  studies 

8.  Unusually  close  proximity  of  the  fetus 
to  the  maternal  anterior  abdominal 
wall 

9.  The  fetal  parts  unusually  extended  or 
“spread  out”  within  the  maternal  ab- 
domen 

10.  Occasional  calcification  of  the  amni- 
otic  sac. 

It  was  further  stated  that  at  least  5 of 
these  suggestive  signs  can  be  identified  on 
the  fetogram.3  Other  aids  to  diagnosis  have 
been  reported;  one  is  the  use  of  pelvic  angi- 
ography in  the  diagnosis  of  abdominal  preg- 
nancy as  described  by  Dilts.4  It  shows  the 
effectiveness  of  retrograde  arteriograms  to 
diagnose  and  to  localize  the  placenta  in  the 
abdominal  cavity. 

Conclusion 

The  incidence  of  abdominal  pregnancy  is 
rare;  it  varies  from  one  in  fifteen  thousand 
to  one  in  three  thousand  deliveries.  In  many 
of  the  reported  cases,  the  fetuses  are  either 
dead  or  deformed;  there  is  also  a reported 
high  percentage  of  maternal  morbidity.  In 
this  case  we  report  a normal  baby  and  a 
mother  who  left  the  hospital  on  her  eighth 
postoperative  day,  having  suffered  no  post- 
partum complications. 
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Medical  Malpractice  in  Nebraska,  1971 


NEBRASKA  physicians  are 
confronted  today  with  more 
threats  and  suits  than  ever 
before.  Demanding  larger  amounts,  the 
cost  of  investigating  and  defending  those 
charges  are  constantly  mounting. 

At  the  present  time,  it  is  not  at  all  un- 
usual for  a carrier  to  spend  at  least  $10,000 
just  in  the  early  investigation  of  a case. 
California  estimates  that  it  is  costing  them 
an  average  of  $16,500  to  investigate  a mal- 
practice case  today.  Fifty  percent  of  what 
the  insurance  carrier  pays  out  is  for  legal 
defense  in  a malpractice  case.  The  judg- 
ments against  physicians  are  constantly  in- 
creasing in  size.  Several  judgments  have 
been  returned  in  excess  of  $1,000,000.  The 
largest  report,  to  my  knowledge,  of  a judg- 
ment is  not  quite  $2,000,000. 

The  matter  of  how  much  insurance  a physi- 
cian should  carry  today  is  commonly  dis- 
cussed. The  average  physician  carries  a 
policy  for  $100,000/$300,000.  Authorities 
in  the  malpractice  field  predict  that  in  not 
too  many  years  there  will  be  judgments 
against  physicians  for  as  much  as  $5,000,000. 
The  way  things  are  progressing  at  the  pres- 
ent time,  I feel  forced  to  agree  with  the  peo- 
ple who  are  predicting  much  higher  judg- 
ments against  the  physicians.  Consequently, 
anyone  who  is  not  familiar  with  the  umbrella 
type  policy  that  will  give  a physician  pro- 
tection up  to  $5,000,000  would  find  it  well 
worth  investigating. 

I fully  agree  with  the  authorities  who 
contend  the  physician  practicing  today  who 
carries  less  than  $1,000,000  coverage  is  out 
of  his  mind.  Average  judgments  for  the 
year  1970  were  approximately  $65,000. 

Whenever  a physician  is  found  guilty  of 
malpractice,  that’s  a judgment  against  us 
all  — the  public,  the  taxpayers.  What  is 
happening  today  is  that  every  alert  physi- 
cian is  practicing  defensive  medicine.  That 
causes  the  physician  to  order  more  x-rays 
than  necessary,  more  blood  tests,  and  many 
other  procedures  that  only  add  to  the  in- 
creased cost  of  medical  care,  resulting  in  high- 
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er  cost  of  insurance  rates  for  malprac- 
tice protection,  all  of  which  are  a part  of 
the  defensive  medicine  that  contributes  little, 
if  any,  to  patient  care. 

A still  more  subtle  element  is  added.  That 
is,  the  physician  frequently  now  eyes  pa- 
tients he  sees,  wondering  whether  that  per- 
son is  one  of  the  unstable,  litigious-minded 
individuals  who  is  apt  to  sue  the  physician, 
and  whether  the  physician  should  attempt 
the  responsibility  of  caring  for  such  a 
patient. 

It  was  only  a few  years  ago  that  most 
lawyers  discouraged  clients  against  bringing 
action  for  medical  malpractice.  Now  that 
has  all  changed.  The  legal  profession  must 
accept  its  share  of  responsibility  for  what 
is  happening  in  the  medical  malpractice  field 
today. 

About  1959,  an  article  appeared  in  one 
of  the  popular  periodicals,  emphasizing  the 
amount  of  money  to  be  made  in  the  medical 
malpractice  field.  That  was  the  spark  that 
set  the  plaintiffs’  attorneys  aglow,  but  what 
made  them  (the  plaintiffs’  attorneys,  that 
is)  more  enthusiastic  about  encouraging 
malpractice  action  against  physicians  was 
that  someone  in  the  legal  profession  got  the 
idea  of  writing  a letter  to  a doctor,  enclos- 
ing a brief  on  a case,  asking  the  doctor  “if 
he  would  take  a look  at  this  for  me,”  of 
course  enclosing  a check  which  unlocks  many 
doors,  and  in  so  doing  the  lawyer  saves  him- 
self the  cost  of  obtaining  a medical  witness. 

It  is  becoming  increasingly  more  common 
for  the  medical  profession  to  cooperate  with 
lawyers  and  give  opinions  against  their  col- 
leagues that  quite  commonly  are  very  critical 
of  the  defendant  physician.  Authorities 
estimate  that  we,  the  medical  profession,  are 
responsible  for  60%  or  more  of  the  mal- 
practice actions  by  our  conduct  in  handling 
cases  that  have  previously  been  treated  by 
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other  physicians.  We  are  told  by  the  poli- 
ticians and  certain  members  of  the  legal  pro- 
fession that  we  have  nothing  to  complain 
about  until  we  set  our  own  house  in  order. 

It  is  my  hope  that  the  functioning  of  an 
efficient  Peer  Review  Committee  will  be 
able  to  correct  many  of  the  criticisms  lev- 
elled against  our  profession  and  thereby 
improve,  among  many  other  things,  our  in- 
surance rate  structure. 

The  types  of  cases  remain  much  the  same 
as  in  the  past.  Foreign  bodies  left  in  pa- 
tients following  surgery  run  about  the  same, 
percentage-wise,  from  year  to  year.  Types 
of  surgery,  surgeons,  or  hospitals  don’t  seem 
to  influence  the  problem.  There  is  little,  if 
any,  difference  between  the  metropolitan  and 
the  rural  practice  in  that  regard.  Conse- 
quently, I cannot  recommend  too  strongly 
the  importance  of  taking  an  x-ray  of  the 
surgical  area  before  the  patient  reaches  the 
recovery  room.  Most  foreign  bodies  are 
discovered  in  patients  many  years  after  the 
alleged  negligence,  the  operating  surgeon 
having  no  recollection  of  the  case  and  often 
having  no  way  of  knowing  whether  he  is 
guilty  of  having  left  the  foreign  body. 

Very  often  he  is  unable  to  remember  who 
his  insurance  carrier  happened  to  be  at  the 
time  the  injury  is  alleged  to  have  occurred, 
which  commonly  will  be  12  to  30  years 
after  the  alleged  mishap.  For  that  reason,  I 
cannot  urge  too  strongly  that  one  file  all 
his  malpractice  insurance  policies  away  and 
keep  them  indefinitely. 

Informed  consent.  It  is  interesting  to 
note  that  practically  in  every  case  filed, 
among  other  charges  levelled  against  a physi- 
cian, the  plaintiff  accuses  him  of  a lack  of 
informed  consent.  The  courts  tell  us  if  a 
consent  is  not  an  informed  consent  it  is  not 


a true  consent.  It  is  becoming  increasingly 
more  common  for  patients  experiencing  drug 
reactions  to  allege  a lack  of  informed  con- 
sent. All  people  in  the  medical  profession 
can  benefit  by  familiarizing  themselves  with 
what  consists  of  an  informed  consent,  keep- 
ing in  mind  that  it  is  impossible  to  include 
every  possible  contingency  in  the  consent 
form,  and  that  rapport  with  the  patient  is 
far  more  important  protection  than  legal 
consideration. 

Rapport  is  most  effectively  accomplished 
by  the  physician  sitting  down  with  his  pa- 
tient or  the  patient’s  family,  preferably  in 
the  physician’s  office  where  a record  can  be 
made  of  the  date,  the  time,  the  persons 
present,  the  essence  of  the  conversation 
which  should  consist  of  a description  of  the 
procedure  to  be  carried  out  (in  lay  lan- 
guage), why  the  procedure  is  being  advised, 
what  can  happen  if  treatment  is  not  carried 
out,  and  what  complications  could  result, 
but  very  rarely  do,  if  that  is  the  case.  Last, 
but  not  least,  discuss  what  the  approximate 
cost  to  the  patient  will  be. 

Remember,  plaintiffs’  attorneys  accuse  the 
medical  profession  of  having  “dollar  bills” 
in  their  eyes.  Furthermore,  many  suits  are 
not  brought  by  the  patients  themselves,  but 
rather  by  another  physician  who  is  smart- 
ing from  an  imagined  or  real  hurt  inflicted 
years  before  by  another  physician.  As  dis- 
tasteful as  it  may  be,  some  of  the  points  I 
have  briefly  discussed  are  commonly  made 
against  our  profession.  If  one  has  any  doubt, 
I would  refer  him  to  the  articles  that  are 
constantly  appearing  in  some  of  our  lead- 
ing periodicals  and  newspapers. 

Attention  should  be  given  to  peer  review 
or  arbitration  in  an  effort  to  improve  our 
outmoded  method  of  handling  medical  mal- 
practice. 
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Increased  Hyaline  Membrane  Survival 


THIS  case  history  is  presented  to 
show  the  importance  of  small 
community  hospitals  and  the 
need  for  increasing  their  potential  in  contrast 
to  the  concept  of  large  regional  hospitals 
being  utilized  for  all  life  saving  and  com- 
plicated health  problems. 

Case  History 

23  year  old  white  female  Rh+ 

Past  History: 

Cholecystectomy  February  1966 

Previous  Pregnancies : 

1.  Live  boy  delivered  November  1965. 
Normal  pregnancy,  normal  labor, 
normal  vaginal  delivery.  No  com- 
plications. 

2.  Live  girl  delivered  January  1968. 
Normal  pregnancy,  normal  labor, 
normal  vaginal  delivery.  No  com- 
plications. 

3.  Spontaneous  abortion  of  2 month 
pregnancy  treated  by  D & C Octo- 
tober  1968. 

4.  LMP  November  10,  1968.  Deliv- 
ered live  boy  with  premature  labor 
on  July  16,  1969  (EDC  August  17). 
Born  at  9 p.m.  Birth  weight  5 lbs 
10 1/4  oz,  19  inches  long.  At  11  p.m. 
he  became  dyspneic  with  whining  and 
chest  retraction  which  progressed  to 
death  at  7 :30  a.m.  despite  40%  oxy- 
gen and  high  humidity  in  an  isolette. 
Dx — hyaline  membrane  disease. 

Present  History: 

LMP  9-4-70 

Admitted  to  hospital  on  3-2-71  be- 
cause of  labor  pains  and  2 cm  dilatation 
of  cervix. 

Treatment: 

Bed  rest  and  suturing  of  cervix  with 
#1  black  silk  suture.  Dismissed  in  good 
condition  on  3-7-71. 

Readmitted  on  3-20-71  with  labor 
pains  and  2 cm  dilatation  of  cervix. 
Previous  sutures  had  pulled  out. 
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Treatment : 

Resuturing  of  cervix  and  bed  rest. 

Dismissed  in  good  condition  on  4-1-71. 

Patient  experienced  recurrent  periods  of 
labor  pains  treated  successfully  by  bed  rest 
at  home  until  April  10,  1971.  Readmitted 
to  hospital  on  that  date  with  violent  labor 
pains  every  2 minutes  and  lasting  50-60  sec- 
onds. Pains  failed  to  stop  and  it  was  elected 
to  remove  sutures  and  allow  labor  to  prog- 
ress. Thus  at  3 :05  p.m.  April  10,  1971,  a 
live  male  infant  was  delivered  who  cried 
lustily  at  birth  (EDC  June  11).  Birth 
weight  was  5 lb  4 14  oz.  Labor  and  post- 
partum recovery  was  uneventful  for  the 
mother. 

The  child  became  dusky  by  4 p.m.  and 
was  placed  in  an  isolette  with  40%  oxygen 
and  high  humidity. 

At  6 p.m.  he  had  developed  grunting  but 
had  good  color  and  no  retraction  of  the 
chest. 

At  11  p.m.  he  became  dusky  but  still  had 
no  retraction. 

At  5 :30  a.m.  he  suddenly  became  very 
dusky  and  listless  with  cold,  clammy  skin. 
He  was  transferred  to  an  air  lock  which 
was  set  at  3 atmospheres  pressure  and  70% 
oxygen  with  high  humidity.  In  15  minutes 
he  became  pink  and  less  listless. 

At  9 :30  a.m.  child  was  returned  to  iso- 
lette but  rapidly  became  dusky  so  was  re- 
turned to  air  lock  in  20  minutes. 

The  infant  remained  in  the  air  lock  until 
7 :30  on  4-14-71  during  which  time  pres- 
sure was  maintained  at  3 atmospheres  and 
oxygen  at  70%  with  high  humidity. 

He  was  fed  only  dextrose  water  by  gas- 
tric gavage.  Removal  from  the  air  lock 
was  decided  when  he  no  longer  became  cya- 
notic when  the  lock  was  opened  for  feeding. 
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AIR  LOCK  IN  USE  AS  HYPERBARIC  CHAMBER 


From  4-10-71  to  4-16-71  the  mother 
pumped  her  breasts  regularly  so  that  she 
would  be  able  to  nurse.  On  4-16-71  when 
the  infant’s  weight  had  dropped  to  4 lbs 
71/2  oz  and  when  it  had  demonstrated  its 
ability  to  suck  without  becoming  cyanotic, 
breast  feeding  was  begun. 

Laboratory  tests  on  b-1 6-71 : 

Hematocrit  — 51% 

Hemoglobin  — 18.7  gms. 


Serum  Bilirubin : 

Direct  1 minute  0.8 

15  minutes.. 1.6 

Indirect  ....12.9 

Total  14.5 


Since  a mild  jaundice  had  appeared  we 
elected  to  treat  the  infant  with  ultraviolet 
light  for  one  hour  on  4-17-71  and  one  hour 
on  4-18-71. 

Laboratory  tests  on  L-21-71: 

Hematocrit  — 54% 

Hemoglobin  — 19.8  gms. 


Serum  Bilirubin: 

Direct  1 minute  0.8 

15  minutes. 1.4 

Indirect  11.3 

Total  .12.7 


The  infant  gained  well  on  mother’s  milk 
and  was  dismissed  4-25-71  with  a weight  of 
4 lbs  141/2  oz. 

Since  dismissal  the  child  has  thrived  with- 
out complication. 

Discussion 

This  case  illustrates  that  new  methods  and 
techniques  can  be  utilized  in  the  small  com- 
munity hospital  without  the  expense  and 
dangers  of  long  distance  travel. 

Hyperbaric  oxygen  treatment  can  be 
utilized  for  the  care  of  the  newborn  with 


respiratory  distress.  Most  small  community 
hospitals  do  not  have  the  equipment  for 
constant  monitoring  of  blood  gasses  but  an 
experienced  clinician  can  rely  safely  on  his 
own  judgment  if  he  takes  time  for  careful 
observation.  The  air  lock  (now  out  of  pro- 
duction) is  an  excellent  and  practical  ma- 
chine for  hyperbaric  treatment  and  had  the 
additional  advantage  of  costing  less  than  a 
thousand  dollars.  The  only  portable  hyper- 
baric machine  in  the  state  of  Nebraska  is 
located  at  the  University  College  of  Medi- 
cine. Hyaline  membrane  disease  is  often 
rapid  in  development  and  the  time  involved 
in  obtaining  the  use  of  the  machine  could 
well  be  too  great  for  survival. 

Ultraviolet  light  in  treatment  of  icterus 
neonatorum  can  be  accomplished  in  small 
community  hospitals  as  readily  as  in  the 
urban  centers  as  long  as  it  is  treated  with 
care. 

Suturing  of  the  cervix  to  prevent  pre- 
mature delivery  in  the  patient  with  incom- 
petent cervix  is  a simple  technique  which 
every  family  practitioner  doing  obstetrics 
should  be  trained  to  do. 

Summary 

Infant  survival  can  be  greatly  increased 
by  having  simple  tools  and  techniques  avail- 
able in  every  community  hospital.  The  tech- 
nique of  suturing  the  incompetent  cervix 
available  at  the  local  level  makes  possible 
a great  increase  in  intrauterine  life  for  the 
fetus.  A simple,  inexpensive  hyperbaric 
machine  should  be  available  at  the  local 
level  and  will  greatly  reduce  the  infant  mor- 
tality from  respiratory  distress  of  the  new- 
born. Because  of  the  emergency  nature  of 
these  needs  we  must  think  in  terms  of  pro- 
viding them  “close  to  home”  rather  than 
transporting  the  distressed  infant  to  a 
regional  center. 
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Pulmonary  Alveolar  Microlithiasis 
A Report  of  Two  Cases* 


A Report  of  Two  Cases 

PULMONARY  alveolar  microlith- 
iasis (PAM)  is  an  uncommon 
condition  usually  diagnosed  by 
chest  radiography,  since  in  spite  of  exten- 
sive calcification  of  the  lungs  respiratory 
symptoms  may  not  be  evident. 

Methods  and  Materials 

The  two  cases  of  pulmonary  alveolar  micro- 
lithiasis reported  here  were  seen  within  the 
last  five  years  in  Pahlavi  Medical  Center,  the 
University  of  Teheran.  Both  were  admitted 
in  severe  congestive  heart  failure  with  cor 
pulmonale. 

Clinical,  radiological  findings,  physiologi- 
cal data  and  biopsy  evidence  for  the  diag- 
nosis are  presented.  Nine  previous  cases 
have  been  reported  from  Iran  (Dr.  Shamsa, 
Dr.  Dehgan,  Dr.  Fazalizadeh,  Dr.  Muhamad- 
Molavi).  It  is  emphasized  that  the  patients 
had  no  history  of  exposure  to  silica  dust, 
had  no  abnormality  of  calcium  or  phosphorus 
metabolism,  no  history  of  inhalation  of 
known  irritants,  and  no  relevant  family  his- 
tory. The  radiological  studies  consisted  of 
routine  and  hyperpenetration  films  of  the 
chest.  The  physiological  tests  were  per- 
formed by  spirometric  methods.  The  oxygen 
tension  and  blood  pH  were  not  measured  di- 
rectly, and  the  Rohm-Faum  graph  was  used 
for  arterial  p02  (breathing  air  and  breath- 
ing oxygen).  The  lung  biopsies  were  per- 
formed during  bronchoscopic  studies,  and 
the  alveolar  microliths  were  seen  microscop- 
ically after  staining  of  the  specimens  with 
hematoxylin  and  eosin. 

Case  1.  A 35  year  old  married  Iranian 
man  was  admitted  to  the  hospital  in  se- 
vere congestive  heart  failure.  He  had 
worked  as  a watchman  for  the  previous 
year,  having  worked  as  a farmer  in  a 
dusty  atmosphere  before. 

His  illness  had  begun  four  years  pri- 
or to  admission  with  slight  shortness  of 
breath  and  severe  cough.  Four  weeks 
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before  admission  he  developed  swelling 
of  legs  and  feet,  and  finally  he  sought 
admission  to  the  hospital.  His  past  his- 
tory (other  than  above)  and  family  his- 
tory were  not  available. 

On  examination,  he  was  in  poor  gen- 
eral condition  and  complained  of  gen- 
eralized chest  pain.  He  was  drowsy, 
breathless  when  lying  flat,  and  answered 
questions  with  difficulty.  There  was 
cyanosis,  as  well  as  marked  clubbing  of 
fingers  and  toes.  The  chest  was  gross- 
ly emphysematous,  with  abdominal  type 
of  respiration.  Percussion  showed  dull- 
ness at  both  bases.  There  were  bilateral 
moist  basilar  rales.  Vocal  fremitus  was 
diminished  on  both  sides. 

The  heart  was  enlarged,  with  a tri- 
cuspid systolic  murmur.  Pulse  rate 
92/min  and  regular,  blood  pressure  was 
110/90  mm  Hg.  There  was  increased 
jugular  vein  presure,  and  a positive 
hepatojugular  reflux.  The  liver  was 
enlarged  and  tender,  extending  four 
finger  breadths  below  the  costal  mar- 
gin. There  was  gross,  painful  edema  of 
the  lower  extremities. 

Laboratory  data: 

Blood  Examination — 

Hemoglobin  = 11.5  gm% 

Red  Blood  Count  = 3,950,000  per  mm3 
White  Blood  Count  = 7,600  per  mm3 

Erythrocyte  Sedimentation  Rate  = 2 mm 
in  first  hour  (Westergren  method) 

♦From  Pahlavi  Medical  Center,  Department  of  Internal 
Medicine,  Teheran  Medical  Faculty,  University  of  Teheran, 
Teheran.  Iran. 

t Post-doctoral  Fellow  (by  invitation).  Home  Dailysis  Train- 
ing Center,  Division  of  Artificial  Organs,  Department  of 
Surgery,  College  of  Medicine,  University  of  Utah. 
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Polymorphonucleocytes  59%,  Monomu- 
cleocytes  11  %,  Eosinophyles  2% 


Blood  Chemistry 

Serum  calcium  10.5  mg% 

Serum  phosphorus  3.8  mg% 

Blood  urea _ 15.1  mg% 

Blood  uric  acid  3.5  mg% 

Total  serum  protein  8.4  gm% 


Urinalysis 

Proteinuria : trace. 

X-Ray  Investigations 

Chest  X-Ray : Generalized  opacity  of 
both  lung  fields.  Heart  and  mediasti- 
num could  not  be  defined.  At  both  lung 
bases  patchy,  dense,  nonhomogeneous 
infiltrations  were  detectable.  With  high 
penetration  techniques,  nodules  were  de- 
monstrable, considered  to  be  diagnostic 
of  microlithiasis.  (Figure  1). 

Intravenous  Pyelogram 
Negative 

Electrocardiography 

Prominent  P waves.  Right  axis  devi- 


Figure  1.  Chest  x-ray  of  Case  1,  with  increased 
penetration. 


ation  with  right  ventricular  hypertro- 
phy. 

Lung  Function  Tests 
Vital  capacity:  1,270  cc  (predicted  3.650 
cc). 

Vital  Capacity/Predicted  Vital  Capa- 
city: 25% 

Tidal  Volume:  350  cc 
One  Second  Forced  Expiratory  Volume: 
1,050  cc 

Forced  Expiratory  Volume/Vital  Capa- 
city : 82  % 

Arterial  pC02  slightly  raised. 

Note  the  grossly  reduced  vital  capacity 
was  compared  with  the  predicted  value  based 
on  age  and  height  of  patient.  The  one  sec- 
ond expiratory  volume  was  within  normal 
limits,  and  the  arterial  pC02  slightly  raised. 

The  diagnosis  of  Pulmonary  Alveolar  Mi- 
crolithiasis was  suggested  by  these  findings, 
especially  the  pathognomonic  x-ray  pictures. 
To  confirm  the  diagnosis,  bronchoscopy  and 
lung  biopsy  were  carried  out  (by  Dr.  Dehg- 
an)  and  the  histological  report  was  as  fol- 
lows : 

“The  alveolar  walls  were  normal  but 
their  lumina  were  filled  by  calcium,  precipi- 
tated as  concentric  layers  (Calcopherites) 
diagnostic  of  pulmonary  alveolar  micro- 
lithiasis.” (See  Figures  2 and  3 — Case  1). 

Treatment : Cardiac  failure  was  controlled 
by  digitalis  and  acetazolamide.  Penicillin 
and  streptomycin  were  given  to  prevent  sec- 
ondary pulmonary  infection.  The  pulmonary 
alveolar  microlithiasis  was  not  affected.  The 
patient  left  the  hospital  with  the  heart  fail- 
ure under  control.  His  subsequent  course  is 
unknown. 

;:'Case  2:  A 32  year  old  Iranian  male 
was  admitted  because  of  severe  dyspnea 
of  four  weeks  duration,  and  hemoptysis 
for  four  days.  His  illness  had  started 
seven  months  previously  with  progres- 
sive dyspnea  and  cough.  He  gave  no  his- 
tory of  previous  ill  health.  The  family 
history  was  unobtainable.  He  had  nev- 
er worked  as  a miner,  but  for  many  years 
had  been  a farm  worker. 

•Case  2 was  published  earlier  in  Iranian  language  ; ref.  10. 
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Physical  Examination:  He  was  in 

good  general  condition  but  was  dyspneic 
(respiration  25/min)  at  rest,  cyanotic, 
and  had  clubbing  of  the  fingers  and 
toes.  There  was  no  edema  of  the  legs. 
The  chest  was  emphysematous,  with 
moist  rales  at  both  bases.  The  pulse  was 
regular  with  a rate  of  82/min,  blood 
pressure  was  120/90.  There  were  no 
cardiac  murmurs.  The  liver  was  en- 
larged (two  fingers)  and  tender.  The 
jugular  veins  were  distended  and  a 
hepato jugular  reflux  was  present. 

Blood  Chemistry 

Blood  urea  — 34.0  mg% 


Protein  — 5.8  gm%  (Albumin  3.3, 
Globulin  2.5) 

Serum  calcium  — 12.0  mg% 

Serum  phosphorus  — 4.0  mg% 

Urine : 

Sulkowitz  test  for  Ca+  + + + 

Blood  count,  etc. 

Hemoglobin  25  gms%  PCV  60% 

Red  Blood  Count  6,100,000  mm3 
White  Blood  Count  8,200  mm3 
Erythrocyte  Sedimentation  Rate  6 mm 
in  first  hour  (Westergren  method) 

Sputum: 

Negative  for  M.  tuberculosis. 


Figure  2.  Lung  biopsy  of  Case  1,  showing  intraalveolar  micro- 
liths  x 120. 


Figure  3.  Case  1,  intraalveolar  microliths  x 450. 
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X-Ray  Investigation: 

Chest : Generalized  homogeneous  opa- 
city throughout  the  lungs  (except 
apices)  obscuring  heart  and  mediasti- 
num. 

Intravenous  Pyelogram : small  cal- 

culus in  inferior  calyx  right  kidney. 

Electrocardiogram:  right  ventricular 
hypertrophy  with  right  axis  deviation 
and  prominent  P waves. 

Respiratory  Function  Tests:10 
Total  Lung  Capacity:  reduced  to  4.0 
L (normal  4.9  L) 

Vital  Capacity:  2 L (predicted  normal 
3.9  L) 

Ratio  Residual  Volume/Total  Lung  Ca- 
pacity raised  to  50% 

Oxygen  saturation  of  arterial  blood 
85%  After  breathing  100%  oxygen, 
this  rose  only  to  89%. 

From  the  Rohm-Faum  graph  the  ar- 
terial p02  was  53  mm  Hg  breathing 
air  and  60  mm  Hg  breathing  oxygen. 
By  the  same  curve,  the  arterial  C02 
was  50%  volume  (20  mEq/1). 

Lung  mechanics : 

One  second  forced  expiratory  volume 
reduced  from  predicted  80%  to  75% 
of  vital  capacity. 

Maximal  breathing  capacity  was 
grossly  reduced.  These  tests  indicated 
that  there  was  no  obstructive  airway 
disease,  but  rather  the  abnormality  was 
restrictive  in  origin. 

Lung  Biopsy: 

The  alveoli  were  filled  with  concentric 
circular  layers  of  material  deposited 
round  a central  concentration.  The  al- 
veolar walls  were  normal  apart  from 
some  lymphocytic  infiltration. 

Skin  Biopsy: 

No  abnormal  vascular  changes. 
Diagnosis : 

The  above  data  led  to  a diagnosis  of 
Pulmonary  Alveolar  Microlithiasis  with 
secondary  cor  pulmonale. 


Treatment:  The  heart  failure  was  treat- 
ed with  digitalis.  Thereafter  a course  of 
prednisolone  (30  mg/day)  was  given  for  three 
weeks,  the  dose  then  being  tapered  off.  At 
the  same  time,  penicillin  and  streptomycin 
were  given.  While  the  heart  failure  was  con- 
trolled at  the  time  of  discharge  there  was 
no  demonstrable  change  in  his  lung  condi- 
tion. 

Discussion 

Pulmonary  alveolar  microlithiasis  is  a rare 
disease  in  which  calcific  material  is  deposited 
in  the  alveoli  without  disturbance  of  general 
calcium  and  phosphorus  metabolism. 

The  condition  was  originally  reported  in 
1918  although  it  had  been  previously  recog- 
nized as  a disease  entity.9  In  1933,  Pohr7 
introduced  the  abbreviation  PAM  (Pulmon- 
ary alveolar  microlithiasis),  while  in  1957 
Sosman  et  al  described  the  condition2  fully. 
To  date,  some  80  cases  have  been  reported 
in  the  world  literature,2’ 14  about  half  with 
biopsy  confirmation  and  most  of  the  others 
with  autopsy  proof. 

In  the  diagnosis,  radiography  can  be 
characteristic,  since  no  other  lung  disease 
shows  the  peculiar  opacities ; a sand-like 
mottling  in  the  lung  field,  particularly  at 
the  bases.  When  the  microliths  aggregate 
to  form  large  opacities,  these  characteristic- 
ally obscure  the  shadows  of  heart,  pulmon- 
ary vessels,  diaphragm,  and  mediastinum, 
giving  a diagnostic  picture. 

Rarely,  the  calcified  opacities  remain 
small,  rendering  diagnosis  difficult,  and 
many  disease  entities  enter  into  the  differen- 
tial diagnosis,2  e.g.  hemosiderosis,  tuberculo- 
sis, sarcoidosis,  histoplasmosis,  pneumoconi- 
osis, ornithosis,  and  adenomatosis.  In  such 
cases,  histopathological  studies  are  necessary 
to  establish  a diagnosis. 

Race,  obge,  sex  distribution:1 

Since  the  radiological  appearance  may  be 
characteristic  even  while  clinical  symptoms 
ond  sign  are  minimal,  the  diagnosis  may  be 
made  by  a chance  chest  x-ray.  There  may 
be  a period  of  many  years  between  onset  and 
diagnosis.  Most  cases  are  diagnosed  after 
the  age  of  thirty  years. 

The  condition  occurs  equally  in  both  sexes 
and  in  all  races.  Though  as  stated  above, 
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most  cases  are  diagnosed  over  age  thirty, 
the  disorder  can  occur  in  infants,  young 
children,  and  young  adults.1 

Two  cases  have  even  been  described  in  pre- 
mature identical  twins.3  There  may  be  some 
relationship  between  this  condition  and  Hy- 
aline Membrane  Disease.  In  the  majority 
of  cases,  there  is  a family  history  of  the 
disorder,  and  in  those  there  is  a 2:1  female 
preponderance. 

Cough  is  the  most  common  and  nonspecific 
symptom,  leading  most  patients  to  seek  med- 
ical advice.  There  may  be  some  sputum, 
occasionally  blood-stained  (as  in  our  Case 
2),  and  occasionally  microliths  demonstrable 
by  microscopy  are  expectorated. 

Progress : 

The  disease  may  progress  for  many  years, 
resulting  in  the  terminal  stage  in  pulmonary 
insufficiency,  right  heart  failure  (cor  pul- 
monale), and  death.  Generally,  symptoms 
and  signs  depend  on  the  stage  at  which  the 
diagnosis  is  made,  and  symptoms  usually 
herald  the  onset  of  heart  failure.  Both  our 
cases  showed  evidence  of  cor  pulmonale,  and 
failure  was  gross  in  Case  1.  Moist  rales, 
generalized  or  confined  to  the  bases,  may  be 
heard  in  patients  without  evidence  of  heart 
failure. 

Etiology: 

The  cause  of  this  condition  is  unknown, 
and  neither  pathological  studies  nor  chemical 
analysis  of  the  microliths  have  helped  in 
clarifying  the  etiology.  Some  authors  believe 
that  normally  calcium  phosphate  or  carbon- 
ate may  be  secreted  into  alveoli  as  transu- 
dates or  exudates.  In  patients  suffering 
from  the  disease,  these  secretions  may  be 
precipitated  as  microliths.  There  is  no  evi- 
dence that  infection,  dust  inhalation,  or  con- 
nective tissue  diseases  play  a role.  Particu- 
larly in  the  early  stages,  the  alveolar  walls 
show  no  pathological  changes,  so  one  may 
conclude  that  the  abnormality  lies  in  the 
circulation  of  the  air  cells.  Some  writers, 
therefore,  have  postulated  alkalinisation  of 
the  blood  from  some  unknown  cause,  with 
resulting  precipitation  of  calcium.  Since 
half  the  cases  of  microlithiasis  have  a heredi- 
tary or  family  background,  Sosman  et  al2 
believe  there  is  a metabolic  abnormality  or 


enzyme  defect.  If  so,  we  do  not  know  its 
nature.  Further  studies  on  this  aspect  are 
necessary. 

Rotem11  believes  that  an  autoimmune  re- 
action occurs  on  the  inner  wall  of  the  al- 
veoli as  a nonspecific  reaction  to  inhalants. 
Foote12  adds  that  this  reaction  usually  occurs 
in  alveoli  constantly  exposed  to  pathological 
agents. 

Pathology : 

At  autopsy,  pathological  changes  are  con- 
fined to  the  lungs.  While  occasionally  there 
are  thick,  fibrous  pleural  adhesions,  gener- 
ally the  pleural  surfaces  are  normal,  but 
small  sand-like  grains  beneath  the  pleura 
and  the  lungs  are  palpable  and  feel  hard  and 
gritty.  Emphysematous  bullae  are  often 
seen  at  the  apices  and  the  anterior  portions. 
The  lungs  do  not  collapse  on  removal  from  the 
chest  and  may  be  cut  only  with  difficulty. 
Some  areas  may  require  that  they  be  sawed. 
On  sectioning  of  the  lung  microliths  vary- 
ing from  0.2-3  mm  diameter,  yellowish-brown 
in  color,  are  seen  — predominantly  at  the 
lung  bases. 

Microscopically,  these  are  concentric  multi- 
layered bodies,  staining  blue  or  purplish  red 
with  hematoxilin-eosin  dyes. 

Chemically,  these  consist  of  calcium  and 
phosphorus,  with  small  quantities  of  mag- 
nesium and  aluminum.  Silica  and  iron  are 
absent,  or  present  only  in  traces.2  Kent  et 
al4  have  found  birefringent  lipids  which  stain 
with  colloidal  iron  dyes,  and  thus  possibly 
contain  mucopolysaccarides  with  no  cellular 
content.  Pathologically,  there  is  only  one 
condition  which  may  be  confused  with  pul- 
monary alveolar  microlithiasis  and  that  is 
corpora-amylacea  bodies  (C.A.B.)  of  which 
41  cases  have  been  reported.13  The  concre- 
tions in  C.A.B.  are  about  twice  as  large  as  in 
microlithiasis,  but  the  most  significant  dif- 
ference is  that  the  former  do  not  contain 
calcium. 

Differential  Diagnosis: 

In  any  case,  when  scattered  micronodular 
shadows  are  seen  in  the  lung  fields,  micro- 
lithiasis should  be  considered  a possibility.2 
Lung  biopsy  should  confirm  the  diagnosis. 
If  this  diagnosis  is  not  confirmed  by  biopsy, 
many  other  conditions  come  into  the  differ- 
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ential  diagnosis,  such  as  hemosiderosis,  stan- 
nosis,  histoplasmosis,  metastatic  carcinoma, 
pulmonary  adenomatosis,  chronic  miliary  tu- 
berculosis,8 and  miliary  amyloidosis.2 

Lung  Function  Tests: 

In  previously  reported  cases,  disturbance 
of  pulmonary  function  studies  paralleled  the 
severity  of  the  clinical  affection.  In  the  two 
cases  presented  in  this  report,  the  degree  of 
functional  impairment  was  among  the  most 
advanced  thus  far  reported. 

Vital  Capacity: 

This  is  commonly  reported  as  reduced  to 
50%  of  normal.  Our  patients  showed  im- 
pairment down  to  35%  in  Case  1. 

The  Residual  Volume: 

The  volume  is  sometimes  normal,  but  in 
Case  2 was  double  the  normal  value.  In  un- 
complicated cases,  the  respiratory  rate  may 
be  normal  at  rest,  increasing  with  effort. 
The  hyperventilation  (25/min)  in  Case  2 
was  associated  with  gross  cardiac  failure. 

Measurements  of  the  Mechanics  of 
Breathing : 

One  second  forced  expiratory  volume 
(FEV)  in  our  two  cases  was  83%  and 
75%  of  the  vital  capacity,  evidence  against 
obstructive  airway  disease.  The  maximal 
breathing  capacity  in  most  reported  cases 
has  been  reduced  parallel  to  the  reduction  in 
the  vital  capacity.  Previous  workers  have 
shown  faulty  mixing  of  inspired  air  in  dif- 
ferent areas  of  the  lungs,  an  observation  we 
were  unable  to  confirm  because  of  tech- 
nical difficulties. 

Diffusion  Defects: 

Defects  have  been  found  in  some  cases,  es- 
pecially those  with  alveolar  wall  fibrosis. 
Such  a defect  presumably  was  present  in 
our  cases,  since  in  spite  of  hyperventilation 
there  was  hypoxemia  and  cyanosis,  and  in 
one  case  breathing  pure  oxygen  raised  the 
arterial  oxygen  saturation  only  slightly.  In 
our  cases,  as  in  others,  the  arterial  pC02 
was  normal,1  a result  of  the  different  dif- 
fusibilities  of  oxygen  and  carbon  dioxide  at 
the  alveolar  wall.  Some  workers  believe 


(Thomson5)  that  ventilation-perfusion  de- 
fects are  an  additional  cause  of  hypoxia,  or 
that  there  may  be  arteriovenous  shunts  at 
the  alveolar  level. 

Treatment: 

The  etiology  being  unknown,  there  can  be 
no  specific  treatment  directed  at  the  cause. 
Antibiotics  have  been  used.  Steroids,  both 
ACTH  and  cortisone,  have  been  found  to 
have  little  effect,  and  no  changes  in  lung 
function  tests  before  and  after  such  treat- 
ment have  been  demonstrated.  Treatment  of 
cardiac  failure  in  the  late  stages  is  along 
standard  lines  for  cor  pulmonale.  Complica- 
tions due  to  polycythemia  are  treated  symp- 
tomatically. 
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A Ten-Year  Survey  of  Suicide 
In  Omaha-Douglas  County,  Nebraska* 


PART  II 
Results 

During  the  survey  period  in  Omaha-Doug- 
las  County,  282  deaths  by  suicide  were  re- 
corded. This  represents  an  annual  rate  of 

8.2  per  100,000  population  as  compared  to 
the  United  States  rate  that  has  ranged  from 

10.2  to  11.0  during  the  same  period.  Ac- 
cording to  the  official  reports,  during  the 
period  covered  by  this  study,  suicide  was 
the  tenth  ranking  cause  of  death  in  Nebraska 
and  ranged  from  10.0  to  12.5  per  100,000 
population  for  an  average  of  10. 813  The 
usual  claim  of  higher  suicide  rate  in  urban 
areas  can  be  questioned,  at  least  in  Ne- 
braska. The  annual  distribution  of  sui- 
cides in  Omaha-Douglas  County  by  race  and 
sex  is  seen  in  Table  1.  The  relative  immun- 
ity that  the  Negro  race  and  the  female  sex 
enjoy  in  other  communities  appear  to  hold 
true  for  this  area  also.  For  example,  female/ 
male  ratio  of  suicides  in  Omaha  stands  at 
1:3.5.  Also,  even  though  Omaha-Douglas 
County  has  a 7.4  percent  Negro  population,  in 
the  suicide  population  the  Negro  is  repre- 
sented by  3.2  percent.  The  annual  varia- 
tions of  22  to  33  suicides  per  year  are  too 
small  to  rule  out  chance.  No  significant 
socio-economic  phenomena  appear  to  be  as- 
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sociated  with  the  high  or  low  years.  Sea- 
sonal variations  reported  in  the  literature  do 
not  seem  to  hold  true  for  this  area.  Even 
though  April  shows  a peak,  three  months 


Table  2 

DISTRIBUTION  OF  SUICIDES  BY  MONTH 
OF  THE  YEAR  (1955-64) 


Month 

Male 

Female 

Total 

January 

22 

5 

27 

February 

17 

4 

21 

March 

13 

3 

16 

April 

22 

9 

31 

May 

11 

5 

16 

June 

13 

3 

16 

July 

22 

4 

26 

August 

21 

5 

26 

September 

20 

8 

28 

October 

21 

4 

25 

November  _ _ 

14 

10 

24 

December 

23 

3 

26 

TOTAL 

219 

63 

282 

*This  study  was  conducted  jointly  with  the  Omaha-Douglas 
County  Health  Department. 


Table  1 

YEARLY  DISTRIBUTION  OF  SUICIDES  IN  OMAHA-DOUGLAS 
COUNTY  AND  NEBRASKA 


OMAHA-DOUGLAS  COUNTY  NEBRASKA 


Year 

White 

Male 

Negro 

Female 

White  Negro 

Total  Suicides 
(Omaha 
Douglas 
County) 

Includes 

Omaha 

Douglas 

County 

1955 

21 

0 

8 

1 

30 

136  (*) 

1956 

_ 20 

0 

0 

0 

29 

176  (*), 

1957 

24 

1 

1 

0 

26 

155 

1958 

16 

1 

5 

0 

22 

139 

1959 

25 

0 

8 

0 

33 

166 

1960 

25 

0 

5 

1 

31 

152 

1961  _ . 

18 

1 

7 ■ 

1 

27 

152 

1962 

24 

1 

3 

0 

28 

141 

1963 

_ 21 

1 

2 

0 

34 

142 

1964 

19 

1 

12 

0 

22 

156  (*) 

TOTAL  . 

213 

6 

60 

3 

282 

1515 

* — Bureau 

of  Vital  Statistics,  State 

Department 

of  Health. 
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taken  together  do  not  represent  any  un- 
usually high  incidence. 

In  terms  of  the  age  distribution  of  sui- 
cides, the  younger  group  is  under-represent- 
ed up  to  age  40  for  the  male  and  up  to  age 
30  for  the  female.  Ages  over  50  for  the 
male,  over  65  for  the  female  are  over-repre- 
sented in  the  suicide  population.  Age  groups 
that  show  equal  representation  in  both  the 
general  and  suicide  populations  are  40  to 
49  for  males  and  50  to  64  for  females.  (Table 
49  for  males  and  50  to  64  for  females. 
(Tables  3 and  4). 


Table  3 

DISTRIBUTION  OF  SUICIDES  BY  AGE 
AND  SEX  (1955-64) 


Age  Group 

Male 

Female 

Total 

Under  14 

0 

0 

0 

14-19 

3 

0 

3 

20-29 

11 

6 

17 

30-39 

___  24 

14 

38 

40  -49  _ 

. _ __  35 

14 

49 

50-64 

. _ 82 

13 

95 

65  and  over 

_ _ 64 

16 

80 

TOTAL  __  . 

219 

63 

282 

Table  4 

PERCENTAGES 

OF  AGE 

SUB-GROUP  IN 

THE  GENERAL  AND  SUICIDE 

POPULATIONS 

Male 

Female 

General 

Suicide 

General 

Suicide 

Population 

Population 

Population 

Population 

Age  Group 

1960 

1955-64 

1960 

1955-64 

14-19 

11.5 

1 

11 

0 

20-29 

19 

5 

19 

10 

30-39 

20 

11 

19 

22 

40-  49  _ 

17 

16 

17 

22 

50  - 64 

20 

38 

20 

21 

65  and  over_  12.5 

29 

14 

25 

Distribution  of 

suicides 

by  civil 

status 

are  shown  in  the  accompanying  tables. 
(Tables  5 and  6).  In  attempting  to  evalu- 
ate the  comparative  susceptibility  to  sui- 
cide of  different  civil  status  groups,  we 
calculated  the  percentages  of  these  sub- 
groups, both  in  the  general  population  and 
the  suicide  population.  Our  suicide  group 
does  not  include  anyone  under  age  14.  Con- 
sequently, in  calculating  these  percentages 
for  the  general  population  we  included  only 
persons  fourteen  years  old  or  older.  As 
may  be  noted,  single  males  and  females  are 
under-represented  in  the  suicide  population. 


Table  5 

DISTRIBUTION  OF  SUICIDES  BY  CIVIL 
STATUS 


Civil  Status 

Male 

Female 

Total 

Single 

29 

5 

34 

Married 

133 

43 

176 

Widowed 

30 

10 

40 

Divorced 

18 

5 

23 

Unknown 

_ _ 9 

9 

TOTAL 

219 

63 

282 

Table  6 

CIVIL  STATUS  OF  GENERAL  POPULATION 
(AGE  14  AND  OVER)  AND  SUICIDE 
POPULATION  IN  OMAHA-DOUGLAS 
COUNTY  (PERCENTAGES). 

Male  Female 

General  Suicide  General  Suicide 

Population  Population  Population  Population 


I960 

1955-64 

I960 

1955-64 

Single 

23 

13 

20 

10 

Married 

70 

61 

64 

64 

Widowed 

4 

14 

12 

16 

Divorced  

3 

8 

4 

10 

Unknown  

0 

4 

0 

0 

Widows  and 

divorced  persons  are  over-rep- 

resented.  Married 

status 

does  not 

appear 

to  afford  much  protection 

particularly  for 

the  female. 

Our 

data  do 

not  allow 

us  to 

specifically  identify  the  married  persons  who 
are  legally  separated  from  their  spouses. 
However,  among  the  married  group  residence 
listed  on  the  death  certificate  coincides  with 
that  of  the  spouse  for  all  but  5 female  and 
9 male  suicides. 

Occupational  distribution  when  viewed  in 
general  categories  does  not  reveal  any  un- 
usual susceptibilities  or  protection  in  relation 
to  suicide.  (Table  7).  Because  we  cannot  be 

Table  7 

OCCUPATIONAL  DISTRIBUTION  OF 


MALE  SUICIDES 

Student  3 1% 

Professional  (engineer,  designer, 

teacher,  lawyer,  physician)  7 3% 

Owner/operator  of  small  business 

(includes  farmer)  23  11% 

Executive  and  manager 12  6% 

Service  (white  collar)  15  7% 

Service  (transportation). 23  11% 

Service  (food  and  drink) 7 3% 

Salesman 10  5% 

Crafts 60  27% 

Laborer  39  17% 

Custodian,  janitor,  etc 15  7% 

Unknown 4 2% 

Retired  (classified  above) 14 
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certain  that  our  occupational  definitions  co- 
incide with  those  of  the  1960  census,  we 
made  no  attempt  to  obtain  comparative  per- 
centages. The  numbers  of  suicides  in  the 
various  occupational  groups  appear  too  small 
to  look  for  more  specific  occupational  cor- 
relations at  this  time. 

In  regards  to  the  method  of  suicide,  in 
our  suicide  population,  gunshot  wounds  are 
over-represented  for  both  males  and  females 
in  comparison  to  the  national  and  other  re- 
ports.3’14 Poisons  and  overdosage  with  med- 


ication are  under-represented.  (Table  8) . 
This  probably  is  related  to  the  availability 
of  the  method  of  suicide  and  has  no  par- 
ticular significance  in  regards  to  the  preva- 
lent psychodynamics  or  psychopathology  of 
the  area  population  — at  least  none  will  be 
postulated. 

As  part  of  this  investigation,  suicides  oc- 
curring over  a ten-year  period  were  pro- 
jected on  a 1960  census  tract  map  of  the 
area.  (See  map).  In  identifying  the  city 
and  country-wide  distribution  of  suicides,  all 


CENSUS  TRACT  DISTRIBUTION  of  SUICIDES 
in  OMAHA- DOUGLAS  COUNTY  (1955-1964) 


FIRST  (HIGHEST)  QUARTILE 
SECOND  QUARTILE 
THIRD  QUARTILE 
FOURTH  QUARTILE 
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suicides  were  designated  on  the  census  tract 
of  official  residence,  not  the  location  where 
suicide  occurred.  During  the  ten-year  pe- 
riod, only  two  suicides  were  recorded  as 
“residence  unknown.”  One  suicide  in  jail 
was  by  a non-Douglas  County  resident. 
Consequently,  concentration  of  suicides  in 
certain  census  tracts  does  not  reflect  any 
popularity  of  a given  spot  for  suicide,  but  is 
substantially  a representation  of  actual  resi- 
dence. The  number  of  suicides  per  1000 
population  in  each  census  tract  was  utilized 
as  the  basis  for  showing  census  tract  den- 
sity of  suicide.  Four  quartiles  of  decreasing 
suicide  concentration  are  shown  on  the  map, 
the  first  quartile  being  the  area  of  highest 
density.  Quartile  distribution  of  suicide 
density  by  census  tract  is  summarized  in 
Table  9.  A more  detailed  examination  of 
the  highest  ranking  quartile  reveals  that 
this  area  roughly  corresponds  to  the  older 
central  city.  Concentrations  in  three  areas 
are  not  in  keeping  with  this  statement.  A 
number  of  census  tracts  in  this  central  city 

Table  8 

DISTRIBUTION  OF  METHODS  OF  SUICIDE 

Male  Female 

Gunshot  Wound  to — 

Head 91  9 

Chest  21  8 


Neck 3 


Abdomen 

5 

Unspecified 

4 

2 

TOTAL  G.S.W. : 

124 

57% 

19 

30% 

Hanging- 

43 

20% 

18 

29% 

Co  Intoxication 

30 

14% 

5 

8% 

Overdose  of  Medication  _ 

5 

2% 

8 

13% 

Poison 

4 

2% 

2 

3% 

Drowning 

1 

1 

Plastic  Bag  Over  Head 

1 

7 

11% 

Jumping  from  High  Place 

5 

2% 

1 

Stabbing 

2 

1 

Cutting — 

Wrists 

1 

Throat 

2 

1 

with  high  Negro  population  density  show  a 
low  rate  of  suicide.  Two  census  tracts  to- 
wards the  periphery  show  a high  rate.  One 
of  these  (CT  47)  is  an  area  where  a pri- 
marily older  age  population  of  high  socio- 
economic status  resides.  This  census  tract 
has  the  highest  percentage  of  college  gradu- 
ates and  the  highest  percent  of  persons  with 
income  over  $1500  per  year  with  a median 
income  of  over  $10, 000. 15  The  other  (CT  75) 
is  the  western-most  and  largely  rural  area 
outside  the  city  limits  with  a number  of 
small  towns.  Three  census  tracts  of  highest 
density  of  suicides  stand  out  from  all  others. 
(29  suicides  for  a population  of  10,025) . Two 
of  these  tracts  (CT  17,  18)  correspond  to  the 
standard  down-town  area,  the  third  (CT  24) 
is  further  to  the  South  which  was  the  earli- 
est direction  of  growth  for  Omaha.  The 
census  tract  distribution  of  this  quartile 
was  compared  with  the  distribution  of  the 
highest  ranking  quartiles  in  the  city  for 
dilapidation  and  deterioration  of  housing, 
population  density  per  room,  various  health 
problems  including  state  psychiatric  admis- 
sions and  commitments  for  alcoholism,  un- 
employment, delinquency,  illegitimacy,  wel- 
fare caseload.12  Even  though  considerable 
overlap  was  noted,  we  were  unable  to  iden- 
tify any  specific  correlation.  No  attempts 
were  made  to  evaluate  the  relation  of  this 
lack  of  correlation  to  age  and  race  distribu- 
tions of  populations  of  these  areas,  two 
demonstrably  significant  factors  in  suicides 
in  Omaha-Douglas  County. 

Discussion 

The  findings  of  this  study  are  somewhat 
tentative.  We  suffered  from  many  of  the 
problems  that  plague  suicide  research  in 
this  country.  No  occupational  or  socio-eco- 
nomic group  appears  to  be  protected  by 
those  responsible  for  registering  suicides  in 
Omaha  and  Douglas  County.  The  question 


Table  9 


CENSUS  TRACT  DISTRIBUTION  OF  SUICIDES  IN 
OMAHA-DOUGLAS  COUNTY  (1955-1964) 


POPULATION 

SUICIDES 

Percent  of 

No. 

Total 

n0/1000 

Range 

First  Quartile 

_ 63,941 

(19%) 

102 

(37%) 

1.6 

1.2  - 3.4 

Second  Quartile 

___  97,696 

(23%) 

78 

(27%) 

0.98 

0.9  - 1.1 

Third  Quartile 

100,127 

(29%) 

62 

(22%) 

0.62 

0.6  - 0.89 

Fourth  Quartile  _ 

___  99,426 

(29%) 

40 

(14%) 

0.4 

0.0  - 0.59 
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of  suicide  versus  accident  must  certainly  have 
plagued  the  efforts  of  record  keepers  in 
Omaha  as  elsewhere.  As  suggested  in  the 
literature,  the  suicidal  nature  of  other  forms 
of  violent  death  needs  further  clarifica- 
tion.16-19 The  use  of  official  statistics  in  sui- 
cide research  can  be  justified  only  to  the 
degree  that  we  come  close  to  achieving  the 
following  assumptions  suggested  by  Gibbs2 
that 

(1)  the  commonly  held  conceptions  of  sui- 
cide correspond  to  the  research  def- 
inition, 

(2)  these  assumptions  do  not  vary  from 
one  population  to  the  next,  and, 

(3)  they  are  consistently  applied  to  all 
cases  of  death.2 

A major  handicap  in  this  regard,  of 
course,  is  the  lack  of  such  a universally  ac- 
cepted taxonomy  of  death  by  suicide  that 
is  generally  utilized  by  coroners,  clinicians, 
behavioral  scientists,  or  actuaries.20’ 21  In 
addition  to  this  problem  of  lack  of  uniform- 
ity of  reporting,  because  of  the  nature  of 
the  act,  we  are  almost  always  forced  to  rely 
on  retrospective  or  historical  reconstruction 
and  analysis.  Thus  it  appears  that  we  are 
still  struggling  with  the  development  of 
methods  of  systematic  data  collection  that 
would  make  it  possible  to  evaluate  the  phe- 
nomena of  suicide  more  meaningfully  and 
to  identify  meaningful  differences  or  varia- 
tions in  its  distribution.  Rapid  identifica-^ 
tion  and  comparison  of  these  variations  and 
differences  would  require  a more  adequate 
conceptualization  of  the  phenomena.  At 
least  in  this  study  we  struggled  a great  deal 
with  the  question  of  what  to  compare  and 
disect.  The  literature  was  not  much  help. 
In  the  end  we  had  to  settle  for  some  macro- 
scopic observations.  As  with  all  the  natur- 
ally occurring  phenomena,  the  study  of  sui- 
cide with  its  inevitably  complex  nature  would 
benefit  from  a multidisciplinary  approach 
and  the  utilization  of  highly  sophisticated 
statistical  techniques.  We  did  not  have  re- 
sources available  to  us  to  make  the  former 
possible.  The  smallness  of  the  numbers  of 
death  involved  handicaps  us,  particularly  in 
regards  to  the  latter  point. 


Despite  these  various  problems  and  handi- 
caps, we  hope  our  study  will  make  available 
to  others  interested  in  suicide  research  some 
meaningful  data  about  suicide  as  it  occurs 
in  a part  of  the  country  that  has  not  so  far 
been  studied  at  all. 
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Gallop  Rhythm* 


THE  term  “gallop  rhythm”  was 
originated  by  Professor  Bouil- 
laud  and  propagated  by  his 
pupil  Potain  over  a century  ago.  However, 
even  today,  the  majority  of  gallop  sounds 
are  unrecognized  or  misinterpreted.  This 
is  unfortunate,  because  gallop  rhythm  is  fre- 
quently the  only  positive  physical  finding 
in  patients  with  heart  disease  and  its  pres- 
ence often  has  important  diagnostic  and 
therapeutic  implications. 

Gallop  rhythm  is  an  ausculatory  phe- 
nomenon in  which  a tripling  or  quadrupling 
of  heart  sounds  resembles  the  canter  of  a 
horse.  Tachycardia  need  not  be  present. 
Gallop  sounds  are  low  frequency  diastolic 
events  related  to  two  periods  of  ventricular 
filling;  the  rapid  filling  phase  (third  heart 
sound,  ventricular  gallop)  and  the  presys- 
tolic  filling  associated  with  atrial  systole 
(fourth  heart  sound,  atrial  gallop).  Both 
third  and  fourth  heart  sounds  may  be  pres- 
ent in  the  same  patient.  During  tachy- 
cardia or  advanced  first  degree  A-V  block, 
both  gallop  sounds  may  occur  at  almost  the 
identical  time,  producing  a summation  gal- 
lop. The  summation  gallop  may  be  con- 
fused with  the  diastolic  rumble  of  mitral 
stenosis.  However,  decreasing  the  heart 
rate  by  transient  carotid  sinus  pressure  will 
separate  the  two  gallops  and  distinguish 
them  from  a diastolic  rumble. 

Fourth  Heart  Sound 

The  fourth  heart  sound  (presystolic  gal- 
lop, atrial  gallop)  is  a low  frequency  sound 
produced  in  the  ventricle  during  the  ven- 
tricular filling  associated  with  an  effective 
atrial  contraction.  The  atrial  gallop  is  occa- 
sionally heard  in  patients  with  no  evidence 
of  heart  disease,  particularly  during  times 
of  high  cardiac  output  such  as  occur  with 
thyrotoxicosis  or  pregnancy.  This  presys- 
tolic sound  is  also  heard  in  patients  with  first 
degree  antrio ventricular  block  (prolonged 
P-R  interval  on  electrocardiogram).  How- 
ever, an  audible  fourth  heart  sound  usually 
indicates  heart  disease  and  its  presence  is 
usually  dependent  on  three  factors:  (1)  ef- 
fective atrial  contraction,  (2)  unimpeded 
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ventricular  filling,  and  (3)  diminished  ven- 
tricular distensibility  (stiff  ventricle). 

The  fourth  heart  sound  is  never  present 
in  patients  with  atrial  fibrillation  and  is  an 
uncommon  finding  in  patients  with  dimin- 
ished left  ventricular  filling  due  to  moderate 
or  severe  mitral  stenosis.  It  is  usually  ab- 
sent in  patients  with  constrictive  pericarditis. 
The  atrial  gallop  generally  signifies  reduced 
ventricular  distensibility  and  is  frequently 
but  not  always  associated  with  an  increase 
in  ventricular  end-diastolic  pressure. 

The  presystolic  gallop  may  originate  in 
the  right  or  left  ventricle.  Left-sided  fourth 
heart  sounds  are  commonly  present  in  pa- 
tients with  diastolic  hypertension,  severe 
aortic  stenosis,  myocardopathies  and  acute 
mitral  regurgitation.  Most  patients  with  an 
acute  myocardial  infarction  and  sinus  rhythm 
have  a prominent  fourth  heart  sound.  A 
presystolic  gallop  is  a frequent  finding  in 
patients  with  coronary  artery  disease  but 
may  be  only  heard  during  an  episode  of 
angina. 

Left-sided  fourth  heart  sounds  are  fre- 
quently accompanied  by  visible  and  palpable 
presystolic  distention  of  the  left  ventricular 
apex.  This  is  best  observed  with  the  pa- 
tient on  his  left  side.  On  phonocardiogram, 
the  low  frequency  vibrations  of  the  atrial 
gallop  are  coincident  with  the  presystolic 
“a”  wave  of  the  apexcardiogram.  The  left- 
sided fourth  heart  sound  is  best  heard  by 
using  light  pressure  with  the  bell  of  the 
stethoscope  and  is  maximal  in  intensity  at 
the  left  ventricular  apex  with  the  patient 
in  the  left  lateral  position.  If  patients  are 
not  turned  to  this  position  during  ausculta- 
tion, over  50  percent  of  atrial  gallops  will 
be  undetected.  The  left-sided  presystolic  gal- 

*Prepared  by  the  Nebraska  Heart  Association  for  this 
-Journal. 
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lop  is  usually  most  prominent  during-  the 
expiratory  phase  of  respiration. 

The  atrial  g-allop  increases  in  intensity  and 
the  fourth  heart  sound  — first  heart  sound 
interval  lengthens  as  the  result  of  an  in- 
crease in  ventricular  filling,  a prolongation 
of  atrioventricular  conduction  or  a decrease 
in  ventricular  distensibility.  During  bed- 
side auscultation  the  left-sided  atrial  gallop 
is  usually  accentuated  after  coughing  and 
during  mild  supine  exercise.  It  also  be- 
comes prominent  during  a sustained  hand- 
grip contraction.  During  these  maneuvers 
the  fourth  heart  sound-first  heart  interval 
frequently  increases  in  contrast  to  splitting 
of  the  first  heart  sound  which  becomes  less 
evident  with  the  increase  in  heart  rate. 

Right-sided  fourth  heart  sounds  are  fre- 
quently present  in  patients  with  right  ven- 
tricular hypertrophy  secondary  to  either  pul- 
monary hypertension  or  pulmonary  stenosis. 
They  are  commonly  accompanied  by  a promi- 
nent presystolic  “a”  wave  in  the  jugular 
venous  pulse  and  a parasternal  or  subxiphoid 
right  ventricular  lift.  These  low  frequency 
sounds  are  heard  best  at  the  third  to  fifth 
left  intercostal  spaces  and  often  increase 
in  intensity  during  inspiration. 

Both  the  right  and  left-sided  fourth  heart 
sounds  can  often  be  distinguished  from  the 
two  components  of  the  first  heart  sound  by 
applying  increasing  chest  wall  pressure  with 
the  bell  piece  of  the  stethoscope.  As  pres- 
sure is  increased  the  bell  functions  as  a dia- 
phragm and  low  frequency  sounds  such  as 
the  fourth  heart  sound  usually  decrease  in 
intensity  or  disappear.  In  contrast,  the  high 


frequency  components  of  the  first  heart 
sound  persist  unchanged. 

Third  Heart  Sound 

The  third  heart  sound  (ventricular  gal- 
lop, proto  diastolic  gallop)  is  a low  fre- 
quency sound  produced  in  the  ventricle  in 
early  diastole  during  passive  rapid  filling. 
This  early  diastolic  sound  is  a frequent  find- 
ing in  normal  children  and  young  adults  and 
also  in  patients  with  a high  cardiac  output. 
However,  the  presence  of  a third  heart 
sound  in  patients  over  the  age  of  40  gen- 
erally indicates  ventricular  decompensation 
or  A-V  valve  regurgitation.  The  ventricu- 
lar gallop,  like  the  fourth  heart  sound,  can 
be  produced  in  either  ventricle  and  is  heard 
best  with  the  bell  piece  of  the  stethoscope. 
The  left-sided  third  heart  sound,  commonly 
present  in  patients  with  left  heart  failure 
or  mitral  regurgitation,  is  heard  best  on 
the  left  ventricular  apex  with  the  patient 
in  the  left  lateral  position.  This  low  fre- 
quency sound  is  most  prominent  during  ex- 
piration. The  right-sided  ventricular  gallop, 
frequently  present  in  patients  with  right 
heart  failure  or  tricuspid  regurgitation,  is 
heard  best  at  the  lower  left  sternal  border 
and  increases  with  inspiration.  It  is  often 
accompanied  by  a prominent  late  systolic 
“v”  wave  in  the  jugular  venous  pulse,  the 
systolic  murmur  of  tricuspid  regurgitation, 
and  a large  liver  which  pulsates  in  late  sys- 
tole. The  third  heart  sound  occurs  later  in 
diastole  than  the  higher  frequency  A-V  valve 
opening  snap  from  which  it  must  be  distin- 
guished. The  ventricular  gallop,  unlike  the 
opening  snap,  decreases  or  disappears  when 
the  patient  assumes  the  upright  position. 
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While  Making  Rounds 


The  Chart. 

“Ultimately,  he  expired.” 

On  Birth  Control. 

“I  do  not  think  that  one  should  have  chil- 
dren.” 

Democritus 

Quote  Unquote. 

“If  you  add  a sum  from  the  bottom  up, 
and  then  again  from  the  top  down,  the 
result  is  always  different.” 

Mrs.  La  Touche 

I’ll  bet  Mr.  La  Touche  got  it  right. 

The  Prognosis. 

“Before  undergoing  a surgical  operation, 
arrange  your  temporal  affairs  — you 
may  live.” 

Remy  de  Gourmont 

Department  Of  Statistics. 

I cannot  vouch  for  this,  and  I do  not  know 
what  it  means,  but  I have  heard  that 
half  of  those  who  die  while  attending 
college  are  suicides. 

Quote  Unquote. 

“It  doesn’t  depend  on  size,  or  a cow  would 
catch  a rabbit.” 

Pennsylvania  German  proverb. 

The  Physical. 

“The  patient  is  a 45-year  old  flat  male.” 
They  don’t  mean  me. 

On  Diagnosis. 

“When  you  have  eliminated  the  impossible, 
whatever  remains,  however  improbable, 
must  be  the  truth.” 

Conan  Doyle 

The  Epitaph. 

“I  died  of  too  many  physicians.” 


Quote  Unquote. 

“When  a true  genius  appears  in  this  world 
you  may  know  him  by  this  sign,  that 
the  dunces  are  all  in  confederacy  against 
him.” 

Jonathan  Swift 

Turn  Back  The  Clock. 

“Day  by  day,  in  every  way, 

I am  getting  better  and  better.” 

Coue 

Quote  Unquote. 

“To  speak  of  telling  the  truth,  the  whole 
truth,  and  nothing  but  the  truth  to  a 
patient  is  absurd.” 

Henderson 

The  Anatomy  Lesson. 

“If  pressure  is  applied  to  the  thumb,  he 
feels  pain  in  the  metacarpal-phalangeal 
joint  of  the  right  foot.” 

No  Middle  Initial. 

R.  Edgar  Jones  doesn’t  ripple  as  nicely  as 
Robert  E.  Jones,  and  it’s  easier  to  write 
Frank  A.  Cole  than  F.  Aloysius  Cole, 
but  NMI  is  still  better.  And  so  often 
the  first  name  sounds  better  than  the 
middle  one.  I’ve  been  given  all  26  dif- 
ferent middle  initials  by  letter  writers 
who  would  not  leave  well  enough  alone. 

Our  Current  Events  Department. 

Just  suppose  the  Pieta  had  been  injured 
in  this  country,  what  a reflection  on  our 
society.  But  nobody  said  anything 
about  Italy. 

On  Entropy. 

“After  the  passing  of  countless  centuries, 
everything  will  return  to  its  original 
state.” 

Plato 

— F.C. 
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WashingtoNotes 


The  budget 

The  AMA  has  asked  Congress  to  beef  up 
the  Administration’s  budget  for  medical 
education  and  other  health  programs. 

“We  believe  that,  instead  of  terminating 
the  federal  construction  program  for  medi- 
cal schools  at  the  end  of  fiscal  year  1973 
as  has  been  proposed  by  the  Administration, 
at  least  $200  million  per  year,  beginning  im- 
mediately and  continuing  for  at  least  three 
years,  is  going  to  be  necessary,”  said  Ray- 
mond T.  Holden,  M.D.,  a member  of  the 
AMA’s  Board  of  Trustees  before  a subcom- 
mittee of  the  House  Appropriations  Commit- 
tee. 

“Moreover,  some  new  medical  schools  are 
completely  dependent  on  federal  funds  for 
construction  in  order  to  get  started,”  said 
Dr.  Holden.  “Even  if  they  can  find  a way 
to  go  ahead  without  federal  aid  for  construc- 
tion, these  schools  reach  full  operation  much 
more  slowly  without  federal  funds.” 

The  Administration’s  plan  to  cut  $15  mil- 
lion from  manpower  development  programs 
of  the  National  Institute  of  Mental  Health 
was  criticized,  particularly  the  slash  in  funds 
for  the  psychiatric  residency  program  as 
“the  first  step  in  a complete  abolition  of  that 
program.”  The  residency  program  is  need- 
ed to  cope  with  the  rising  incidence  of 
mental  illness  and  because  training  funds 
have  not  been  forthcoming  from  other 
sources,  he  said. 

AMO 

Health  Maintenance  Organizations  were 
the  subject  of  a panel  discussion  at  the  an- 
nual meeting  of  the  U.S.  Chamber  of  Com- 
merce in  Washington.  Jean  Harris,  M.D., 
of  the  National  Medical  Foundation,  ques- 
tioned whether  HMOs  are  capable  of  coping 
with  health  problems  in  the  inner  city. 
Clinton  McGill,  M.D.,  the  AMA  representa- 
tive on  the  panel,  said  savings  in  HMOs 
come  from  under-utilization  not  health  main- 
tenance, which  he  described  as  “an  unfor- 
tunate term.” 


John  Veneman,  Under  Secretary  of  HEW, 
denied  that  HMOs  would  be  a stepping  stone 
to  socialized  medicine.  He  predicted  some 
40  million  people  might  be  covered  by  1980. 
Concern  about  socialized  medicine  should  be 
directed  at  legislation  such  as  the  Kennedy 
bill  rather  than  HMOs,  he  said. 

Foundations 

Medical  care  foundations  can  be  set  up 
“at  an  incomparable  lower  cost”  than  closed- 
panel  prepaid  group  practice  and  “with 
maximum  acceptance  by  the  medical  profes- 
sion,” the  American  Association  of  Foun- 
dations for  Medical  Care  told  Congress. 

The  Administration  witnesses  expressed 
doubt  that  one  of  the  principal  bills  before 
the  subcommittee  — introduced  by  Rep.  Wil- 
liam Roy,  M.D.,  Kansas  Democrat  — would 
cover  foundations  and  urged  that  it  be 
amended  to  include  foundations  as  does  its 
own  bill.  Dr.  Roy  and  other  subcommit- 
tee members  indicated  they  would  make  the 
change. 

The  HMO  bill  introduced  by  Sen.  Edward 
Kennedy  (D.,  Mass.)  flatly  excludes  foun- 
dations except  perhaps  in  rural  areas. 

FDA  and  HEW 

The  National  Health  Service  Corps  has 
made  its  first  mass  assignment  of  medical 
personnel  to  areas  short  of  health  services. 
The  program  represents  the  first  federal 
provision  of  direct  care  to  the  medically 
needy  except  for  special  cases  such  as  In- 
dians. 

The  salaries  of  the  health  professionals 
will  be  paid  by  the  federal  government. 
The  young  physicians  — many  fulfilling 
draft  obligations  — will  draw  between  $12,- 
000  and  $15,000  per  year.  The  patients 
will  be  charged  fees  on  the  basis  of  their 
ability  to  pay.  Funds  collected  may  be  re- 
tained to  provide  additional  care  within  the 
community,  or  returned  to  the  federal  gov- 
ernment. 
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Established  under  a law  signed  by  Presi- 
dent Nixon  17  months  ago,  the  new  organ- 
ization will  be  headed  by  H.  McDonald  Rim- 
ple,  M.D.,  who  had  been  serving  as  acting 
director. 

HEW  Secretary  Elliott  L.  Richardson  al- 
ready engaged  in  a fight  with  Congress  over 
whether  the  Food  and  Drug  Administration 
will  remain  in  the  Department  of  Health, 
Education,  and  Welfare,  ordered  transfer 
of  the  Division  of  Biologies  Standards  to  the 
FDA. 

The  American  Medical  Association  sided 
with  Richardson  in  opposing  the  proposed 
removal  of  FDA  from  HEW.  An  AMA 
statement  to  Congress  said: 

‘‘The  American  Medical  Association  does 
not  believe  that  the  proposed  transfer  of 
drug  evaluation  and  regulation  represents 
a sound  course  of  action.  We  would  urge 
your  committee  to  reject  any  proposal  which 
would  isolate  the  testing,  evaluation  and 
regulation  of  drugs  from  the  department  of 
government  bearing  the  principal  responsi- 
bility for  the  health  of  our  people. 


The  Letter  Box 

Dr.  Dr.  Cole: 

As  editor  of  the  Norden  News,  a magazine 
published  quarterly  by  Norden  Laboratories 
for  free  distribution  to  members  of  the  vet- 
erinary profession,  I generally  review  the 
Nebraska  Medical  Journal  each  month. 

While  my  rationalization  for  reading  it  is 
that  I occasionally  find  material  in  medical 
journals  that  is  also  of  interest  to  veteri- 
narians, the  real  reason  I pounce  on  the 
Nebraska  Medical  Journal  the  minute  it  hits 
my  desk  each  month  is  more  personal.  Much 
of  my  reading  consists  of  farm  journals, 
veterinary  and  medical  journals,  and  your 
editorial  page  has  become  the  bright  spot  in 
my  reading  schedule. 

This  letter  is  not  intended,  however,  just 
to  tell  you  that  you  are  my  favorite  colum- 
nist (or  would  it  be  essayist?)  but  to  ask 


“The  risks  of  administration  for  thera- 
peutic purposes  must  always  be  balanced 
with  the  need,  a judgment  to  be  made  by 
the  physician.  The  entire  process  of  devel- 
oping, evaluating,  and  prescribing  of  medi- 
cation is  a continuing  exercise  in  experi- 
enced professional  judgment.  In  our  opin- 
ion, the  greater  safety  factor  can  be  gained 
by  retention  of  drug  regulation  within  this 
professional  and  health  oriented  environ- 
ment/’ 


Heart  and  lung 

The  American  Medical  Association  sup- 
ported — with  modifications  — legislation 
that  would  expand  the  National  Heart  and 
Lung  Institute’s  attack  upon  diseases  of  the 
heart  and  blood  vessels,  the  lungs  and  blood. 

The  AMA  recommended  that  the  num- 
ber of  new  research  centers  under  the  pro- 
gram be  limited  to  a maximum  of  30  and 
that  patient  care  and  demonstrations  in  the 
centers  be  barred  “unless  tied  in  and  re- 
quired for  research.” 


a favor.  In  the  May  1972  issue  you  had  a 
short  item  on  page  194  (Between  Cases)  on 
the  metric  system.  Since  the  changeover 
to  the  metric  system  is  also  of  concern  to  the 
veterinary  profession,  I would  like  your 
permission  to  reprint  that  item  in  the  Nor- 
den News. 

Thank  you  for  your  consideration. 

Cordially, 

Mrs.  Pat  Pike, 

Editor,  Norden  Neivs 

Dear  Frank: 

I always  enjoy  your  articles  in  the  Jour- 
nal. They  usually  seem  like  a fresh  breeze 
blowing  through  the  smog.  The  section  en- 
titled “Words  We  Can  Do  Without”  in  the 
new  Journal  started  out  pretty  well.  How- 
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ever,  one  thing  we  can  do  without  is  bad 
spelling  from  the  editor.  If  you  will  stick 
another  “c”  in  dialectical,  the  thing  will 
work  out  a lot  better. 

Keep  up  the  good  work.  With  best  re- 
gards. 

Yours  very  truly, 

Harold  R.  Horn,  M.D. 

Dear  Dr.  Cole: 

You  have  requested  a letter  from  me  tell- 
ing the  readers  of  the  State  Medical  Journal 
something  of  my  experiences  in  my  fifty 
years  of  medical  practice.  I find  it  difficult 
to  shorten  such  a composition  to  even  400 
words  as  50  years  is  a long  time  and  covers 
many,  many  experiences. 

I was  born  on  a farm  near  Gothenburg, 
Nebraska  to  good  parents  in  1890.  I always 
admired  our  doctor,  looking  up  to  him  as  a 
good  man.  I watched  him  pour  out  a mea- 
sured amount  of  powder  onto  a paper,  divide 
this  in  half  several  times  until  he  had  just 
the  right  dose,  then  carefully  fold  this  into 
a small  paper  for  the  patient.  Those  were 
the  horse  and  buggy  days;  and  the  doctor 
had  to  have  at  least  two  teams  of  horses 
with  two  able  drivers  to  help  him  with  his 
night  calls  and  for  all  sorts  of  inclement 
weather. 

While  attending  Nebraska  Wesleyan  I 
decided  on  the  study  of  medicine.  After  re- 
ceiving my  bachelor’s  degree,  I entered  the 
University  of  Nebraska  Medical  School  in 
Omaha.  At  that  time  the  University  was 
a far  cry  from  what  it  is  today.  In  1917 
the  main  building  consisted  of  what  is  now 


the  front  wing  of  the  hospital,  and  the  basic 
science  building  is  now  the  northeasterly 
building.  A dispensary  was  located  down- 
town, and  was  pitifully  inadequate.  These 
things  led  me  to  decide  to  apply  to  a larger 
school,  and  I was  accepted  at  Northwestern. 
Here  we  had  an  abundance  of  clinical  ma- 
terial. We  did  home  deliveries  in  the  ghetto, 
taking  our  own  sterilized  equipment,  accom- 
panied by  a nurse  and  a resident.  The  Chi- 
cago Lying-In  Hospital  was  available  to  us 
as  needed.  Obstetrics  became  important  to 
me,  and  I was  fortunate  to  get  my  obstetrical 
training  under  the  great  Dr.  DeLee. 

This  was  a great  influence  on  my  practice 
in  Lexington  where  I practiced  from  1926 
to  1963.  Home  deliveries  were  the  usual 
practice  until  we  got  a hospital  a few  years 
later.  During  these  years  in  Lexington  I 
attended  some  2200  births. 

My  last  eight  years  before  retiring  were 
spent  at  the  Hastings  Regional  Center.  Here 
I received  much  experience  in  psychiatry 
and  could  make  studies  and  observations  of 
the  mentally  ill.  Here  I saw  many  inherited 
conditions  and  became  convinced  of  the  de- 
sirability of  educating  the  marriageable  age 
to  investigate  progenitors  as  to  possible  evi- 
dence of  diseases  that  might  be  transmitted 
to  offspring ; and  then  appropriate  measures 
could  be  taken.  I believe  humans  should  be 
at  least  as  careful  as  stock  breeders  in  con- 
trolling inherited  diseases. 

My  wife  and  I appreciated  very  much  the 
recognition  given  to  us  during  the  luncheon 
at  the  recent  104th  annual  meeting. 

Sincerely, 

A.  W.  Anderson,  M.D. 
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Down  Memory  Lane 


1.  It  must  be  admitted  that  the  stomach 
tube  rarely  furnishes  an  early  diagnosis,  but 
this  depends  partly  on  the  fact  that  it  is 
rarely  used  early. 

2.  Our  results  with  the  Rammstedt  meth- 
od have  been  very  satisfactory.  This  oper- 
ation removed  the  obstruction,  and  reports 
from  these  cases  from  six  months  to  three 
years  following  operation  show  a complete 
recovery. 

3.  Within  a short  period  dating  back 
not  further  than  the  year  1900,  the  term 
“basal  metabolism”  has  forced  itself  rap- 
idly into  the  vocabulary  of  the  medical 
world. 

4.  Of  the  many  serious  emergencies 
with  which  the  general  practitioner  has  to 
deal,  intussusception  is  one  that  will  tax  his 
diagnostic  and  therapeutic  skill  to  the  limit. 

5.  If  the  patient  complains  of  sterility, 
we  want  to  know  whether  her  Fallopian 
tubes  are  closed  off  and  so  the  transuterine 
method  of  gas  inflation  is  the  one  of  choice. 

6.  A Nebraska  internist  whose  opinions 
we  all  respect,  after  hearing  both  sides  of 


the  discussion  of  the  goitre  problem  at  the 
recent  St.  Louis  meeting,  said  that  he  had 
concluded  the  internal  medicine  men  did 
not  know  what  they  were  talking  about. 

7.  The  registration  of  the  St.  Louis  meet- 
ing of  the  American  Medical  Association 
totalled  5,174,  of  which  number  72  were 
from  Nebraska. 

8.  The  conference  of  county  secretaries 
held  during  the  recent  meeting  of  the  Ne- 
braska State  Medical  Association  was  at- 
tended by  over  thirty  doctors. 

9.  Jennie  Edmundson  Hospital,  Council 
Bluffs,  graduated  12. 

10.  An  honest  surgeon,  especially  if  well 
known,  must  accept  many  bad  cases. 

11.  It  was  found  in  the  physical  exam- 
inations of  the  millions  of  young  men, 
brought  under  official  medical  observation 
in  consequence  of  the  draft,  that  a great 
majority  had  at  some  time  been  infected 
with  tuberculosis  as  shown  by  the  presence 
of  healed  lesions. 

Nebraska  State  Medical  Journal 
July,  1922 
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Annual  business  meeting 

Cornhusker  Hotel,  Lincoln,  Nebraska 
May  1,  1972 

The  forty-seventh  annual  business  meet- 
ing of  the  Woman’s  Auxiliary  to  the  Ne- 
braska Medical  Association  was  called  to 
order  at  9 :15  a.m.,  May  1,  1972,  by  the  pres- 
ident, Mrs.  Leland  Olson.  Thirty-one  mem- 
bers attended. 

Minutes  of  the  midwinter  board  meeting 
were  approved  as  mailed. 

The  treasurer  reported  a balance  on  hand 
as  of  May  1,  1972,  $2,355.50;  in  the  reserve 
fund,  Commercial  Savings  and  Loan  Assn., 
Omaha,  Nebr.,  balance  as  of  April  29,  1972, 
$934.33,  including  $45.04  interest  for  twelve 
months.  In  the  Nebraska  Central  Building 
and  Loan  Association,  Lincoln,  Nebraska,  a 
balance  on  hand  as  of  April  29,  1972,  $1,- 
103.09,  including  $58.25  interest  for  twelve 
months.  Total  in  savings  account,  $2,037.42. 
Copy  of  report  filed  in  the  secretary’s  book. 
Bills  not  allowed  in  the  budget  were  pre- 
sented as  follows:  Mrs.  J.  Whitney  Kelley, 
AMA-ERF,  for  $14.32.  Mrs.  Keay  Hachiya 
moved  that  the  bill  be  allowed.  Seconded 
and  carried.  Mrs.  James  Carlson  presented 
a bill  for  $79.67  for  printing  of  the  news- 
letter. Mrs.  Frank  Tanner  moved  this  bill 
be  allowed.  Seconded  and  carried.  Mrs. 
Dean  McGee  and  Mrs.  James  Carlson  sub- 
mitted bills  for  their  transportation  to  the 
Health  Conference  in  Chicago.  These  bills 
were  allowed  previously. 

Mrs.  Olson  introduced  Mrs.  Robert  Beck- 
ley  of  Lock  Haven,  Pennsylvania,  President- 
Elect  of  the  Woman’s  Auxiliary  to  the  Amer- 
ican Medical  Association,  to  be  guest  speak- 
er at  the  annual  luncheon  and  install  the 
new  officers  for  1972-1973.  Other  guests 
introduced  were  Mrs.  Ralph  Wicks,  presi- 
dent of  the  Iowa  Medical  Auxiliary  and  Mrs. 
Charles  Willman,  president-elect  of  the 
Missouri  Medical  Auxiliary. 

REPORTS  OF  OFFICERS 

Mrs.  James  Carlson,  president-elect,  gave 


a combined  report  for  the  president  and 
president-elect.  Meetings  at  Chicago  and 
Minneapolis  were  reported  upon  at  the  Fall 
board  meeting.  The  Health  Conference  for 
National  Organizations  was  attended  by 
Mrs.  Carlson,  Mrs.  Olson,  Mrs.  McGee,  Mrs. 
Ashby,  and  Mrs.  J.  Whitney  Kelley. 

Second  vice-president:  Mrs.  Kenneth  Mc- 
Ginnis reported  a total  1971-1972  members- 
at-large  membership,  69 ; renewals,  59 ; 
number  that  did  not  renew,  15 ; one  deceased. 
There  was  a decrease  of  five  members.  Two 
letters  have  been  mailed  to  members-at-large 
and  prospective  members.  A letter  of 
thanks  has  been  mailed  to  paid  members. 
Recommendations  were  made  on  how  to  in- 
crease membership.  Report  filed  in  secre- 
tary’s book. 

Mrs.  George  Robertson  asked  to  present 
the  proposed  amendments  to  the  bylaws  dur- 
ing the  business  portion  of  the  meeting. 

Mrs.  Kelley  moved  the  reports  of  the  of- 
ficers be  accepted  and  filed.  Seconded  and 
carried. 


STANDING  COMMITTEES 

Budget  and  Finance : Mrs.  Tanner,  Chair- 
man, distributed  copies  of  the  1972-1973 
proposed  budget,  prepared  for  the  annual 
meeting  of  May  1,  1972,  by  Mrs.  Frank  Tan- 
ner, Mrs.  Leland  Olson,  Mrs.  James  Carlson, 
and  Mrs.  Keith  McCormick.  Attention  was 
called  to  changes  in  the  budget  from  last 
year.  The  newsletter  will  be  printed  this 
next  year  and  will  require  extra  money.  In- 
terest from  the  reserve  funds  will  be  used. 
Available  balance  on  hand,  $1,320.33.  Mrs. 
Tanner  moved  that  the  1972-1973  proposed 
budget  be  adopted.  Seconded  and  carried. 

Mrs.  Olson  appointed  Mrs.  Kenneth  Mc- 
Ginnis, Mrs.  Leland  Olson,  and  Mrs.  James 
Carlson  to  serve  on  the  reading  committee  to 
audit  the  minutes  of  the  annual  meeting. 

Resolutions  and  Revisions  Committee  re- 
port was  read  by  Mrs.  Chester  Farrell, 
chairman,  and  will  be  published  in  the  Ne- 
braska Medical  Journal  as  is  the  custom. 
A motion  was  made  to  accept  and  file  the 
report.  Seconded  and  carried. 
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PROGRAM  EXTENSION 
COMMITTEES 

AMA-ERF : Mrs.  J.  Whitney  Kelley, 

chairman,  reported  a total  contribution  of 
$9,019.82,  which  included  the  men’s  con- 
tribution. This  is  $11.14  per  capita.  The 
1972  National  AMA-ERF  goal  was  set  at 
$10  per  capita. 

Health  Education : Mrs.  McGee,  chair- 

man, reported  on  Venereal  Disease  programs 
held  in  the  Dawson  County  Schools. 

Health  Manpower:  Mrs.  A.  E.  Van  Wie, 
chairman,  reported  on  Health  Careers  Day, 
sponsored  by  the  auxiliaries  of  Lancaster, 
Hall,  Scotts  Bluff,  Buffalo,  and  Madison  Six 
Counties.  Hastings  held  a Health  Careers 
Day  at  Mary  Lanning  Hospital.  Every  area 
of  the  state  has  been  well  covered. 

Inter-Agency  Health  Council : Mrs.  Rob- 

ert Mclntire,  chairman,  reported  the  Inter- 
Agency  Health  Planning  Council  has  a mem- 
bership of  21  health  related  organizations. 
She  listed  the  committees,  chairmen  of  each, 
officers,  purpose,  and  structure.  It  is  a 
non-profit  organization.  Dues  are  $25  a 
year.  She  expressed  a desire  that  more  in- 
formation from  the  organization  be  made 
available  to  auxiliary  members.  A discus- 
sion followed. 

Legislation:  Mrs.  P.  B.  Olsson,  chairman, 
reported  32  senators  and  17  wives  and  54 
auxiliary  members  attended  the  Senators’ 
luncheon  in  February.  Last  year,  29  Dozen 
Day  awards  were  given;  this  year  15  will 
be  awarded.  Mrs.  Olsson  urged  members  to 
follow  through  on  bills  and  to  attend  com- 
mittee meetings. 

Medicine  and  Religion : Mrs.  Hachiya, 

chairman,  reported  one  meeting  was  held, 
June  10,  1971.  Letters  were  mailed  to  doc- 
tors inviting  them  to  participate  but  re- 
sponse was  limited.  The  request  of  Dr. 
Roger  Mason,  president  of  Nebraska  Medi- 
cal Association,  that  the  committee  sponsor 
a prayer  breakfast  at  the  end  of  the  May 
and  fall  sessions  was  approved  by  the  com- 
mittee. There  is  a need  to  establish  Medi- 
cine and  Religion  committees  in  the  County 
Medical  Societies  for  the  benefit  of  patients. 

Membership:  Mrs.  Warren  Bosley,  chair- 
man, reported  there  are  thirteen  auxiliaries 


with  a membership  of  797  for  1972.  In 
1971,  there  were  852  members.  Sugges- 
tions were  made  how  to  improve  the  mem- 
bership. 

Nebraska  Medical  Foundation : Mrs.  Wil- 
liam Jensen,  chairman,  reported  Lancaster 
County  auxiliary  donated  $454.00.  Douglas- 
Sarpy  County  sold  nearly  $100.00  in  mer- 
chandise. She  discussed  the  communication 
problems  between  the  county  chairmen  and 
the  state  chairman. 

Neb-Pac:  Mrs.  V.  Franklin  Colon,  chair- 
man, reported  the  convention  special,  two 
memberships  for  $45.00,  was  available  again 
this  year.  Mr.  Schellpeper  has  delivered 
literature  on  National  Health  Insurance  to 
the  Platform  Committee  of  the  Republican 
party  and  hopes  a meeting  may  be  arranged. 
He  hopes  similar  arrangements  can  be  made 
with  the  Platform  Committee  of  the  Demo- 
cratic party. 

Publicity:  Mrs.  Filkins  reported  an  in- 

terview has  been  scheduled  for  Mrs.  Beck- 
ley,  and  the  auxiliary  had  its  own  press 
release  this  year. 

Program  Development : Mrs.  Robert 

Jones,  chairman,  had  no  report,  but  request- 
ed Mrs.  Tanner  to  recoup  in  the  budget  the 
maintenance  of  $25.00. 

Safety  and  Emergency  Medical  Health : 
Mrs.  Charles  Ashby,  chairman,  reported  on 
GEMS  programs  to  be  held  soon.  She  at- 
tended a highway  safety  meeting  recently. 

WA-SAMA:  Mrs.  Fay  Smith,  liaison  rep- 
resentative, reported  briefly  on  the  activi- 
ties of  the  Creighton  and  University  of  Ne- 
braska WA-SAMA  clubs.  Five  members 
will  attend  the  annual  luncheon.  She  read 
a letter  addressed  to  Mrs.  Olson,  thanking 
the  Auxiliary  for  its  financial  support. 

CHAIRMEN  OF  SPECIAL 
COMMITTEES 

Convention:  Mrs.  Ebers,  chairman,  gave 

details  of  transportation  for  the  tour  and 
convention  activities.  Mrs.  Roger  Mason, 
wife  of  the  President  of  the  Nebraska  Medi- 
cal Association,  was  introduced. 

Health  Museums : Mrs.  Mclntire,  chair- 

man of  the  committee,  reported  the  total 
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amount  of  money  needed  to  rebuild  the  area 
for  the  Health  Museums  is  $180,000.00. 
They  hopefully  will  prepare  a brochure  and 
slides  to  sho\v  groups  to  acquaint  them  with 
what  the  museum  is  trying  to  accomplish. 

Mrs.  Rees  moved  that  the  reports  be  ac- 
cepted and  filed.  Seconded  and  carried. 

DISTRICT  COUNCILORS 
District  2,  Lancaster  County:  Mrs.  J. 
M.  Stemper,  Councilor. 

Mrs.  Jones  reported  on  the  Health  Ca- 
reers Day  held  at  the  Brandeis  Auditorium, 
April  29-30,  in  Lincoln.  Mrs.  Ebers,  presi- 
dent, reported  on  other  activities  held  dur- 
ing the  year. 

District  5,  Dodge  County:  Mrs.  Carrol 

Nelson,  Councilor. 

Mrs.  Rees  read  a report  from  Mrs.  Thom- 
as Waring,  president  of  the  Auxiliary,  list- 
ing all  its  activities  for  this  year.  Member- 
ship, 25. 

District  9,  Hall  County:  Mrs.  Charles 

Hranac,  Councilor. 

Mrs.  Bosley  reported  for  Mrs.  Harb,  pres- 
ident of  the  Hall  County  Auxiliary. 

District  10,  Adams  County:  Mrs.  Rus- 

sell J.  Mclntire,  Councilor. 

Mrs.  J.  Lee  Dyer,  president  of  the  aux- 
iliary, reported  a membership  of  45  and  on 
the  activities  this  year.  Mrs.  Robert  Mc- 
lntire v~as  named  Woman  of  the  Year. 

District  4,  Madison  Six  County : Mrs. 

George  Salter,  Councilor. 

In  the  absence  of  Mrs.  Joseph  David,  Mrs. 
Carlson  reported  on  the  auxiliary’s  activities 
this  past  year. 

UNFINISHED  BUSINESS 

Mrs.  George  Robertson,  Bylaw's  Chair- 
man, presented  the  proposed  changes  in  the 
amendments  to  the  bylaw's.  Copies  w'ere 
mailed  to  members.  Mrs.  Robertson  moved 
the  proposed  changes  in  the  amendments 
to  the  bylaws  be  adopted.  Seconded  and  car- 
ried. Copy  filed  in  the  secretary’s  book. 


Appointed  to  serve  on  the  Auditing  Com- 
mittee to  audit  the  treasurer’s  books  were 
Mrs.  H.  W.  McFadden,  chairman,  Mrs. 
Barney  Rees  and  Mrs.  Colin  Schack. 

Nominating  Committee:  Mrs.  John  Fil- 
kins,  chairman,  submitted  the  report  of  the 
Nominating  Committee.  Nominees  were: 
for  president,  Mrs.  James  Carlson  of  Ver- 
digre;  president-elect,  Mrs.  Warren  Bosley 
of  Grand  Island;  1st  vice-president,  Mrs. 
Kenneth  McGinnis  of  Lincoln;  2nd  vice-pres- 
ident, Mrs.  Keith  McCormick  of  Omaha ; 
treasurer,  Mrs.  Gordon  Francis  of  Grand 
Island.  Directors  for  two  years : Mrs.  Leo 
Hoevet  of  Chadron  and  Mrs.  P.  Bryant  Ols- 
son  of  Lexington.  Directors  for  one  year: 
Mrs.  S.  F.  Moessner  of  Lincoln  and  Mrs. 
Vernon  Ward  of  Omaha. 

Mrs.  Olson  called  for  nominations  from 
the  floor  for  each  office.  There  being  none, 
the  chair  declared  nominations  closed.  The 
chair  requested  a motion  that  the  nominat- 
ing ballot  become  the  elected  ballot.  The  mo- 
tion wras  made,  seconded,  and  carried.  The 
officers  and  directors  w'ere  declared  duly 
elected  and  will  be  installed  at  the  annual 
luncheon,  Tuesday,  May  2,  1972. 

A memorial  service  w'as  conducted  by  Mrs. 
Fay  Smith  for  members  of  the  auxiliary  w'ho 
passed  away  this  last  year.  They  were: 
Mrs.  Harlan  S.  Heim  of  Humboldt;  Mrs. 
John  T.  Small  of  Crawrford;  Mrs.  James  M. 
Woodw'ard  of  Lincoln;  and  Mrs.  Quentin 
Bradley  of  Lincoln. 

ANNOUNCEMENTS 

The  50th  anniversary  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Associa- 
tion will  be  held  in  San  Francisco,  June  18- 
22.  Three  delegates  and  three  alternates 
will  be  needed.  If  anyone  is  planning  to  at- 
tend, contact  Mrs.  Carlson. 

A motion  w'as  made  to  adjourn.  Second- 
ed, and  carried.  Meeting  adjourned  at 
11:40  a.m. 

Respectfully  submitted, 
Mrs.  Stanley  Bach, 
Recording  Secretary. 
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Our  Medical  Schools 


Commencement  at  U of  N 

Twenty-four  graduates  and  two  faculty 
members  received  special  recognition  at  the 
commencement  exercises  of  the  University 
of  Nebraska  Medical  Center  May  28,  in  the 
music  hall  of  the  Omaha  Civic  Auditorium. 

Distinguished  Teacher  awards  were  given 
to  Drs.  Manuchair  Ebadi  and  LeeRoy  Meyer. 

Dr.  Ebadi  has  been  chairman  of  the  de- 
partment of  pharmacology  for  a year,  and 
holds  the  rank  of  professor;  he  joined  the 
faculty  in  1967  as  an  assistant  professor. 

Dr.  Meyer  has  been  on  the  faculty  since 
1965  and  an  assistant  professor  of  internal 
medicine  since  1969.  He  is  a 1961  gradu- 
ate of  the  University  of  Nebraska  College  of 
Medicine  and  a 1957  graduate  of  the  Uni- 
versity of  Nebraska  in  Lincoln.  He  is  a na- 
tive of  Sidney. 

Both  Drs.  Ebadi  and  Meyer  received 
“Golden  Apple”  awards  from  the  Student 
American  Medical  Association  for  being 
outstanding  teachers.  Similar  honors  were 
given  to  Dr.  Edward  Holyoke,  professor 
and  chairman  of  the  department  of  anatomy, 
and  Dr.  Roland  Meader,  professor  of  anato- 
my. 

Graduating  with  high  distinction  from 
the  College  of  Medicine  were  Drs.  Gary 
Carlton  and  Jeffrey  Passer,  both  of  Omaha. 
Both  are  members  of  the  national  honorary 
medical  fraternity,  Alpha  Omega  Alpha. 

As  a junior  in  the  College  of  Medicine, 
Dr.  Carlton  was  president  of  the  All-Campus 
Student  Council.  He  will  intern  at  the  Vet- 
erans Administration  Hospital  in  Lincoln. 
He  is  a 1964  graduate  of  Westside  High 
School  and  a 1968  graduate  of  Cornell  Uni- 
versity. 

Dr.  Passer  received  two  other  awards  at 
the  commencement:  The  Pfizer  award  and 
the  Roche  award.  He  will  intern  at  the 
University  of  Nebraska  Medical  Center. 
The  1965  graduate  of  Westside  High  School 
took  his  undergraduate  work  at  Creighton 
University. 


An  honorary  Doctor  of  Science  Degree 
was  conferred  upon  Dr.  William  Keettel, 
Iowa  City,  Iowa.  A Distinguished  Service 
to  Medicine  Award  was  given  to  Dr.  Dan 
Nye,  Kearney.  Both  are  graduates  of  the 
College  of  Medicine. 

Ceremony  at  Creighton 

Approximately  75  people  attended  corner- 
stone ceremonies  at  Creighton  University’s 
new  school  of  Dental  Science  April  21.  The 
program  included  remarks  by  Father  Jo- 
seph Labaj,  S.J.,  Creighton  President;  Rob- 
ert Heaney,  M.D.,  Vice  President  for  Health 
Sciences;  Raymond  Shaddy,  D.D.S.,  Asso- 
ciate Vice  President  for  Health  Sciences; 
Robert  V.  Vining,  D.D.S.,  Acting  Dean  of 
the  School  of  Dentistry  and  Omaha  Mayor 
Eugene  Leahy. 

The  new  School  of  Dentistry  building  rep- 
resents a significant  step  forward  for 
Creighton  University’s  Criss  Institute  of 
Health.  This  is  the  first  of  several  facilities 
to  be  erected  on  what  will  become  Creigh- 
ton’s West  Campus. 

The  new  facility  is  expected  to  be  com- 
pleted in  July  of  1973  at  a cost  of  10.3  mil- 
lion dollars.  It  will  be  the  largest  building 
on  campus  with  150,000  square  feet  of  space 
and  ultramodern  facilities  on  three  levels. 
The  clinical  areas  will  provide  175  private 
offices  for  student  practice.  Classroom  space 
has  been  designed  to  accommodate  260  stu- 
dents. 

Come  back  students 

There’s  little,  if  any,  break  time  between 
classes  for  faculty  members  at  the  Univer- 
sity of  Nebraska  Medical  Center. 

Immediately  after  graduating  a class  of 
296  health  professionals  on  May  28,  the  fac- 
ulty began  preparing  to  accept  new  stu- 
dents in  the  various  health  sciences  studies. 

The  first  group  of  students  arrived  June 
5 to  begin  the  Medical  Center’s  new  gradu- 
ate program  in  biomedical  communications. 
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They  will  be  followed  on  June  12  by  stu- 
dents entering  the  School  of  Nursing.  Seni- 
ors in  the  two-year  associate  degree  nurs- 
ing program  and  sophomores  in  the  four- 
year  bachelors  degree  program  returned  to 
school  that  day. 

Students  enrolled  in  both  the  associate 
and  bachelor  degree  program  of  radiologic 
technology  begin  their  courses  on  June  30. 

The  flow  of  students  will  continue,  and 
on  July  10  all  students  in  the  College  of  Med- 
icine will  resume  their  studies.  Included 
will  be  the  freshmen  who  will  initiate  the 
College  of  Medicine’s  new  three-year  pro- 
gram which  was  established  earlier  this 
year.  It  will  be  patterned  after  the  three- 
year  experimental  classes  which  are  still 
underway. 

Along  with  the  medical  students,  physical 
therapy  juniors  and  medical  technology  stu- 
dents will  begin  their  classes  that  same  day. 

Another  group  of  medical  technology  stu- 
dents will  begin  classes  August  21. 

First  year  nursing  students  in  the  asso- 
ciate degree  program  and  junior  and  senior 
students  in  the  bachelors  degree  program 
will  begin  their  studies  on  August  31. 

Physical  therapy  seniors  return  to  class 
October  2,  the  same  day  that  College  of 
Pharmacy  seniors  move  from  the  Lincoln 
campus  and  begin  their  studies  on  the  Med- 
ical Center  campus. 

Ph.D.  to  M.D. 

Six  men,  each  holding  a Ph.D.  in  one  of 
the  biological  sciences,  will  enter  Creighton’s 
School  of  Medicine  this  fall  to  begin  work- 
ing toward  an  M.D.  degree. 

Dr.  Joseph  Holthaus,  Dean  of  Creighton’s 
Medical  School,  says  the  new  Ph.D.  to  M.D. 
program  will  be  quite  flexible,  allowing 
candidates  to  progress  without  the  neces- 
sity of  repeating  much  of  the  basic  science 
work  they  have  already  taken.  The  Ph.D. 
students  will  be  able  to  take  courses  they 
need,  study  independently  of  the  rest  of  the 
class  and  arrange  for  tutoring  if  it’s  need- 
ed. The  students  can  take  all  or  part  of 
part  one  of  the  National  Boards  to  test  their 


readiness  for  the  clinical  rotation.  When 
the  Ph.D.  students  join  the  regular  medical 
students  as  second  semester  sophomores 
they  will  be  expected  to  fulfill  the  require- 
ments set  for  all  students  and  will  be  evalu- 
ated for  further  advancement  on  the  same 
basis  as  that  used  for  other  second  year 
students. 


Graduating  at  the  U/N 

As  we  go  to  press,  the  University  of  Ne- 
braska awarded  two  new  degrees  to  53 
graduates  at  the  annual  commencement  ex- 
ercises of  the  University  of  Nebraska  Medi- 
cal Center  Sunday,  May  28. 

Forty-one  graduates  received  the  associate 
of  science  in  nursing  degree.  They  com- 
prise the  first  class  in  the  Medical  Center’s 
two  year  course  in  nursing.  They  will  be 
eligible  to  take  the  national  examinations  for 
licensing  as  registered  nurses. 

Twelve  graduates  received  the  bachelor  of 
science  in  physical  therapy  degree.  They 
have  also  just  completed  the  Medical  Cen- 
ter’s two  year  course  of  studies.  In  addition, 
these  graduates  have  had  at  least  two  years 
of  college  before  starting  the  physical  ther- 
apy studies. 

Other  degrees  which  were  conferred  at 
the  ceremony:  98  doctor  of  medicine;  18 
bachelor  of  science  in  medicine;  62  bachelor 
of  science  in  nursing;  52  bachelor  of  science 
in  medical  technology ; 5 bachelor  of  science 
in  radiologic  technology;  and  8 associate  of 
science  in  radiologic  technology. 


Drs.  Nye  and  Keettel  honored 

The  University  of  Nebraska  Medical  Cen- 
ter honored  two  graduates  of  the  College  of 
Medicine  at  its  commencement  Sunday,  May 
28,  in  the  Music  Hall  of  the  Omaha  Civic 
Auditorium. 

A Distinguished  Service  to  Medicine 
award  was  given  to  Dr.  Dan  A.  Nye,  who 
practices  medicine  in  Kearney,  Nebraska. 
An  honorary  Doctor  of  Science  degree  was 
given  to  Dr.  William  C.  Keettel,  professor 
and  chairman  of  the  department  of  obstet- 
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rics  and  gynecology  at  the  University  of 
Iowa. 

A Kearney  native,  Dr.  Nye  is  a specialist 
in  internal  medicine.  Long  active  in  both 
civic  and  medical  affairs,  Dr.  Nye  is  pres- 
ently serving  as  chairman  of  the  Nebraska 
Advisory  Council  on  Comprehensive  Health 
Planning.  He  was  president  of  the  Nebras- 
ka Medical  Association  in  1966. 

A past  president  of  the  Buffalo  County 
Medical  Society,  Dr.  Nye  serves  on  the  man- 
agement council  of  Good  Samaritan  Hos- 
pital in  Kearney.  He  is  also  a member  of 
the  Kearney  Chamber  of  Commerce,  past 
exalted  ruler  of  the  Kearney  Elks  Club,  a 
fourth  degree  member  of  the  Knights  of 
Columbus  and  a past  member  of  the  Cos- 
mopolitan Club. 

Dr.  Nye  has  served  as  president  of  the 
Nebraska  Board  of  Examiners  in  Medicine 
and  Surgery  and  is  presently  chairman  of 
the  executive  committee  of  the  Regional 
Medical  Program.  He  is  also  on  the  board 
of  directors  of  the  Federation  of  State 
Medical  Boards  of  the  United  States. 

A 1940  graduate  of  the  University  of  Ne- 
braska College  of  Medicine,  Dr.  Nye  was 
earlier  graduated  from  the  University  of 
Nebraska  in  Lincoln.  He  attended  Kearney 
High  School  and  Kearney  State  College. 

Dr.  Nye  took  his  internship  at  Ohio  State 
University  and  his  medicine  residency  at 
the  Columbus  State  Hospital  in  Columbus, 
Ohio. 

Dr.  Keettel  has  been  chairman  of  the  de- 
partment of  obstetrics  and  gynecology  at 
Iowa  since  1959.  He  joined  the  Iowa  staff 
in  1946. 

He  is  currently  the  president  of  the  Amer- 
ican Association  of  Obstetricians  and  Gyne- 
cologists and  president  of  the  Residency  Re- 
view Committee  of  the  American  Medical 
Association. 

In  addition  to  memberships  in  profession- 
al societies,  Dr.  Keettel  has  held  offices  in 
many  of  the  major  obstetrical  and  gyneco- 
logical national  societies,  has  served  on  the 
editorial  board  of  the  Journal  of  Obstetrics 
and  Gynecology  and  as  a director  of  the 


American  Boards  of  Obstetrics  and  Gyne- 
cology. 

A native  of  Lyons,  Nebraska,  Dr.  Keettel 
received  his  M.D.  from  the  University  of 
Nebraska  College  of  Medicine  in  1936.  His 
baccalaureate  degree  is  from  the  University 
of  Nebraska  in  Lincoln. 

University  of  Nebraska  president  D.  B. 
Varner  conferred  degrees  upon  296  gradu- 
ates at  the  ceremony. 

Dr.  Organ  on  national  organizations 

Dr.  Claude  H.  Organ,  Jr.,  Chairman  of  the 
Creighton  University  School  of  Medicine 
Department  of  Surgery,  has  agreed  to  serve 
on  two  nationally  active  organizations.  The 
appointments,  effective  immediately,  are  to: 
The  Health  Affairs  Advisory  Council  of  the 
National  Urban  Coalition  as  Chairman  and 
the  Committee  on  Education  for  the  Allied 
Health  Professions  and  Services  of  the  Coun- 
cil on  Medical  Education  of  the  American 
Medical  Association. 


Students  applaud  teachers 

Creighton  University  medical  students 
honored  six  members  of  the  Medical  School 
faculty  during  the  Senior  Banquet  in  May. 
“Golden  Apple”  awards  for  outstanding 
teaching  were  awarded  to  Dr.  Frank  Fer- 
raro, Dr.  Myron  Walzak,  Dr.  I.  C.  Wells, 
and  Dr.  Andrew  Hahn,  all  full  time  faculty 
members.  The  house  staff  award  was  giv- 
en to  Dr.  William  Schlueter,  and  Dr.  Don- 
ald M.  Uzendoski  was  the  contributing  serv- 
ices faculty  member  singled  out  by  the  stu- 
dents to  be  honored.  The  “Golden  Apple” 
award  recipients  are  selected  by  a vote  of 
the  medical  school  student  body. 


Biomedical  communications 

A new  academic  year  got  underway  at  the 
University  of  Nebraska  Medical  Center  Mon- 
day, June  5,  when  nine  students  registered 
for  a graduate  program  in  biomedical  com- 
munications. 

The  students  were  enrolled  in  classes  both 
at  the  Medical  Center  and  the  University  of 
Nebraska  at  Omaha. 
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At  UNO  the  students  will  study  theories 
of  communication,  management  and  educa- 
tion, research  methods,  computer  theory, 
programmed  learning  and  educational  sys- 
tems design  and  evaluation. 

At  the  Medical  Center  classes  will  be  de- 
signed in  communications  management  and 
media  production  as  related  to  health  sci- 
ences. Intensive  training  will  also  be  pro- 
vided in  biomedical  reporting  and  writing 
and  in  editing  for  publication. 

The  nine  students  comprise  the  Medical 
Center’s  first  class  in  biomedical  communi- 
cations. However,  the  Medical  Center  did 
participate  in  graduate  level  training  in  bio- 
medical communications  in  the  past.  For 
three  years,  the  Medical  Center  conducted 
a similar  program  in  cooperation  with  Tu- 
lane  and  Emory  Universities,  the  Georgia 
Institute  of  Technology,  the  Public  Health 
Service  audio-visual  facility  and  the  Nation- 
al Library  of  Medicine.  Graduates  of  this 
program  received  master’s  degrees  from  Tu- 
lane  University. 

Upon  completion  of  the  one-year  Nebras- 
ka students  will  be  awarded  a certificate. 
A master’s  degree  will  be  conferred  if  the 
program  is  approved  by  the  Graduate  Col- 
lege of  the  University,  according  to  Mrs. 
Leon  Benschoter,  director  of  the  biomedical 
communications  division  of  the  Medical  Cen- 
ter. 


Creighton  honors 

Several  graduation  seniors  from  Creigh- 
ton University’s  School  of  Medicine  were 
honored  May  19  during  a brief,  informal 
ceremony  that  preceded  a reception  and 
cocktail  party  for  the  graduates  and  their 
families. 

The  Upjohn  Medical  Achievement  Award, 
given  for  academic  achievement  as  well  as 
extracurricular  achievements,  was  presented 
to  Edward  M.  Goldenberg,  M.D.  The  Dr. 
Adolph  Sachs  Memorial  Award,  awarded  an- 
nually to  the  student  with  the  best  four  year 
academic  record,  was  received  by  Paul  M. 
Flugstad,  M.D.  Lange  Medical  Publications 
Awards  were  made  to  Paul  M.  Flugstad, 
M.D.  and  Edward  M.  Goldenberg,  M.D.  for 


academic  achievement.  The  Mosby  Publish- 
ers Awards  were  presented  to  Paul  M.  Flug- 
stad, M.D.,  Edward  M.  Goldenberg,  M.D., 
Lewis  R.  Cimino,  M.D.,  Tom  A.  German, 
M.D.  and  C.  J.  Porter,  M.D. 


Dr.  Rigby  named 

Dr.  Perry  Rigby  has  been  named  associate 
dean  for  academic  affairs  at  the  University 
of  Nebraska  Medical  Center  in  Omaha. 

He  has  been  an  assistant  dean  for  cur- 
riculum since  December,  1971. 

A Nebraska  faculty  member  since  1964, 
Dr.  Rigby  was  made  director  of  the  division 
of  hematology  in  1968.  In  1969  he  was  made 
a professor  of  medicine. 

Dr.  Rigby  was  named  a Markle  scholar 
in  academic  medicine  in  1965. 

A summa  cum  laude  graduate  of  Mount 
Union  College  in  Alliance,  Ohio,  Dr.  Rigby 
received  his  doctor  of  medicine  degree  from 
the  Western  Reserve  University  of  Medicine. 
Following  internship  and  residency  at  the 
University  of  Virginia  Hospital  in  Char- 
lottesville, he  was  a research  fellow  in  hema- 
tology at  the  Massachusetts  Memorial  Hos- 
pital in  Boston. 

Be  a doctor  at  21? 

The  Creighton  University  Health  Sciences 
Curriculum  Committee  has  forwarded  two 
recommendations  to  Dr.  Joseph  Holthaus, 
Dean  of  Creighton’s  School  of  Medicine, 
concerning  medical  school  curriculum  length 
and  medical  school  admission  requirements. 

Mrs.  Abby  Heydman,  Chairman  of  the 
Curriculum  Committee,  says  the  group  has 
recommended  that  the  School  of  Medicine 
develop  a three-year  medical  curriculum  to 
be  offered  as  an  optional  program.  The 
shortened  curriculum  would  be  especially  at- 
tractive to  students  desiring  to  enter  a resi- 
dency program  or  pursue  another  course  of 
study  following  graduation  from  medical 
school. 

The  second  recommendation  is  that  the 
School  of  Medicine  implement  a pilot  pro- 
gram that  provides  places  in  each  entering 
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class  for  a selected  number  of  students  with 
two  years  of  premedical  preparation. 

Mrs.  Heydman  says  the  Curriculum  Com- 
mittee is  now  studying  the  dental  curricu- 
lum with  the  thought  in  mind  that  similar 
recommendations  might  be  made  to  the  den- 
tal school  dean. 

In  making  the  announcement  the  Curricu- 
lum Committee  Chairman  emphasized  that 
the  committee  is  making  a more  indepth 
study  of  current  curricula  than  these  recom- 
mendations might  initially  indicate.  Other 
recommendations  for  change  can  be  expect- 
ed in  the  future  according  to  Mrs.  Heydman. 

Dr.  Holthaus  says  the  recommendations 
are  being  referred  to  the  Medical  Education 
Policy  Committee  for  consideration. 

U of  N appoints  Dr.  Scott 

Dr.  Joseph  C.  Scott,  Jr.,  has  been  named 
assistant  dean  for  graduate  education  at  the 


University  of  Nebraska  Medical  Center  in 
Omaha. 

Dr.  Scott  will  retain  his  present  respon- 
sibility as  associate  professor  and  vice- 
chairman  of  the  department  of  obstetrics 
and  gynecology  at  the  Medical  Center. 

Dr.  Scott  succeeds  Dr.  Robert  Messer, 
who  asked  to  be  relieved  of  responsibilities 
in  the  field  of  graduate  education  in  order 
to  devote  more  time  to  duties  as  professor 
and  chairman  of  the  department  of  obstet- 
rics and  gynecology  at  the  Medical  Center. 

Dr.  Scott  has  been  on  the  Medical  Center 
faculty  since  1964,  when  he  completed  a 
three-year  fellowship  in  obstetrics  and  gyne- 
cology at  the  Mayo  Clinic  in  Rochester,  Min- 
nesota. 

A native  of  Pittsburgh,  Pennsylvania,  he 
received  his  bachelor’s  degree  from  Loyola 
University  of  Los  Angeles  and  his  doctor 
of  medicine  degree  from  the  St.  Louis  Uni- 
versity School  of  Medicine. 


Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS— 

July  8 — Chadron,  Elks  Lodge 
July  29  — Ogallala,  Elks  Lodge 
August  5 — Scottsbluff,  St.  Mary’s  Hos- 
pital 

August  12  — Columbus,  Elks  Lodge 
August  26  — Ord,  Elks  Lodge 

BIOMEDICAL  ELECTRICITY  WORK- 
SHOP — The  first  National  Workshop  in 
Biomedical  Electricity,  Electronics,  and 
Instrumentation  for  physicians,  nurses, 
paramedical  staff,  and  life-science  research 
personnel  will  be  held  July  24  through  28, 
1972  at  the  University  of  Missouri-St. 
Louis.  The  five-day  workshop  will  be  a 
study  of  fundamental  electricity  as  it  re- 
lates and  applies  to  living  organisms  and 
a detailed  analysis  of  the  electrical  events 
in  electrocardiography,  and  instrumenta- 
tion relevant  to  biomedicine.  Each  day 
will  be  divided  into  lecture  and  laboratory 


periods.  For  further  information  write 
Dwight  Hafeli,  UMSL  Extension  Division, 
8001  Natural  Bridge  Road,  St.  Louis,  Mis- 
souri 63121;  telephone  (314)  453-5961. 


TENTH  INTERNATIONAL  CONFERENCE 
ON  EXTRA-CORPOREAL  TECHNOLO- 
GY (dialysis,  heart-lung,  and  artificial  or- 
gans technologists)  ; July  27,  28  and  29, 
1972,  at  the  Waldorf-Astoria,  New  York 
City.  Write  to  Edward  C.  Berger,  Execu- 
tive Director,  American  Society  of  Extra- 
Corporeal  Technology,  287  East  Sixth  St., 
St.  Paul,  Minnesota  55101. 

CANCER  CHEMOTHERAPY,  10th  Annual 
Conference  — University  of  Wisconsin; 
Park  Motor  Inn,  Madison,  September  6-8, 
1972.  Write  to:  G.  Ramirez,  714C  Uni- 
versity Hospitals,  1300  University  Ave., 
Madison,  Wis.  53706. 
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AMERICAN  ACADEMY  OF  FAMILY 
PHYSICIANS  — Nebraska  Chapter; 
Dunes  Hotel  and  Casino,  Las  Vegas;  Sep- 
tember 6 to  8,  1972 ; eight  hours  of  AAFP 
approved  postgraduate  education.  Write 
to:  Dr.  William  DeRoin,  8258  Hascall, 
Omaha. 

FOURTEENTH  ANNUAL  MIDWEST  IN- 
TERPROFESSIONAL SEMINAR  ON 
DISEASES  COMMON  TO  ANIMALS 
AND  MAN  — September  7-8,  1972,  fea- 
turing an  Arbovirus  Symposium  at  Ne- 
braska Center  for  Continuing  Education, 
33rd  and  Holdrege  Streets,  Lincoln,  Ne- 
braska 68503.  Write  to  Dr.  H.  E.  McCon- 
nell, Director,  State  Health  Laboratories, 
State  Capitol  Building,  Lincoln,  Nebraska 
68509. 

32ND  ANNUAL  AMA  CONGRESS  ON 
OCCUPATIONAL  HEALTH  — Drake  Ho- 
tel, Chicago,  September  11-12,  1972. 

AMERICAN  THYROID  ASSOCIATION  — 
Annual  Meeting,  Drake  Hotel,  Chicago, 
Illinois,  Sept.  20-23,  1972.  Write  to:  A. 
B.  Hayles,  M.D.,  Secretary,  A.T.A.,  Mayo 
Clinic,  Rochester,  Minnesota  55901. 

NEBRASKA  MEDICAL  ASSOCIATION, 
Fall  Session  — September  22-24,  1972, 
Holiday  Inn,  North  Platte,  Nebraska. 

AMERICAN  ACADEMY  OF  OPHTHAL- 
MOLOGY AND  OTOLARYNGOLOGY, 
Annual  Meeting  — Convention  Center, 
Dallas  Texas,  September  24-28,  1972. 
Write  to : C.  M.  Kos,  M.D.,  Executive  Sec- 
retary-Treasurer, A.A.O.O.,  15  Second  St. 
S.W.,  Rochester,  Minn.  55901. 

SEVENTH  NATIONAL  CANCER  CON- 
FERENCE — Sept.  27,  28,  29,  1972,  Bilt- 
more  Hotel,  Los  Angeles,  California. 
Sponsored  by  American  Society  and  Na- 
tional Cancer  Institute ; no  registration 
fee.  Write  to:  Sidney  L.  Arje,  M.D.,  c/o 
American  Cancer  Society,  219  E.  42nd 
St.,  New  York,  N.Y.  10017. 


AMERICAN  COLLEGE  OF  SURGEONS  — 
58th  Annual  Clinical  Congress ; San  Fran- 
cisco, Oct.  2-6,  1972.  Write  to : S.  Frank 
Arado,  American  College  of  Surgeons,  55 
East  Erie  St.,  Chicago,  Illinois  60611. 

AMERICAN  ELECTROENCEPHALOGRA- 
PHIC  SOCIETY  — 26th  Annual  Meeting, 
at  the  Shamrock  Hilton  Hotel  in  Houston, 
Texas  from  October  12th  through  October 
14th,  1972. 

THE  ANNUAL  OTOLARYNGOLOGIC  AS- 
SEMBLY OF  1972  will  be  held  October  14 
through  20,  1972,  in  the  Eye  and  Ear  In- 
firmary of  the  University  of  Illinois  Hos- 
pital. The  Department  of  Otolaryngology, 
Abraham  Lincoln  School  of  Medicine,  Uni- 
versity of  Illinois  at  the  Medical  Center,  of- 
fers a condensed  basic  and  clinical  pro- 
gram for  practicing  otolaryngologists  un- 
der the  direction  of  Emanuel  M.  Skolnik, 
M.D.  It  is  designed  to  bring  to  specialists 
current  information  in  medical  and  surgi- 
cal otorhinolaryngology.  Interested  oto- 
laryngologists should  direct  their  inquiries 
to  the  mailing  address:  Otolaryngology, 
P.O.  Box  6998,  Chicago,  Illinois  60680. 

A separate,  but  correlated  course,  “CON- 
FERENCE ON  RADIOLOGY  IN  OTO- 
LARYNGOLOGY and  OPHTHALMOL- 
OGY” will  be  held  this  year  on  Friday  and 
Saturday,  November  24  and  25,  under  the 
guidance  of  Galdino  E.  Valvassori,  M.D. 
For  further  information  about  the  radi- 
ology conference,  write  to  Professor  Val- 
vassori, Radiology  Department,  Abraham 
Lincoln  School  of  Medicine,  P.O.  Box  6998, 
Chicago,  Illinois  60680. 

OMAHA  MID-WEST  CLINICAL  SOCIETY 
— 40th  Annual  Postgraduate  Assembly ; 
October  30,  31  and  November  1,  1972  at 
the  Hilton  Hotel  in  Omaha,  Nebr.  Write 
to : John  A.  Haggstrom,  M.D.,  Director  of 
Clinics. 

AMERICAN  ASSOCIATION  FOR  LABORA- 
TORY ANIMAL  SCIENCE,  23rd  Annual 
Session,  October  16-20,  1972;  Chase-Park 
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Plaza  Hotel,  St.  Louis,  Missouri.  Write  to: 
Joseph  J.  Garvey,  Exec.  Secy.,  AALAS, 
P.O.  Box  10,  Joliet,  Illinois  60434. 

LARYNGOLOGY  AND  BRONCHOESOPH- 
AGOLOGY  — The  Department  of  Oto- 
laryngology of  the  Abraham  Lincoln  School 
of  Medicine  and  the  University  of  Illinois 
Hospital  Eye  and  Ear  Infirmary,  Univer- 
sity of  Illinois  at  the  Medical  Center,  will 
conduct  a continuing  education  course  in 
Laryngology  and  Bronchoesophagology  No- 
vember 13  through  18,  1972.  The  course 
is  limited  to  fifteen  physicians  and  will  be 
under  the  direction  of  Paul  H.  Holinger, 
M.D.  It  will  be  held  largely  at  the  Eye 
and  Ear  Infirmary,  1855  West  Taylor 
Street,  Chicago,  and  will  include  visits  to 
a number  of  other  Chicago  hospitals.  In- 
struction will  be  provided  by  means  of  ani- 
mal demonstrations  and  practice  in  bron- 
choscopy and  esophagoscopy,  diagnostic 
and  surgical  clinics,  as  well  as  didactic  lec- 
tures. Interested  physicians  may  write  di- 
rectly to  the  Department  of  Otolaryngolo- 
gy, University  of  Illinois  at  the  Medical 
Center,  Postoffice  Box  6998,  Chicago,  Illi- 
nois 60680. 

AMERICAN  MEDICAL  ASSOCIATION  — 
26th  Clinical  Convention,  November  26-29, 
1972,  Netherland-Hilton  Hotel,  Cincinnati, 
Ohio. 


The  Law 

Veterans  medical  care 

The  Senate  has  passed  H.R.  10880,  the 
Veterans  Medical  Care  Act  of  1972,  after 
substituting  the  provisions  of  S.  2354.  The 
House  and  Senate  versions  will  now  go  to 
conference.  The  Senate  bill  authorizes  $900 
million  over  a five-year  period  for  VA  medi- 
cal care  programs. 

The  legislation  contains  provisions  which 
would  remove  certain  legislative  restric- 
tions on  the  scope  of  treatment  (particular- 
ly for  ambulatory  and  nursing  care) ; ex- 
pand coverage  to  certain  dependents  of  bene- 


ASSOCIATION OF  MILITARY  SUR- 
GEONS OF  THE  UNITED  STATES  — 
79th  Annual  Meeting;  Convention  Center, 
San  Antonio,  Texas,  Dec.  10  through  Dec. 
13,  1972.  The  address  of  the  A.M.S.  of 
the  U.S.  is : 8502  Connecticut  Ave.,  Chevy 
Chase,  Maryland  20015. 

NEBRASKA  OB-GYN  SOCIETY  — March 
29,  30,  31,  1973,  Las  Vegas,  Nevada,  Fron- 
tier Hotel.  For  further  information,  con- 
tact: G.  W.  Orr,  M.D.,  Program  Director, 
Department  of  Obstetrics  and  Gynecology, 
University  of  Nebraska  Medical  Center, 
42nd  and  Dewey,  Omaha,  Nebraska  68105. 

NEBRASKA  MEDICAL  ASSOCIATION, 
Annual  Session  — April  29  - May  2,  1973, 
Holiday  Inn,  Kearney,  Nebraska. 

AMERICAN  MEDICAL  ASSOCIATION, 
Annual  Session  — June  24-28,  1973,  New 
York,  New  York. 

Welcome  New  Member 

Francis  F.  Bartone,  M.D. 

University  of  Nebraska  College  of 
Medicine 

Omaha,  Nebraska  68105 


ficiaries  or  former  beneficiaries;  establish 
voluntary  sickle  cell  anemia  screening;  re- 
vise personnel  techniques  for  the  Depart- 
ment of  Medicine  and  Surgery  (with  par- 
ticular emphasis  on  recruitment,  training 
and  employment  of  recent  veterans  with  ex- 
perience as  medical  corpsmen)  ; and  to  im- 
prove staff-to-patient  ratios  in  VA  medical 
facilities. 

Under  present  law,  outpatient  and  am- 
bulatory care  for  non-service-connected  dis- 
abilities of  veterans  may  be  provided  only 
on  a pre-hospital  or  post-hospital  care  basis 
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or  to  any  war  veteran  with  a total  and  per- 
manent service-connected  disability.  The 
Senate-passed  bill  expands  eligibility  for  out- 
patient care  to  any  veteran  (as  well  as  the 
wife  and  children  of  any  veteran  with  a 
total  and  permanent  service-connected  dis- 
ability and  the  wife  and  children  of  any 
veteran  who  died  from  a service-connected 
disability)  “when  reasonably  necessary  . . . 
to  obviate  the  need  of  . . . hospital  admis- 
sion/’ It  also  authorizes  such  outpatient 
care  for  any  veteran  with  a service-connect- 
ed disability  rated  as  50%  or  more  dis- 
abling. The  expanded  criteria  for  eligibility 
would  increase  the  number  of  VA  benefi- 
ciaries by  an  estimated  762,000  at  an  annual 
cost  of  approximately  $97  million. 

AMA  urges  heart  research 

In  a letter  to  Representative  Paul  G. 
Rogers  (D)  Fla.,  Chairman  of  the  House 
Subcommittee  on  Public  Health  and  Envir- 
onment, the  AMA  called  for  expanded  re- 
search programs  for  diseases  of  the  heart 
and  blood  vessels,  the  lungs  and  blood. 
“These  diseases,”  the  Association  said,  “are 
in  the  forefront  in  terms  of  the  devastating 
effect  they  have  upon  the  lives  and  well-be- 
ing of  our  people.  An  intensified  and  aug- 
mented national  effort  for  research  concern- 
ing these  diseases  is  highly  desirable  so  that 
we  may  increase  our  ability  to  provide  pre- 
ventive, therapeutic  and  rehabilitative  mea- 
sures for  our  patients.” 

Speaking  of  H.R.  13715,  the  National 
Heart,  Blood  Vessel,  Lung  and  Blood  Act 
of  1972,  the  Association  discussed  the  pro- 
visions of  the  bill  and  suggested  a number 
of  modifications  to  it.  The  bill  authorizes 
the  creation  of  15  heart  disease  research 
centers  and  15  lung  disease  research  centers. 
Noting  the  authorization  for  support  of  oth- 
er centers  through  cooperative  arrangements 
with  various  centers,  in  addition  to  the  30 
specifically  mentioned,  the  Association  called 
for  an  overall  limitation  in  the  number  of 
new  centers,  and  urged  that  no  more  than 
thirty  be  authorized.  The  AMA  noted  that 
the  bill  provides  for  continuous  review  by 
the  President  and  the  Congress  of  the  pro- 
gram’s progress,  and  accordingly  there 
would  be  a ready  opportunity  for  further 


considerations  of  the  program’s  needs.  The 
Association  also  voiced  concern  about  dupli- 
cation of  RMP  functions  and  urged  that 
principal  education,  training  and  demonstra- 
tion functions  remain  in  RMP. 


Communicable  disease  control 

The  Senate  has  passed  S.  3442,  the  Com- 
municable Disease  Control  Amendments  of 
1972.  This  bill  would  provide  a 5-year  ex- 
tension of  the  communicable  disease  control 
program,  and  would  authorize  project 
grants  to  maintain  a federal  commitment 
to  state  and  local  governments  for  assistance 
in  programs  for  the  prevention  and  control 
of  communicable  diseases.  The  Senate  bill 
would  authorize  $90  million  a year  for  each 
of  the  next  five  years  for  programs  for  cer- 
tain diseases.  In  addition,  the  bill  would 
provide  $5  million  a year  to  enhance  public 
awareness  regarding  communicable  diseases 
and  programs  which  are  available.  It  fur- 
ther provides  additional  funds  for  a spe- 
cially targeted  program  for  venereal  disease 
control,  including  a 3-year  program  for  re- 
search, training,  and  public  health  pro- 
grams in  the  prevention  and  control  of  VD. 
$15  million  a year  would  be  authorized  for 
each  of  the  next  three  years  for  these  pur- 
poses. Moreover,  $30  million  a year  would 
be  authorized  to  meet  the  needs  for  effec- 
tive diagnosis  and  treatment  of  VD  and  $30 
million  a year  for  project  grants  to  states 
and  cities  to  conduct  defined,  comprehensive 
prevention  and  control  programs. 

H.R.  14455,  calling  for  a 3-year  extension, 
has  been  reported  by  the  House  Interstate 
and  Foreign  Commerce  Committee.  This 
bill  provides  $90  million  annually  for  com- 
bating communicable  disease,  which  includes 
$50  million  annually  for  VD  control. 

Crib  death 

The  Senate  has  also  passed,  by  a vote  of 
72-0,  S.J.  Res.  206,  providing  for  programs 
relating  to  sudden  death  syndrome  (SIDS). 
This  resolution  is  intended  to:  (1)  designate 
the  search  for  a cause  and  cure  for  SIDS 
as  one  of  the  highest  priorities  of  research 
activities  in  the  National  Institute  of  Child 
Health  and  Human  Development;  and  (2) 
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develop  within  the  Department  of  HEW  va- 
rious services,  required  by  families  who  lose 
infants  through  the  disease.  Programs 
would  also  be  developed  to  assist  profession- 
als who  are  conducting  research  on  the  syn- 
drome or  who  otherwise  encounter  it  in 
practice. 

Heart  disease  program 

The  House  Interstate  and  Foreign  Com- 
merce Committee  has  reported  H.R.  15081, 
the  National  Heart,  Blood  Vessel,  Lung,  and 
Blood  Act  of  1972.  The  bill  would  require 
that  the  Director  of  the  National  Heart  and 


Medicinews 

Some  sue  surgeons 

Two  out  of  five  of  the  15,000-plus  sur- 
geons who  responded  to  a recent  survey  by 
the  American  College  of  Surgeons  have  had 
a malpractice  claim  against  them  within 
the  past  12  years.  A claim  is  considered 
as  any  indication  from  a patient  to  the  physi- 
cian that  legal  action  is  being  planned  or 
started.  And,  according  to  ACS,  if  the  pres- 
ent trend  is  projected  through  1974,  the 
total  number  of  claims  could  easily  reach 
one  for  every  three  surgeons. 

Ninety  percent  of  settlements  reported 
by  the  respondents  were  under  $100,000, 
and  68  percent  of  reported  settlements  were 
less  than  $10,000. 

Twenty  percent  of  the  respondents  felt 
the  suit  had  been  stimulated  by  a poor  re- 
sult; another  20  percent  considered  the 
stimulus  to  be  an  attorney.  Lack  of  patient 
rapport  and  indiscreet  comments  by  various 
persons  were  considered  additional  sources 
of  origin  for  suits. 

One  third  felt  that  the  claim  arose  as  a re- 
sult of  the  surgical  procedure,  while  one 
eighth  of  the  respondents  expressed  their 
feeling  the  claim  originated  from  events  in 
the  period  after  operation. 

Twenty  percent  had  been  codefendants 
with  hospitals  in  professional  liability  liti- 


Lung Institute,  with  the  advice  of  the  Na- 
tional Heart  and  Lung  Advisory  Council, 
develop  and  carry  out  a 9-point  plan  for 
a National  Heart,  Blood  Vessel,  Lung,  and 
Blood  disease  program.  Other  provisions 
include  the  evaluation  of  methods  of  ther- 
apy; research  into  the  effective  use  of  na- 
tional blood  resources;  education  of  the  pub- 
lic and  health  professions;  training  of  sci- 
entists and  clinicians ; and  establishment 
of  programs  for  the  study  and  evaluation  of 
emergency  medical  services.  The  bill  would 
authorize  the  appropriation  of  $1.2  billion 
over  three  years. 


gation;  ten  percent  had  been  codefendants 
with  a partner  or  an  associate,  and  14  per- 
cent had  been  sole  defendants. 

Well  over  half  of  the  respondents  believe 
there  is  a professional  liability  problem  in 
their  geographic  area. 

(Still,  two  out  of  five  is  bigger  than  one 
for  every  three.  Ed.) 

AABB  study  on  blood  bank  fees 

The  cost  of  blood  to  hospital  patients  has 
increased  far  less  than  the  cost  of  medical 
care  in  general,  according  to  an  extensive, 
original  survey  conducted  by  the  country’s 
largest  organization  devoted  exclusively  to 
blood  banking  and  blood  transfusion  serv- 
ices. 

The  nationwide  study,  “Fees  and  Re- 
placement Policies  of  Institutional  Members 
of  the  American  Association  of  Blood 
Banks”  was  conducted  by  Mrs.  Bernice  M. 
Hemphill,  Treasurer  of  the  AABB  and  Ex- 
ecutive Director  of  the  Irwin  Memorial 
Blood  Bank  in  San  Francisco,  in  consulta- 
tion with  Mr.  Maurice  Gershenson,  a noted 
economist  and  statistician. 

The  study  shows  that  while  the  medical 
care  component  of  the  Bureau  of  Labor  Sta- 
tistics Consumer  Price  Index  shot  up  more 
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than  43  percent  since  1960,  the  average  cost 
of  a unit  of  blood  increased  by  only  13.6 
percent. 

Hans  Berger  award 

The  American  Electroencephalographic 
Society  offers  an  annual  award  of  $300  for 
a meritorious  manuscript  dealing  with  elec- 
troencephalography, clinical  or  experiment- 
al. Write  to:  Dr.  Antonio  V.  Escueta,  Neu- 
robiology Laboratories,  Duke  University 
Medical  Center,  Durham,  North  Carolina 
27710. 

Dr.  Pirofsky  to  speak 

Dr.  Bernard  Pirofsky  of  Portland,  Ore., 
an  authority  on  immunology,  will  deliver  the 
1972  Emily  Cooley  Memorial  Lecture  of  the 
American  Association  of  Blood  Banks  and 
receive  its  Emily  Cooley  Award. 

His  lecture,  “Autoimmune  Hemolytic 
Anemia,”  will  be  presented  Aug.  27  at  a 
technical  seminar  prior  to  the  joint  Con- 
gress of  the  Association  and  International 
Society  of  Blood  Transfusion  at  the  Shera- 
ton-Park  Hotel,  Washington,  D.C. 

Dr.  Pirofsky  is  Professor  of  Medicine, 
University  of  Oregon  Medical  School,  and 
has  headed  its  Division  of  Immunology  and 
Allergy  since  this  was  formed  in  1965.  He 
is  a graduate  of  the  New  York  University 
College  of  Medicine. 

Care  of  adolescents  with  YD 

The  American  Academy  of  Pediatrics  has 
called  for  uniform,  noncategoric  consent 
laws  to  permit  adolescents  having  venereal 
disease  to  obtain  comprehensive  care  with- 
out the  consent  of  their  parents.  The  Acad- 
emy’s Committee  on  Youth  emphasizes  that 
privacy  and  confidentiality  are  essential  in 
the  successful  care  of  young  people,  particu- 
larly those  with  venereal  infection. 


The  Committee  on  Youth  further  empha- 
sizes that  an  increasing  number  of  states  are 
permitting  the  treatment  of  venereal  disease 
of  minors  without  the  consent  or  knowledge 
of  their  parents  or  sponsors.  Difficulties 
may  arise  when  this  legal  provision  is  not 
available,  “although  these  difficulties  are 
more  often  surmised  than  actual.” 


Easter  Seal 

The  role  of  hospitals  in  restoring  the  hope 
and  abilities  of  stroke  patients  for  ultimate 
return  to  independent  living  is  described  in 
a new  publication  distributed  by  the  Na- 
tional Easter  Seal  Society  for  Crippled 
Children  and  Adults. 

In  a Nutshell:  A Guide  for  Stroke  Reha- 
bilitation in  the  Community  Hospital  tells 
how  hospitals,  by  combining  their  own  ex- 
isting resources  with  others  in  their  local- 
ities, can  provide  the  early  basic  care  that 
undergirds  the  stroke  patient’s  potential 
for  fullest  possible  recovery. 

The  guidelines,  which  emanated  from  a 
four-year  demonstration  project  conducted 
by  the  Chicago  Heart  Association  through 
funds  granted  by  the  Social  and  Rehabilita- 
tion Service,  U.S.  Department  of  Health, 
Education,  and  Welfare,  and  the  Illinois 
Regional  Medical  Program,  take  into  account 
the  psychological  and  social  aspects  of  dis- 
abilities following  strokes  as  well  as  life- 
saving measures,  giving  new  awareness  of 
the  stroke  victim’s  needs. 

In  a Nutshell:  A Guide  for  Stroke  Reha- 
bilitation in  the  Community  Hospital  is 
made  available  through  the  Social  and  Re- 
habilitation Service  for  distribution  through 
the  National  Easter  Seal  Society  for  Crip- 
pled Children  and  Adults.  Copies  of  the 
guide  (Publication  #E-48)  can  be  secured 
from  the  National  Easter  Seal  Society,  2023 
W.  Odgen  Ave.,  Chicago,  Illinois  60612,  at 
25  cents  each  to  cover  postage  and  handling 
costs. 
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Reports  of  Officers, 
Delegates  and  Committees 

(These  reports  appear  as  originally  submitted. 
For  the  House  of  Delegates’  deliberations,  possible 
changes,  and  final  action,  refer  to  the  minutes  which 
follow  these  reports). 

REPORT  OF  BOARD  OF  DIRECTORS 

R.  Russell  Best.  M.D..  Omaha.  Chairman ; Carl  Frank,  M.D., 
Seottsbluff : H.  V.  Nuss,  M.D.,  Sutton  ; Russell  Gorthy,  M.D., 
Lincoln  ; George  B.  Salter,  M.D.,  Norfolk. 

This  report  concerns  the  period  from  January  1, 

1971,  to  December  31,  1971.  During  1971,  the  Board 
of  Directors  met  in  April,  August,  October,  and 
December  and  we  also  had  several  group  telephone 
conferences.  Our  budget  meeting  for  the  expendi- 
tures for  1971  took  place  as  usual  in  December  of 
the  previous  year.  The  final  budget  figure  set  for 
1971  was  $133,842.00.  This  was  roughly  $10,000.00 
more  than  the  budget  figure  for  1970.  For  1970,  our 
final  audit  showed  we  had  expended  $17,000.00  from 
our  reserve  funds  to  cover  the  costs  of  the  Associa- 
tion’s activities  for  1970.  Now  our  final  audit  re- 
veals $28,500.00  for  1971. 

Although  we  have  a reserve  fund  to  cover  such 
emergencies,  nevertheless  this  is  limited  and  after 
several  years  of  exceeding  our  budget  with  the 
existing  inflation  situation,  the  Board  recommended 
an  increase  in  dues  of  $30.00,  beginning  in  the  year 

1972.  It  is  also  of  interest  to  know  that  the  1971 
expenditures  of  the  Association  averaged  about 
$102.93  per  member  which  is  $32.93  above  the  $70.00 
dues  paid.  The  Board  recommended  a $30.00  in- 
crease in  dues  at  the  Annual  Meeting  in  April,  1971, 
and  this  was  approved  by  the  House  of  Delegates 
beginning  with  the  year  1972. 

In  our  1972  budget,  we  had  to  consider  some 
increased  expenditures  such  as  increase  in  salaries, 
utilization  of  a public  relations  firm  on  a monthly 
stipend,  the  annual  meeting  of  the  State  Legisla- 
ture, and  the  overall  inflation.  It  would  appear  and 
it  is  hoped  that  we  are  beginning  to  reach  a plateau 
of  increase  in  expenditures  and  that  future  increases 
in  the  budget  will  not  be  as  drastic  as  those  we  have 
experienced  in  recent  years. 

The  budget  now  includes  all  activities  of  the  As- 
sociation including  the  Journal.  Your  Board  studies 
all  angles  of  costs  and  expenditures  as  well  as  in- 
come. It  is  hoped  that  you  have  observed  the 
various  improvements  of  our  State  Journal  includ- 
ing a reduced  Journal  cost.  Our  full-time  staff  has 
done  much  good  work  on  the  Journal  program  as 
well  as  our  Editor. 

MEETING  LOCATIONS 

The  Board  of  Directors  has  been  greatly  concerned 
about  some  changes  in  the  meeting  location  of  our 
Association  during  the  next  few  years.  The  final 
expenditure  for  1971  meeting  in  Omaha  exceeded  our 
income  by  $4,096.87,  whereas  usually  we  have  a 
small  profit.  The  staff  has  been  directed  to  explore 
some  of  the  larger  motel  complexes  in  Omaha  prior 
to  the  next  Annual  Session  that  would  be  scheduled 
in  that  city.  Also  there  has  been  some  discussion 
about  holding  the  interim  meeting  or  one  of  our 
special  meetings  in  the  western  part  of  the  state. 

INVESTMENTS 

The  Board  and  the  staff  continually  keep  informed 
about  the  investment  program  of  the  funds  of  the 


Association.  As  of  December  31,  1971,  our  invest- 
ment in  Treasury  notes,  municipal  and  corporate 
bonds  and  common  stock  owned  amounted  to  $94,- 
302.74.  This  fund  is  not  for  the  purpose  of  seeing 
how  much  can  be  accumulated,  but  to  keep  a 
figure  where  the  Association  can  function  anytime 
without  an  emergency  meeting  to  raise  dues  or  make 
a special  emergency  assessment,  and  to  permit  the 
cost  of  an  entire  function  year  with  a lessened  in- 
come year  or  extra  expense  year. 

PEER  REVIEW 

The  Executive  Secretary  has  informed  the  Board 
that  as  yet  no  significant  amount  of  funds  has  been 
expended  in  carrying  out  the  activation  of  our 
state-wide  Peer  Review  Program.  The  Board  will 
continue  to  monitor  expenses  of  this  activity  and 
make  it  a budget  item  at  the  appropriate  time. 

RELATIVE  VALUE  STUDY 
In  the  report  of  the  Relative  Value  Study  Com- 
mittee, the  House  will  be  asked  to  make  a decision 
regarding  the  future  of  this  publication.  It  is 
therefore  the  recommendation  of  the  Board  that  if 
the  House  directs  that  a new  publication  be  print- 
ed, copies  of  this  Study  will  be  sold  at  a rate  of 
$3.50  per  issue  to  all  persons  desiring  this  publica- 
tion, including  members.  It  is  the  feeling  of  the 
Board  that  publication  costs  for  such  a revision  will 
be  quite  high  and  that  the  Association  should  re- 
coup the  cost  of  such  publication  through  this 
method.  A more  definitive  report  on  this  matter 
will  be  presented  at  the  Fall  Session. 

OFFICERS 

This  year  your  Association  had  the  unfortunate 
experience  of  the  President-Elect  resigning  his  po- 
sition for  very  definite  health  reasons  and  the  first 
experiences  of  the  Board  in  how  to  remedy  the  situ- 
ation. Since  the  President-Elect  was  from  Lincoln, 
it  was  felt  that  the  Lancaster  Medical  Society  should 
present  a group  of  names  to  the  Board  of  Directors 
who  have  the  responsibility  of  selecting  a name  for 
the  President-Elect  position.  All  names  submitted 
were  individuals  who  would  assume  the  responsi- 
bilities in  a serious  manner,  and  it  was  difficult 
for  the  Board  to  make  a final  decision.  Finally 
Doctor  Frank  Stone  was  selected  as  the  President- 
Elect.  Your  Board  wishes  at  this  time  to  thank  all 
members,  officers,  committees  and  delegates  for  the 
keen  interest  they  have  taken  in  the  problems  that 
are  ever  present  in  an  organization  and  particularly 
this  last  year. 

Respectfully  submitted, 

R.  RUSSELL  BEST,  M.D., 
Chairman. 

REPORT  OF  25TH  CLINICAL  CONVENTION, 
AMERICAN  MEDICAL  ASSOCIATION, 
NEW  ORLEANS,  LOUISIANA 
November  28  - December  1,  1971 

Report  I,  Board  of  Trustees  — AMA-SAMA  Rela- 
tionships 

Delegates  approved  the  creation  of  special  sec- 
tions on  medical  students  and  on  interns  and 
residents. 

Res.  5 — Submission  of  Resolutions 

Bylawrs  to  be  amended  to  require  receipt  of  reso- 
lutions at  the  AMA  headquarters  30  days  be- 
fore session  begins;  -when  adopted  by  constitu- 
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ent  medical  society,  they  must  be  received  7 
days  after  the  close  of  the  session. 

Res.  8 — Restrictive  Covenants  in  Contracts  Be- 
tween Physicians 

Delegates  approved  a report  of  the  Judicial 
Council  declaring  that  restrictive  covenants 
were  ethical  but  warned  against  certain  provi- 
sions of  these  covenants  and  suggested  that 
they  have  a limited  effective  period. 

Rep.  B,  Bd.  T — Certification  of  Assistant  to  Pri- 
mary Physician 

Delegates  asked  that  the  Council  on  Health 
Manpower  assume  leadership  in  developing  a 
national  program  for  certification.  Details  of 
this  report  should  be  read  by  all  physicians  who 
are  interested  in  the  physician’s  assistant  pro- 
gram. 

Res.  18  — Guidelines  for  Compensating  Physicians 
for  Services  by  Physician’s  Assistant 

The  Delegates  instructed  the  Board  of  Trustees 
to  develop  these  guidelines. 

Rep.  A,  Council  on  Medical  Services  — Glossary  of 
Terms  on  Peer  Review  Revised 

Revised  glossary  approved.  All  persons  in- 
volved in  peer  review  should  have  a copy  of  this 
report. 

Res.  36  — Peer  Review  for  Economic  Purposes 

This  resolution  called  for  clear  distinction  be- 
tween the  medical  profession’s  responsibilities 
for  peer  review  and  the  claims  administration 
functions  of  health  insurance  carriers  and  gov- 
ernment. Delegates  approved  a substitute 
resolution  calling  for  the  peer  review  programs 
to  have  as  their  goal  the  improved  quality  of 
medical  care,  as  well  as  more  efficient  delivery. 
Those  physicians  involved  in  peer  review  should 
read  this  entire  report. 

Res.  6 — Medicare 

Delegates  adopted  resolution  pointing  out  that 
the  implementation  of  Social  Security  Admin- 
istration rules  and  regulations  is  inconsistent 
with  good  medical  practice.  Board  of  Trustees 
directed  to  call  Social  Security  Administration’s 
attention  to  this  resolution. 

Res.  15  — Equity  for  Rural  Physicians 

Delegates  approved  resolution  that  called  for 
elimination  of  inequality  in  reimbursement  for 
services  of  rural  physicians  based  on  arbitrary 
differentials. 

Res.  23  — Reaffirmation  of  Principles  of  Delivery 
of  Quality  Medical  Care  (Nebraska) 

Delegates  reaffirmed  this  resolution  which  in- 
cluded the  principles  of  voluntaryism,  freedom 
of  choice,  non-interference,  physician’s  right  to 
private  practice,  and  physician’s  right  to  choose 
his  method  of  contracting  for  services. 

Res.  43  — Direct  Payment 

Delegates  instructed  Board  of  Trustees  to  in- 
form Congress  that  any  future  federal  programs 
which  pay  for  care  by  private  physicians  must 
permit  direct  billing  of  patients. 

Res.  2 — National  Health  Insurance 

The  Delegates  referred  this  resolution  to  the 
Council  on  Legislation  and  to  the  Board  of 
Trustees  to  support  existing  guidelines  for  the 


evaluation  of  national  health  insurance  pro- 
posals. 

Rep.  L,  Bd.  T.  — Education  and  Utilization  of  Allied 
Health  Manpower 

This  preliminary  report  prepared  by  the  Council 
on  Health  Manpower,  CME,  and  CMS  was  re- 
ceived for  information  only.  Persons  interested 
in  this  subject  should  read  it  carefully. 

Rep.  A,  Council  on  Medical  Education  — Relation 
of  Number  of  Residents  in  Training  to  Supply 
and  Need 

CME  is  engaged  in  a study  of  the  number  of 
residents  in  training,  the  specialties  involved, 
and  the  supply  and  need  for  physicians  in  these 
specialties. 

Rep.  D,  CME  — Essentials  of  Approved  Educational 
Program  for  Assistant  to  Primary  Care  Physician 
This  report  prepared  in  conjunction  with  family 
physicians,  pediatricians,  and  internists  was 
adopted. 

Rep.  G,  CME  — Educational  Program  for  Urologic 
Physician’s  Assistants 

This  report  was  referred  back  to  the  Council. 
Testimony  from  the  floor  indicated  that  the 
duties  of  the  assistant  were  much  too  broad  and 
extensive  to  be  entrusted  to  a physician’s  assist- 
tant.  Serious  potential  conflict  in  hospitals  was 
pointed  out. 

Res.  14  — Medical  School  Admission  Policies 

The  Delegates  recommended  that  all  medical 
schools  include  a significant  proportion  of  prac- 
ticing physicians  on  their  admissions  committee 
and  that  the  CME  evaluate  existing  motivational 
tests  which  are  used  as  yardsticks  for  an  ap- 
plicant’s overall  fitness  to  become  a physician. 

Res.  24  — Conjoint  American  Board  of  Nuclear 
Medicine 

Delegates  passed  a resolution  requiring  the  CME 
to  establish  an  ad  hoc  committee  to  restudy  cur- 
rent problems  related  to  nuclear  medicine  cer- 
tification. 

Res.  30  — Hospital  Staff  Control  of  Private  Patients 
in  Teaching  Hospitals 

Delegates  opposed  any  regulations  that  pre- 
vent physicians  from  controlling  decisions  con- 
cerning the  care  of  their  own  patients. 

Res.  32  — National  Licensure  of  Physicians 

Delegates  adopted  resolution  opposing  national 
licensure. 

Rep.  B,  CMS  — Community  Health  Delivery  Pro- 
grams 

Report  B is  information  gathered  by  site  visits 
to  the  30  community  health  programs.  The 
Delegates  adopted  this  report  and  recommended 
that  it  be  given  wide  distribution  to  all  parties 
concerned. 

Rep.  C,  CMS  — Multiphasic  Health  Testing 

Delegates  adopted  this  report.  It  should  be 
available  to  all  interested  individuals  and  groups. 
Legal  aspects,  ethics,  benefits  and  limitations 
as  well  as  other  considerations  are  reviewed. 

Res.  11  — Rising  Hospital  Costs 

Res.  12  — Financing  of  Education  as  a Hospital 
Function 
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Res.  22  — Relief  of  Hospitalized  Patients’  Financial 
Responsibility  for  Hospital  Based  Educational 
and  Training  Programs 

Substitute  resolution  adopted  which  instructed 
the  Board  of  Trustees  to  conduct  studies  of  all 
factors  involved  and  the  identification  of  the  rea- 
sons for  rising  hospital  costs.  This  included 
identification  of  the  cost  of  hospital-based  medi- 
cal and  allied  health  educational  programs. 

Res.  45  — Due  Process  in  Guidelines  of  Joint  Com- 
mission of  Accreditation  of  Hospitals 

Delegates  approved  of  these  guidelines.  Urged 
county  and  state  societies  to  see  that  they  are 
adopted  in  all  hospitals.  It  is  important  that  the 
medical  staffs  of  all  hospitals  review  their  by- 
laws and  also  the  1971  guidelines  of  the  Joint 
Commission  on  this  point.  It  is  recommended 
that  legal  advice  be  obtained. 

Rep.  R,  Bd.  T.  and  Res.  59  — Smallpox  Vaccina- 
tions 

Delegates  recommended  the  discontinuation  of 
routine  smallpox  vaccinations,  but  requested 
AMA  to  stress  the  importance  of  alerting  the 
medical  profession  to  indications  and  contra- 
indications for  vaccination. 

Rep.  K,  Bd.  T.  — Life  and  Major  Medical  Insurance 
for  AMA  Members 

Delegates  instructed  Board  of  Trustees  to  in- 
vestigate contracts  covering  group  life  and  ex- 
cessive major  medical  coverage  for  AMA  mem- 
bers, dependents,  and  employees,  and  the  execu- 
tive staffs  of  local  and  specialty  organizations. 

Res.  21  — Role  of  Female  Physicians 

Delegates  adopted  a resolution  recognizing  high 
professional  and  civic  qualifications  of  female 
physicians  and  encouraged  their  participation  in 
the  Association. 

Res.  48  — AMA  Membership  Report 

Delegates  adopted  a resolution  directing  that 
Congress  be  informed  that  the  AMA  represents 
an  overwhelming  majority  of  the  office-based 
pi’acticing  physicians  in  the  U.S. 

Rep.  A,  Bd.  T.  — Occupational  Health  Programs 

This  extensive  report  adopted  and  should  be 
read  by  all  persons  interested  and  involved. 

Rep.  N,  Bd.  T.  and  Res.  7 — Infant  Mortality 
Statistics 

Delegates  adopted  an  amended  report  encourag- 
ing uniform  definition,  registration  require- 
ments, etc.,  regarding  reporting  practices  of 
live  births  and  fetal  deaths. 

Res.  17  — Opinion  Polls 

Delegates  requested  AMA  to  obtain  opinions 
of  its  members  on  national  key  issues. 

Rep.  A,  Council  on  Constitution  and  Bylaws  and  Rep. 
A Council  on  Long  Range  Planning  and  Develop- 
ment — Constitution  and  Bylaws  Convention 

Both  reports  agreed  that  there  was  an  adequate 
mechanism  for  bringing  about  constructive  chang- 
es in  the  AMA  Constitution  and  Bylaws  without 
calling  a constitutional  convention  which  had 
been  recommended  by  President  Wesley  Hall. 
The  delegates  filed  these  reports. 

Res.  50  — Address  of  President  Hall  and  Creation 
of  a Committee  on  Organizational  Review 


Delegates  adopted  a substitute  resolution  to 
Resolution  50  which  had  been  submitted  by  the 
Wisconsin  delegation.  The  problems  of  con- 
stitutional change,  organizational  structure,  etc., 
are  to  be  referred  to  the  Council  on  Long  Range 
Planning  and  Development  and  that  hearings 
be  conducted  in  San  Francisco  in  June,  1972, 
and  in  Cincinnati  in  November,  1972.  The  dele- 
gates requested  that  progress  reports  be  given. 

Respectfully  submitted, 

John  R.  Schenken,  M.D., 

Delegate  to  A.M.A. 

REPORT  OF  NEBRASKA  MEDICAL 
FOUNDATION,  INC. 

This  is  the  24th  Annual  Report  of  the  Nebraska 
Medical  Foundation,  and  the  8th  Annual  Report 
of  the  Foundation’s  expanded  loan  program.  As  you 
will  note  in  the  latter  part  of  this  report,  the  Foun- 
dation we  feel,  has  played  a significant  role  in 
assisting  medical  and  allied  health  students  to  ob- 
tain financial  support  for  their  respective  fields  of 
endeavor. 

During  the  past  year,  Federal  legislation  has 
alleviated  to  some  extent  the  demand  for  loans  from 
the  Foundation.  However,  in  the  past  year  a total 
of  $49,150.00  has  been  loaned  under  the  expanded 
program. 

As  reported  at  our  Annual  Meeting  in  1971,  we 
experienced  default  on  five  loans.  Again  this  year, 
we  regret  to  report  that  an  additional  four  loans 
have  either  defaulted  or  we  are  in  the  process  of 
suit  to  recover  delinquent  loans.  In  all  instances, 
the  Foundation  has  pursued  via  legal  means,  efforts 
to  recover  these  delinquent  loans.  Despite  these  de- 
faults, the  Foundation  continues  to  remain  in  a 
sound  financial  condition  with  total  assets  of  $110,- 
116.00,  with  an  additional  $60,639.00  in  research 
funds  for  heart  and  cancer. 

In  addition  to  this,  we  are  pleased  to  report  the 
annual  contributions  from  physicians,  Auxiliary, 
and  the  public  have  significantly  increased  over 
the  past  year,  and  these  are  reported  at  a later 
point  in  the  report.  Also  contained  in  this  report 
is  a list  of  the  total  loans  made  under  this  program 
since  March,  1964. 

The  matter  of  utilizing  research  grants  still  be- 
ing pursued  with  thought  of  providing  grants  or 
scholarships  to  medical  students. 

Following  is  the  listing  of  loans  and  contributions 
heretofore  mentioned  in  this  report: 


No.  of  loans 

Amount 

Medical  Students 

789 

$ 870,430 

Dental  Students 

146 

161,300 

Interns 

25 

27,000 

Residents 

37 

35,150 

Nursing 

4 

2,300 

Medical  Technology 

4 

3,000 

Physical  Therapy 

7 

4,900 

Other 

1 

400 

1,003 

$1,104,480 

Physicians  Contributions 

. $5,497.50 

Auxiliary  Contributions 

. 1,194.76 

Miscellaneous  Public 

Contributions 

874.74 

$7,567.00 
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In  conclusion,  we  wish  to  extend  our  appreciation 
and  thanks  to  the  physicians,  Auxiliary,  and  friends 
of  the  Nebraska  Medical  Foundation  for  their  con- 
tinued interest  and  support.  Continued  support  is 
necessary  if  the  Foundation  is  to  continue  to  meet 
its  obligations  of  the  student  loan  program. 

Respectfully  submitted, 

KENNETH  NEFF, 

Secretary. 

REPORT  OF  CONSTITUTION  AND 
BY-LAWS  COMMITTEE 

Houtz  Steenburg,  M.D.,  Aurora.  Chairman ; Richard  Crotty, 
M.D.,  Omaha ; Clyde  Medlar.  M.D.,  Columbus ; C.  G.  Gross, 
M.D.,  Cambridge;  Harold  M.  Nordlund,  M.D.,  York;  A.  J.  Aider- 
man,  M.D.,  Chadron  ; Harry  McFadden,  Jr.,  M.D.,  Omaha. 

The  Constitution  and  By-Laws  Committee  here- 
with submits  proposed  changes  in  the  Constitution 
and  By-Laws  as  follows: 

The  name  of  the  Board  of  Trustees  is  being 
changed  to  Board  of  Directors  in  accordance  with 
changes  in  the  law  relating  to  corporations.  It  is 
a change  in  the  name  only. 

In  the  By-Laws,  the  committee  recommends  adop- 
tion of  the  proposed  changes  as  they  relate  to 
privileges  of  Life  Members  and  also  to  compliment 
new  membership  classification  of  the  American 
Medical  Association.  This  change  will  permit  those 
members  who  have  the  A.M.A.  Disability  program 
to  maintain  the  necessary  status  in  the  A.M.A.  for 
participation  in  that  disability  program. 

As  requested,  the  committee  has  reviewed  the 
quorum  currently  being  used  to  transact  business 
in  the  House  of  Delegates  and  has  made  a recom- 
mendation to  change  that  number. 

Further,  the  committee  is  suggesting  clarifica- 
tion of  Associate  Membership  in  the  Association  to 
again  compliment  changes  in  A.M.A.  language. 

The  specific  recommended  changes  follow  this 
written  report,  and  the  committee  recommends  their 
approval. 

Respectfully  submitted, 

HOUTZ  STEENBURG,  M.D., 
Chairman. 

CONSTITUTIONAL  CHANGES 

ARTICLE  I — No  change. 

ARTICLE  II  — No  change. 

ARTICLE  III,  Section  1 — Add  new  wording  to 
read  as  follows: 

“Component  Societies  shall  consist  of  those 
county  and  district  medical  societies,  Nebraska 
house  officers  associations  and  medical  student 
associations  which  now,  or  may  hereafter,  hold 
charters  from  this  association.” 

Sections  2 and  3 — No  change. 

ARTICLE  IV  — No  change. 

ARTICLE  V — No  change. 

ARTICLE  VI,  Section  1 — In  the  first  and  sec- 
ond paragraphs,  delete  the  word,  “Trustees”  and 
substitute  the  word,  “Directors.” 

Section  2 and  3 — No  change. 

Section  4 — Delete  the  word,  “Trustees”  and 
substitute  the  word,  “Directors.” 

Section  5 — Delete  the  word,  “Trustees”  and 
substitute  the  word,  “Directors.” 


Section  6 — No  change. 

ARTICLE  VII  — No  change. 

ARTICLE  VIII  — Section  1 — No  change. 

Section  2 — In  the  first  and  third  paragraphs 
delete  the  word,  “Trustees,”  and  substitute  the 
word,  “Directors.” 

Sections  3 and  4 — No  change. 

ARTICLE  IX  — No  change. 

ARTICLE  X — No  change. 

ARTICLE  XI  — No  change. 

ARTICLE  XII  — No  change. 

ARTICLE  XIII  — No  change. 

ARTICLE  XIV  — Delete  the  words,  “24th  day  of 
October,  1971”  and  substitute  the  following  words, 
“3rd  day  of  May,  1972.” 

BY-LAW  CHANGES 

CHAPTER  I,  Section  3 — Delete  the  last  sen- 
tence, and  substitute  the  following: 

“An  Associate  Member  of  this  Association 
shall  be  eligible  for  Direct  Membership  in  the 
American  Medical  Association  upon  payment 
of  such  dues  as  are  fixed  by  the  House  of  Dele- 
gates of  that  Association.  He  shall  receive 
the  paid  member  benefit  publications.” 

CHAPTER  I,  Section  5 — Change  the  last  para- 
graph to  read  as  follows: 

“A  Life  Member  shall  be  exempt  from  pay- 
ment of  dues;  may  vote  and  hold  office;  may 
participate  and  attend  regular  sessions;  shall 
receive  all  publications;  and  may  become  an 
Active  Dues-Exempt  Member  of  the  American 
Medical  Association.” 

CHAPTER  VII,  Section  6 — Delete  the  word, 
“Twenty”  and  substitute  the  word,  “Thirty  five.” 

REPORT  OF  INSURANCE  AND  PREPAYMENT 
MEDICAL  CARE  COMMITTEE 

James  Dunlap,  M.D.,  Norfolk,  Chairman  ; Stanley  Truhlsen, 
M.D.,  Omaha  ; Paul  Scott,  M.D.,  Auburn  ; Clyde  Kleager,  M.D., 
Hastings ; A.  L.  Smith,  Jr.,  M.D.,  Lincoln  ; T.  J.  Lemke,  Jr., 
M.D.,  Columbus;  Hiram  Walker,  M.D.,  Kearney ; James  Ram- 
say, M.D.,  Atkinson  ; Orvis  Neely,  M.D.,  Lincoln. 

The  Insurance  and  Prepayment  Medical  Care  Com- 
mittee has  met  on  three  occasions  since  the  last 
meeting  of  the  House  of  Delegates.  Our  meetings 
have  involved  two  separate  areas  of  discussion 
each  of  which  shall  be  discussed  individually  in  this 
report. 

1.  At  the  direction  of  the  House  of  Delegates, 
we  have  reviewed  the  various  implications  of  Reso- 
lution #7.  (Fall  1971  House  of  Delegates)* 

The  resolution  deals  with  a document  entitled, 
“Nebraska  Health  Responsibility  Program”  which 
was  prepared  by  Blue  Cross.  The  apparent  stimu- 
lus of  conception  of  this  document  was  the  nearly 
universal  desire  for  “cost  containment”  of  sky- 
rocketing hospital  charges. 

This  document  directed  at  Nebraska  Hospitals 
has  met  considerable  criticism  from  the  Nebraska 
Hospital  Association  which  organization  has  pre- 
pared its  own  plan  directed  at  “cost  containment” 
entitled,  “Nebraska  Hospital  Reimbursement  Plan.” 
This  plan,  still  in  the  formulative  stage,  has  not 
been  as  yet  offered  for  the  approval  of  the  Ne- 

(*A  copy  of  the  resolution  follows  this  report). 
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braska  Hospital  Association  but  plans  call  for  its 
adoption  and  implementation  by  the  end  of  1973. 

Basically,  the  plan  deals  with  hospital  rate  set- 
ting, prospective  budgeting,  and  means  of  arbitra- 
tion of  rate  differences,  etc.  between  hospitals, 
buying  public,  and  third  party  payors.  The  chief 
point  of  differences  seems  to  be  the  degree  of  in- 
volvement of  outside  sources,  (third  party  payors, 
public  bargaining  for  rates,  public  arbitration  of 
differences)  in  the  settling  of  hospital  rate  struc- 
tures. 

Your  committee  feels  that  both  Nebraska  Blue 
Cross  and  the  Nebraska  Hospital  Association  should 
be  commended  for  their  efforts  directed  at  a very 
serious  problem,  that  of  the  rapid  escalation  of 
hospital  costs.  The  charts  following  this  report 
offer  graphic  illustration  of  the  magnitude  of  the 
escalation  of  hospital  costs  compared  to  doctors 
charges. 

Your  committee  feels  progress  in  the  strengthen- 
ing of  the  free  enterprise  system  and  progress  in 
“cost  containment”  can  best  be  aided  by  increas- 
ing Nebraska  physicians  awareness  of  the  following 
points. 

A.  Blue  Cross  and  Blue  Shield  face  many  and  va- 
ried divisive  economic  forces  over  which  they 
have  little  if  any  control,  but  for  which  they 
are  being  held  increasingly  accountable  by 
government,  public,  and  physician  alike. 

B.  The  Nebraska  Hospital  Association,  physicians, 
and  public  must  understand  that  “cost  con- 
tainment” of  hospital  charges  by  normal  ef- 
fects of  supply  and  demand  are  impossible  be- 
cause of  the  inter-position  of  the  third  party 
payor  between  “supply”  and  “demand.” 

C.  The  American  Medical  Association  recommends 
inclusion  of  a physician  staff  member  on  each 
hospital  board  of  directors.  We  feel  such 
status  would  tend  to  temper  many  decisions 
made  by  hospital  boards  in  a direction  of  fiscal 
and  practical  responsibility. 

D.  The  Nebraska  Medical  Association  has  recom- 
mended a posture  of  independence  for  physi- 
cians, i.e.,  refusal  to  accept  assignment  of  fees. 
We  feel  this  attitude  needs  reaffirmation. 

Your  committee,  aware  of  the  importance  of  the 
problems  that  exist  between  Blue  Cross  and  the 
Nebraska  Hospital  Association,  plans  continued  sur- 
veillance of  these  problems. 

II.  Your  Insurance  and  Prepayment  Medical 
Care  Committee  has  met  on  several  occasions  with 
various  persons  representing  the  St.  Paul  Insur- 
ance Companies.  These  meetings  have,  for  the  most 
part,  been  for  the  development  of  lines  of  commun- 
ication dealing  with  the  Malpractice  Insurance  Pro- 
gram which  our  State  Association  has  endorsed. 

A.  The  St.  Paul  underwriting  department  has  re- 
quested our  assistance  in  reviewing  certain  ap- 
plicants for  liability  coverage.  To  this  end, 
our  committee  has  set  up  a sub-committee  con- 
sisting of  the  Chairman  of  the  Medicolegal  Ad- 
vice Committee,  Chairman  of  the  Insurance  and 
Prepayment  Medical  Care  Committee,  and  the 
Councilor  from  the  medical  society  district  in- 
volved with  the  malpractice  insurance  appli- 
cant. The  purpose  of  this  sub-committee  is 
to  offer  advice  only  with  the  final  decision 


on  underwriting  being  retained  by  the  Insur- 
ance Company. 

The  sub-committee  has  had  numerous  tele- 
phone conferences  regarding  specific  profes- 
sional liability  coverage  applicants.  No  writ- 
ten records  are  kept  of  these  conferences. 

B.  The  St.  Paul  Claims  Department  representatives 
have  met  with  us  on  two  occasions.  As  this 
area  of  our  relationships  has  been  explored, 
several  points  have  emerged  which  need  further 
consideration  by  our  Association. 

1.  A greatly  increasing  number  of  claims  can 
be  anticipated. 

2.  Medical  Association  machinery  for  review- 
ing these  claims  with  the  St.  Paul  (and 
other)  malpractice  carriers  needs  to  be  aug- 
mented. 

3.  The  Medicolegal  Advice  Committee,  Dr.  John 
Gilligan,  Chairman,  has  received  many  just- 
ly deserved  plaudits  both  by  the  St.  Paul 
representatives  and  by  members  of  our  State 
Association  for  much  work  through  many 
years.  However,  the  increasing  number  of 
claims  and  threats  of  litigation,  together 
with  our  newly  acquired  relationship  with 
the  St.  Paul  Company,  offer  new  challenges 
which  may  require  augmentation  of  the 
Medicolegal  Advice  Committee.  We  be- 
lieve this  to  be  the  logical  committee  to  hear 
legal  problems  rather  than  the  Insurance 
and  Prepayment  Medical  Care  Committee. 
Consideration  needs  to  be  given  to  the  ulti- 
mate development  of  a claims  arbitration 
board. 

4.  Unless  and  until  our  State  Legislature  offers 
legal  immunity  from  disclosure  of  certain 
medical  and  committee  records,  no  written 
records  should  be  kept  dealing  with  these 
cases. 

Respectfully  submitted, 

J.  H.  DUNLAP,  M.D., 

Chairman. 

RESOLUTION  #7 

(NMA  House  of  Delegates,  Oct.  1971) 

WHEREAS  the  Nebraska  Health  Responsibility 
Program  introduces  itself  with  a fallacy,  and 

WHEREAS  it  forces  hospitals  into  conforming 
with  a 

1.  Health  Care  Planning  Agency  Conformance 
Agreement 

“If  health  care  costs  are  to  be  contained,  it 
is  essential  that  unnecessary  duplication  of 
facilities  and  services  be  prevented.  This 
goal  can  be  achieved  most  readily  and  desir- 
ably through  voluntary  comprehensive  health 
care  planning.” 

2.  Performance  Information  Disclosure 

“If  the  public  is  to  both  better  understand 
the  health  care  industry  and  be  assured  that 
there  is  an  effective  and  objective  evaluation 
of  the  financial  requirements  of  participating 
hospitals,  it  must  be  furnished  with  relevant 
data  on  hospital  costs  and  performance.  Par- 
ticipating hospitals  shall,  therefore,  arrange 
for  public  disclosure,  through  a mutually  ac- 
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ceptable  agency,  of  relevant  data  on  their 
operational  costs  and  performance.” 

3.  Utilization  Review  Program 

“Cost  containment  is  a complex  problem  which 
can  be  satisfactorily  solved  only  by  imagina- 
tive action  on  a broad  front.  However,  one 
of  the  basic  steps  necessary  to  assure  that 
the  public  receives  the  most  desirable  balance 
of  high  quality  care  at  the  last  possible  cost 
is  the  operation  of  effective,  on-going  utiliza- 
tion review  programs.  Therefore,  participat- 
ing hospitals  cannot  avoid  this  operation  of 
functioning  utilization  review  programs.  Ad- 
ditionally, in  order  to  enable  these  programs 
to  operate  with  maximum  efficiency  and  ef- 
fectiveness, statistical  data  display  systems 
such  as  PAS-MAP,  HUP,  BCDS,  QUEST, 
etc.  shall  be  employed.  As  a steward  of  pub- 
lic funds,  Blue  Cross  is  obligated,  on  behalf 
of  the  public  which  it  represents,  to  assure 
the  quality  of  care  which  it  helps  to  pur- 
chase. In  order  to  carry  out  this  responsi- 
bility, participating  hospitals  shall  allow  Blue 
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Cross  to  periodically  conduct  an  audit  of  their 
utilization  review  performance  and  activities.” 

and 

WHEREAS  this  whole  Nebraska  Health  Respon- 
sibility Program  contains  numerous  other  objec- 
tionable features,  therefore, 

BE  IT  RESOLVED  that  the  House  of  Delegates 
of  the  NSMA  appoint  a committee  to  study  this 
program  in  depth  and  report  their  conclusions  to 
and  recommendations  to  the  next  meeting  of  the 
House  of  Delegates. 

REPORT  OF  PUBLIC  HEALTH 
COMMITTEE 

H.  C.  Stewart,  M.D.,  Pawnee  City,  Chairman  ; Stanley  Mount- 
ford,  M.D.,  Millard  ; John  Brown,  III,  M.D.,  Lincoln  ; J.  Calvin 
Davis,  III,  M.D.,  Omaha ; Charles  W.  Kraul,  M.D.,  Omaha ; 
Thomas  Waring,  M.D.,  Fremont. 

The  Public  Health  Committee  met  in  the  Nebraska 
Medical  Association  headquarters  on  March  16,  1972. 
The  subject  of  the  meeting  was  to  consider  the  feas- 
ibility of  developing  a physical  examination  form 
for  food  handlers,  primarily  those  in  school  lunch 
programs. 

After  considerable  discussion,  it  was  decided  that 
no  form  would  have  any  value  unless  it  were  defined 
by  state  statute  and  this  was  considered  both  unde- 
sirable and  unlikely  to  occur. 

Therefore,  the  committee  recommended  that  each 
doctor  set  his  own  standards  in  his  own  community 
and  emphasize  that  cleanliness  in  handling  food 
is  the  vital  factor. 

Respectfully  submitted, 

H.  C.  STEWART,  M.D., 

Chairman. 

REPORT  OF  MENTAL  HEALTH  AND 
MENTAL  RETARDATION 
COMMITTEE 

J.  Whitney  Kelley,  M.D.,  Omaha,  Chairman  ; C.  H.  Farrell, 
M.D.,  Omaha  ; James  Dunlap,  M.D.,  Omaha ; Robert  Osborne, 
M.D.,  Lincoln  ; John  Baldwin,  M.D.,  Lincoln  ; Henry  G.  Waters, 
M.D.,  Omaha  ; C.  T.  Frerichs,  M.D.,  Beatrice ; Byron  B.  Oberst, 
M.D.,  Omaha ; Harry  Henderson,  M.D.,  Omaha. 

Your  Mental  Health  Committee  has  met  twice 
in  this  last  year  as  a follow-up  of  the  work  that 
we  were  doing  with  WArden  Siegler  for  quite  a 
period  of  time  and  are  now  working  with  Warden 
Wolff  who  is  following  in  the  footsteps  of  his  pre- 
decessor, and  very  successfully.  We  met  in  the 
fall.  During  January,  your  chairman  visited  the 
State  Penitentiary  at  Parchman,  Mississippi  and 
had  a complete  tour  of  their  very  magnificent  and 
modern  facilities. 

Following  this,  two  days  later  in  Houston,  Texas, 
he  had  a number  of  conferences  with  a former  in- 
mate who  is  at  present,  an  instructor  in  the  Texas 
Penitentiary  system. 

On  February  14,  1972,  several  members  of  the 
committee  met  with  the  committee  of  Public  Health 
and  Welfare.  The  bill  1345  was  discussed  at  some 
length.  Following  this,  we  met  with  the  present 
Warden  of  the  Penitentiary,  Warden  Wolff,  and  dis- 
cussed many  problems  and  brought  things  up  to 
date  for  the  present  year.  We  discussed  the  visits 
of  January. 

It  is  the  intention  of  the  committee  to  continue 
in  its  close  relationship  with  the  Warden  and  help 
in  any  way  possible  to  bring  about  the  changes  that 
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he  wants  to  have  made  in  the  penitentiary.  Ade- 
quate laws  and  funds  have  been  passed  in  the  Legis- 
lature during  the  last  session. 

Respectfully  submitted, 

J.  WHITNEY  KELLEY,  M.D., 
Chairman. 

REPORT  OF  PUBLIC  RELATIONS 
COMMITTEE 

William  T.  Griffin,  M.D.,  Lincoln.  Chairman  : William  S. 
Carter,  M.D.,  Omaha  ; James  Carson,  M.D.,  McCook  ; Theo.  Koe- 
foot,  M.D..  Broken  Bow  : Donald  Matthews.  M.D.,  Lincoln  ; G.  P. 
McArdle.  M.D.,  Omaha:  Carlyle  Wilson,  M.D.,  Omaha;  John 
Clyne,  M.D.,  Lincoln  ; Mi's.  John  F.  Filkins,  Omaha  ; Mrs. 
Leland  Olson,  Omaha. 

This  is  an  interim  progress  report  for  the  Pub- 
lic Relations  Committee.  The  specific  recommenda- 
tions of  the  committee  will  be  carried  in  its  annual 
report  to  the  Fall  Session  of  the  House  of  Dele- 
gates. 

The  public  attitude  survey  results  have  now  been 
compiled  and  will  be  disseminated  to  Nebraska’s 
congressional  delegation,  the  NMA  membership, 
and  through  the  news  release  approach  to  the  gen- 
eral public. 

The  return  on  the  NMA  membership  survey  to 
determine  the  physician’s  interest  in  distributing 
data  in  his  office  setting  was  very  poor.  The  com- 
mittee therefore  has  developed  a quick  survey  for 
use  at  this  Annual  Session. 

The  committee  distributed  twenty-four  news  re- 
leases in  1971  and  it  is  expected  this  number  will 
substantially  increase  in  1972.  By  the  date  of  this 
Annual  Session,  fourteen  releases  will  have  been 
distributed  thus  far  this  year. 

Public  health  education  (health  tip)  information 
sent  Nebraska’s  media  is  continuing  to  be  utilized 
at  an  increasing  rate. 

The  effectiveness  of  the  NMA  “Drug  Attack” 
Program  initiated  in  October  of  1971  has  been 
measureable  as  pharmacies  have  reported  a substan- 
tial decrease  in  the  prescription  of  amphetamines 
and  methamphetamines. 

A first  aid  chart  jointly  developed  by  the  State 
Department  of  Health  and  the  Nebraska  Medical 
Association  has  been  distributed  to  all  Nebraska 
schools  and  the  demand  is  such  that  a second  supply 
has  been  ordered. 

The  committee  agrees  that  the  NMA’s  posture 
must  be  a continuing  position  of  acting  and  not 
reacting  to  current  news  items.  This  being  the  case, 
news  releases  have  been  focused  at  health  topics 
such  as  the  economics  of  health  care,  the  preserva- 
tion of  the  physician-patient  relationship,  and  an  ex- 
planation of  the  fallacies  involved  in  a national 
health  service  program.  Press  conferences  have 
been  scheduled  and  have  been  effective  in  allowing 
for  a more  complete  analysis  of  given  problems  and 
concerns  facing  organized  medicine  today. 

On  several  occasions  recorded  health  messages 
have  been  produced  utilizing  Dr.  Roger  Mason  as 
President  of  the  Association.  These  recorded  mes- 
sages have  then  been  distributed  to  various  Ne- 
braska radio  stations. 

The  benefits  of  a public  relations  firm  being  used 
to  assist  us  in  public  relations  work  has  been  sub- 
stantial. It  is  anticipated  this  relationship  will 
continue.  It  must  be  recognized,  however,  that  an 


expansion  of  activities  by  the  committee  would  neces- 
sitate a greater  expenditure  for  this  service.  The 
resources  of  a firm  such  as  the  Thompson  Company 
have  been  of  real  benefit  to  the  committee  in  its 
rather  broad  discussion  of  the  public  relations  sub- 
ject. 

Through  the  NMA  NEWS  the  committee  has  at- 
tempted to  better  inform  the  membership  of  cur- 
rent activities,  concerns  of  the  committee,  as  well 
as  inviting  comments  from  each  physician.  This  will 
continue  to  be  the  posture  of  the  committee  in  that 
we  hope  to  assist  the  physician  in  putting  forth 
the  sound,  dedicated  image  of  his  profession. 

Public  Relations  begin  at  home,  however.  It’s 
an  old  adage,  but  true. 

The  way  you  meet  and  handle  each  patient  is 
the  basic  public  relations  tool  for  the  medical  pro- 
fession. The  Association  can  impart  information 
and  education  and  set  a communications  mood,  but 
the  real  acceptance  of  this  information  comes  from 
how  each  patient  feels  about  the  physician  and 
physician’s  office  he  calls  for  service.  This  is 
up  to  you. 

We,  your  Association,  can  help  set  the  climate  in 
telling  the  importance  of  good  health,  and  health 
care  and  facilities,  but  you  make  our  total  story 
believable.  You  make  our  profession  and  our  pro- 
fessional story  the  important  one  it  is  for  every 
person  we  professionals  serve. 

Respectfully  submitted, 

WILLIAM  T.  GRIFFIN,  M.D., 
Chairman. 

REPORT  OF  INTERIM  STUDY 
COMMITTEE  ON  BLUE  SHIELD 

C.  N.  Sorensen,  M.D.,  Scottsbluff,  Chairman  ; Roger  D.  Mason, 
M.D.,  McCook ; Louis  J.  Gogela,  M.D.,  Lincoln  ; A.  L.  Smith, 
Jr.,  M.D.,  Lincoln  ; C.  Lee  Retelsdorf,  M.D.,  Omaha ; Stanley 
M.  Truhlsen,  M.D.,  Omaha  ; Carlyle  E.  Wilson,  Jr.,  M.D.,  Omaha  ; 
James  E.  Ramsay,  M.D.,  Atkinson. 

The  committee  held  two  meetings  to  consider  the 
request  referred  to  it  by  the  House  of  Delegates 
in  October  of  1971.  The  specific  request  was  as 
follows: 

“It  is  the  request  of  the  Delegates  of  the 
Omaha-Douglas  County  Medical  Society  that 
the  Speaker  of  the  House  of  Delegates  assign 
to  whatever  committee  he  feels  appropriate  the 
task  of  interpreting  the  April,  1969,  Ad-Hoc 
Insurance  Study  Committee  Report. 

“The  main  issue  we  wish  clarified  is  whether 
or  not  the  report  binds  all  doctors  of  the  Ne- 
braska State  Medical  Association  to  adhere 
to  provisions  of  future  contracts  issued  by  Blue 
Shield,  from  that  date  forward,  in  the  area 
of  the  usual,  customary  and  reasonable  fee  con- 
cept as  full  payment,  in  the  absence  of  a prior 
agreement  with  the  patient,  utilized  with  the 
Peer  Review  mechanism. 

“Also  does  the  report  infer  that  all  physi- 
cians in  the  Nebraska  State  Medical  Association 
are  participating  physicians  in  these  contracts. 

“Blue  Shield  of  Nebraska  reports  that  more 
than  99%  of  physicians  have  cooperated  with 
the  usual,  customary  and  reasonable  fee  con- 
cept. This  should  make  it  clear  that  binding 
compulsion  is  not  necessary  and  that  Peer  Re- 
view should  be  able  to  adjudicate  most  of  the 
insignificant  number  of  controversies.” 
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The  committee  discussed  in  some  detail  whether 
or  not  adoption  of  the  Ad-Hoc  Insurance  Study  Com- 
mittee Report  in  April,  1969,  binds  all  members  of 
the  Nebraska  Medical  Association  to  the  criteria 
developed  for  the  operation  of  the  usual  and  custo- 
mary fee  concept. 

The  committee  feels  that  the  1969  action  taken 
by  the  House  of  Delegates  provides  no  binding  or 
legal  obligation  on  the  part  of  the  members  of  the 
Association.  However,  it  serves  as  a guideline  as 
to  the  expected  acceptance  and  cooperation  by  the 
members  of  the  Association  of  the  usual,  customary, 
and  reasonable  fee  concept,  in  the  absence  of  a prior 
agreement  with  the  patient,  recognizing  a strong 
peer  review  mechanism  is  a facet  of  this  ap- 
proach to  remuneration  for  physician’s  services. 

The  1972  American  Medical  Association  Judicial 
Council  makes  the  statement  in  their  official  hand- 
book — “Opinions  and  Reports  of  the  Judicial  Coun- 
cil:” “In  matters  strictly  of  a policy  nature,  a 
physician  who  disagrees  with  the  position  of  the 
American  Medical  Association  is  entitled  to  freedom 
and  protection  in  his  point  of  view.”  The  commit- 
tee feels  adequate  protection  is  afforded  by  the  cur- 
rent Peer  Review  mechanism  and  through  the  ef- 
forts of  the  Medicolegal  Advice  Committee. 

The  action  by  the  Nebraska  Medical  Association 
House  of  Delegates,  as  any  action  by  an  organiza- 
tional body  such  as  this  (A.M.A.),  should  be  viewed 
as  a mechanism  for  creating  policy  for  the  guid- 
ance of  its  members.  This  is  in  essence  part  of 
the  foundation  upon  which  an  organization  is  struc- 
tured. 

Since  adoption  of  the  1969  Ad-Hoc  Insurance  Com- 
mittee Report,  Nebraska  Blue  Shield  has  initiated 
a usual  and  customary  coverage  contract  stipulat- 
ing “payment  in  full,”  and  including  a “hold  harm- 
less” clause. 

The  hold  harmless  clause  reads  as  follows: 

“In  the  event  a Physician  who  renders  a 
service  under  this  Contract  makes  any  charge 
to  a Covered  Person  in  excess  of  the  payment 
made  by  Blue  Shield  for  covered  services,  and 
it  is  determined  that  said  charges  exceed  the 
usual,  customary  and  reasonable  fee  for  such 
covered  services,  Blue  Shield  will  defend  the 
determination  that  such  fee  is  in  excess  of  the 
usual,  customary  and  reasonable  fee  for  said 
service.” 

It  is  very  important,  in  the  minds  of  this  com- 
mittee’s members,  that  every  physician  recognize 
the  exact  intent  and  wordage  of  the  hold  harmless 
clause. 

“Participating  physician”  when  applied  to  the 
long  time  relationship  Nebraska  Blue  Shield  has 
had  with  Nebraska  physicians,  means  simply  that 
the  physician  has  agreed  to  accept  as  payment  in 
full  remuneration  for  services  covered  under  series 
32,  42,  60,  and  75,  contracts  when  family  income 
criteria  is  met. 

Neither  the  1969  Report  or  the  resultant  usual 
and  customary  contract  categorize  physicians  as 
“participating”  or  “non-participating.”  As  a sub- 
stitute for  asking  physicians  to  sign  a participat- 
ing agreement  Blue  Shield  has  issued  a “hold  harm- 
less clause”  with  a full  payment  concept  contract. 
This  has  not  been  endorsed  by  the  House  of  Dele- 


gates, but  Nebraska  Blue  Shield  informs  us  the 
only  alternative  to  participating  agreements  was 
to  issue  a contract  which  includes  a full  payment 
concept  and  a hold  harmless  clause.  The  1969  Re- 
port stipulated  there  be  no  physicians  participating 
agreement  with  this  program. 

This  committee  feels  that  we  are  fortunate  to 
have  a carrier  such  as  Blue  Shield  with  whom  we 
have  a channel  of  communication  and  when  there  are 
difficulties  these  can  be  discussed  in  friendly  and 
open  meetings  and  the  history  of  Blue  Shield  rela- 
tions in  Nebraska  has  been  good  in  that  most  of 
these  difficulties  are  resolved  without  damage  or 
penalty  to  the  Association. 

Your  Committee  feels  this  report  answers  the 
request  of  the  House  of  Delegates. 

Respectfully  submitted, 

C.  N.  SORENSEN,  M.D., 
Chairman. 

REPORT  OF  POLICY  COMMITTEE 

Roger  D.  Mason,  M.D.,  McCook,  Chairman  : Frank  P.  Stone, 
M.D.,  Lincoln  ; C.  R.  Brott,  M.D.,  Beatrice ; J.  Whitney  Kelley, 
M.D.,  Omaha  ; Frank  H.  Tanner,  M.D.,  Lincoln. 

The  Policy  Committee  has  held  several  meetings 
since  submitting  its  last  report  to  the  House  of 
Delegates.  This  report  is  meant  to  serve  as  an 
interim  compilation  of  various  activities  which  we 
feel  should  be  brought  to  the  attention  of  the 
House  of  Delegates. 

1.  The  Policy  Committee  has  continued  in  its 
role  of  liaison  in  directing  the  operation  of  the  Ne- 
braska Regional  Medical  Program.  Definite  respon- 
sibility guidelines  for  the  grantee  (N.M.A.).  and 
the  Regional  Advisory  Group  of  the  program  have 
been  developed. 

2.  The  committee  met  with  representatives  of 
the  University  of  Nebraska  and  it  was  mutually 
agreed  that  the  medical  school  should  be  encour- 
aged to  establish  more  internships  and  residencies  in 
the  state  as  it  is  generally  agreed  that  a substantial 
percentage  of  graduates  remain  to  practice  in  the 
area  in  which  they  complete  their  postgraduate 
training.  This  and  other  committees  of  the  Asso- 
ciation will  pursue  this  concept  in  the  future.  For 
direct  student  contact  by  the  N.M.A.,  the  Policy 
Committee  recommends  the  Medical  Education  Com- 
mittee assume  this  phase  of  our  recruitment  effort. 

3.  The  committee  discussed  several  items  rela- 
tive to  cost  control  with  both  Blue  Shield  and  Mu- 
tual of  Omaha  representatives.  The  responsibility 
for  this  activity  has  now  been  assumed  by  the  N.M.A. 
Peer  Review  Committee.  In  the  future,  the  carriers 
will  present  items  of  concern  to  the  State  Peer  Re- 
view Committee  and  each  will  be  handled  through 
the  mechanism  established  by  the  creation  of  the  five 
district  peer  review  committees  in  the  state. 

4.  Representatives  of  the  Nebraska  State  De- 
partment of  Public  Welfare  met  with  the  commit- 
tee to  discuss  the  prescription  of  drugs  for  nursing 
home  patients.  It  was  generally  agreed  that  pre- 
scriptions for  maintenance  medication  in  nursing 
homes  could  be  limited  to  a thirty-day  supply  per 
patient.  This  would  be  the  case  unless  the  physi- 
cian specifically  asked  that  the  prescription  be  for 
a lesser  amount.  The  regulation  was  circulated  to 
all  physicians  by  the  State  Department  of  Public 
Welfare. 
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5.  The  committee  discussed  various  items  of 
legislation  of  medical  interest  during  the  1972  ses- 
sion. These  bills  covered  a broad  range  of  concerns, 
but  of  particular  interest  were  the  statute  of  limi- 
tations and  those  relating  to  mental  health.  Some 
members  of  the  Policy  Committee  testified  in  re- 
gard to  these  legislative  bills  and  in  other  cases, 
the  N.M.A.  was  represented  by  members  having  spe- 
cial interest  in  the  field. 

6.  The  committee  also  considered  various  appli- 
cations by  communities  wishing  to  secure  the  serv- 
ices of  a physician  under  the  National  Health  Serv- 
ices Corps  Program.  The  committee  based  its  rec- 
ommendations on  the  action  taken  in  each  case  by 
the  local  county  medical  society.  Following  en- 
dorsement of  need  by  the  county  society,  the  N.M.A. 
forwarded  a letter  of  affirmative  recommendation 
to  the  appropriate  department  of  government. 

7.  Following  release  of  the  guidelines  for  Phase 
II  price  controls,  a letter  of  objection  was  filed 
with  the  price  commissioner  and  copies  sent  to  the 
congressional  delegation.  It  was  felt  these  guide- 
lines were  discriminatory  and  unfair  and  in  gen- 
eral our  letter  followed  the  line  of  the  A.M.A. 
objection. 

8.  At  Doctor  McFadden’s  request,  his  appointment 
as  interim  chancellor  of  the  University  of  Nebras- 
ka Medical  Center  was  considered.  The  Policy 
Committee  felt  this  was  an  excellent  choice  and 
could  see  no  conflict  of  interest  with  his  position 
as  Vice  Speaker  of  the  House  of  Delegates  of  the 
N.M.A.,  inasmuch  as  the  appointment  was  a tem- 
porary one. 

9.  The  Physician  Assistant  concept  has  been  dis- 
cussed in  detail  and  the  need  for  a physician’s  at- 
titude survey  on  the  subject  is  evident.  The  Policy 
Committee  recommends  the  Medical  Education  Com- 
mittee develop  such  a survey  to  determine  the  extent 
to  which  primary  care  physicians  are  interested 
in  having  the  services  of  a physician  assistant. 

The  Committee’s  annual  report  will  be  presented 
to  the  House  of  Delegates  at  its  Fall  Session.  As 
chairman  of  the  committee,  I would  like  to  express 
my  appreciation  to  those  members  of  the  Policy 
Committee  who  gave  of  their  time  to  consider  these 
matters  of  importance  to  the  Nebraska  Medical 
Association. 

Respectfully  submitted, 

ROGER  D.  MASON,  M.D., 
Chairman. 

REPORT  OF  RELATIVE  VALUE 
STUDY  COMMITTEE 

John  D.  Coe,  M.D.,  Omaha,  Chairman  ; Donald  Purvis,  M.D., 
Lincoln  : C.  N.  Sorensen,  M.D.,  Scottsbluff ; Orin  R.  Hayes, 

M. D.,  Lincoln  ; Lyle  Nelson,  M.D.,  Crete. 

The  Relative  Value  Study  Committee  met  on  two 
occasions  to  direct  their  attention  to  the  charge  di- 
rected to  them  by  the  House  of  Delegates  of  the 

N. M.A.  in  the  Fall  Meeting  at  Kearney,  October  23- 
24,  1971.  The  charge  was  that  the  committee  con- 
sider the  feasibility  of  developing  a supplement 
which  would  include  those  procedures  not  included 
in  the  1965  Relative  Value  Study. 

At  the  same  meeting,  the  report  of  the  Board 
of  Trustees  noted  that  if  the  House  of  Delegates 
approved  such  a revision  the  estimated  cost  for  this 
new  publication  would  be  approximately  $7,500  to 
$10,000.  The  Board  of  Trustees  also  recommended 


that  the  Association  should  attempt  to  cover  part 
of  this  expenditure  by  charging  at  least  $3.00  per 
copy  for  any  new  revision  published. 

In  addition  to  providing  a supplemental  list,  the 
committee  directed  its  attention  to  the  conversion 
factor  which  was  reported  to  be  working  to  the 
disadvantage  of  some  physicians  in  their  relation- 
ship to  compensation  cases. 

After  considerable  discussion,  the  committee  wrote 
each  recognized  specialty  group  in  the  state  ask- 
ing their  advice,  and  a list  of  any  additional  pro- 
cedures which  they  felt  should  be  included  in  a 
supplemental  list  for  the  Relative  Value  Schedule. 
These  various  organizations  responded  with  infor- 
mation varying  from  a very  detailed  listing  of  pro- 
cedures to  a mere  acknowledgement  of  the  request. 

After  due  deliberation,  the  committee  arrived  at 
these  conclusions: 

1.  There  is  an  apparent  real  need  for  a Relative 
Value  Schedule  in  the  State  of  Nebraska.  We 
felt  there  were  three  reasons  to  support  this 
judgment.  First  the  Schedule  is  used  by  the 
State  Compensation  Courts;  second,  the  Sched- 
ule is  used  by  young  and  new  physicians  as  a 
guideline  to  fees;  and  third,  if  at  any  later 
date,  negotiations  are  to  be  made  with  any 
governmental  agency,  some  type  of  a list  will 
be  necessary. 

2.  It  seems  impossible  to  develop  a supplemental 
list  and  we  feel  a complete  revision  of  the  Rela- 
tive Value  Study  will  be  necessary. 

3.  The  five  digit  numerical  designation  of  proce- 
dures should  be  adopted.  This  is  as  outlined 
in  Current  Medical  Terminology  (CMT),  and 
adopted  in  principal  by  the  House  of  Dele- 
gates of  the  N.M.A.  in  1970. 

4.  The  conversion  factor  to  be  used  in  the  new 
Relative  Value  Schedule  will  be  determined 
after  further  study  by  the  committee. 

There  are  many  other  factors  in  this  problem 
which  will  require  considerable  effort,  time,  and 
money.  The  committee  will  be  able  to  approach 
these  problems  after  further  direction  by  the  House 
of  Delegates. 

Respectfully  submitted, 

JOHN  D.  COE,  M.D., 

Chairman. 

REPORT  OF  AD-HOC  COMMITTEE  ON 
PHYSICIAN’S  ASSISTANT 

Dean  McGee,  M.D.,  Lexington,  Chairman ; William  DeRoin, 
M.D.,  Omaha  ; Dan  A.  Nye,  M.D.,  Kearney  ; Robert  Waters,  M.D., 
O’Neill  ; Joe  Saults,  M.D.,  Mullen  ; Warren  Miller,  M.D.,  Colum- 
bus ; Donald  Pavelka,  M.D.,  Omaha  ; Frank  Stone,  M.D.,  Lincoln. 

PURPOSE:  Further  investigation  into  quality 

training  program  for  physician’s  assistants  in  order 
to  better  define  what  this  paramedical  person  is, 
as  well  as  how  he  would  be  capable  of  providing 
additional  services  to  the  primary  physician. 

MEETING:  January  20,  1972,  at  N.M.A.  Head- 

quarters Office.  Included  at  the  meetings  were 
representatives  of  the  Nursing  Association,  Mrs. 
Hedman  and  Miss  Cording. 

a.  The  committee  agreed  to  endorse  LB  985 
and  its  appropriation  bill  LB  1409. 

b.  The  committee  accepted  as  essentials  for  an 
approved  educational  program  be  based  on 
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those  outlined  by  the  A.M.A.  Council  on  Medi- 
cal Education. 

“Report  D Council  on  Med.  Ed.  A.M.A.  titled 
— Essentials  of  an  Approved  Educational  Pro- 
gram for  the  assistant  to  the  Primary  Care 
Physician.”  (Adopted  November,  1971). 

c.  Agreement  to  not  conduct  a state  survey  need 
for  P.A.’s  but  due  to  advance  of  Nebraska 
Legislative  Action,  to  endorse  a pilot  training 
program  for  PA,  to  be  initiated  in  the  Uni- 
versity of  Nebraska  Medical  Center. 

INTERIM  DEVELOPMENTS: 

After  review  of  the  many  training  programs  across 
the  country,  the  program  of  the  USAF  at  Shep- 
pard Airforce  Base  was  considered  of  the  highest 
quality  and  would  complement  with  acceptable  credit 
hours  of  training,  the  “ladder”  educational  process 
of  the  University. 

A team  of  10  people  spent  a day  at  Sheppard 
Airforce  to  observe  their  training  program  in  action 
February,  1972.  Members  were: 

Joe  Gilmore,  M.D.,  Medical  Instructor 

Perry  Tollman,  M.D.,  University  Medical 
Center 

Robert  Mourtrie,  Chairman  of  Continuing 
Studies 

Reba  Benstother,  University  Medical  Center 
Chairman 

Lorraine  Hedman,  Nursing 

President  McFadden,  Medical  Center 

Roger  Mason,  M.D.,  President,  N.M.A. 

Y.  Miyasaki,  M.D.,  Pediatrics  Medical  Center 

Dean  McGee,  M.D.,  Chairman  of  PA 
Committee 

February,  1972,  the  University  of  Nebraska  ac- 
cepted a proposal  to  contract  five  University  stu- 
dents to  the  Sheppard  Training  program.  (Pro- 
posal follows  this  report).  This  would  begin  Sep- 
tember, 1972,  as  a pilot  project. 

March  of  1972,  Dean  Kugel  of  the  University  of 
Nebraska  appointed  a curriculum  committee.  Mem- 
bers include  the  chairman  of  this  Ad-Hoc  Commit- 
tee, Dean  A.  McGee,  M.D.,  and  C.  Lee  Retelsdorf, 
M.D.,  representing  the  AAGP.  Three  meetings 
have  been  held  with  excellent  progress  for  a Physi- 
cian’s Assistants  training  program  to  begin  in  Sep- 
tember, 1973.  Federal  funds  from  Bureau  of  Health 
Manpower  Education  have  been  applied  for  to  sup- 
plement state  support.  These  will  be  certified  after 
obtaining  a BA  degree. 

Following  this  report  are  two  versions  of  a gen- 
eral description  of  a physician’s  assistant  by  Perry 
Tollman,  M.D.,  and  Dean  McGee,  M.D. 

CONCLUSIONS: 

1.  The  committee  recommends  endorsement  of 
the  University  of  Nebraska  program  for  train- 
ing an  Assistant  to  the  Primary  Physician. 

2.  The  Pilot  program  of  training  will  produce 
15  PA’s,  1972-73,  and  by  their  placement  in 
the  state,  evaluation  of  need  can  only  be  deter- 
mined at  that  time. 

3.  This  committee  has  completed  all  of  the  issues 
outlined  as  our  responsibility  by  the  House 
of  Delegates,  except  the  specific  and/or  de- 


mand for  services  of  the  Physician’s  Assist- 
ant. 

4.  Recommend  continuation  of  the  present  com- 
mittee to  function  as  N.M.A.  representative  on 
such  matters  as  certification  of  PA’s  at  State 
Health  Department,  liaison  with  the  Legis- 
lature, and  supportive  assistance  to  the  Uni- 
versity program. 

Respectfully  submitted, 

DEAN  A.  McGEE,  M.D., 

Chairman. 

THE  PHYSICIAN  ASSISTANT  PROGRAM 
A Proposal 

The  U.S.  Air  Force,  at  its  School  of  Health  Care 
Sciences  at  Sheppard  Air  Force  Base  in  Texas, 
has  established  a 2-year  Physician  Assistant  train- 
ing program.  The  first  year  consists  of  three 
semesters,  50  weeks,  of  basic  and  clinical  instruc- 
tion and  is  followed  by  a second  year  of  50  weeks 
of  preceptorship  instruction.  The  students  have 
all  had  2 years  general  college  work  or  its  equiva- 
lent before  coming  to  the  school. 

The  Air  Force  requests  an  affiliation  with  the 
University  of  Nebraska  College  of  Medicine  where- 
by the  University  would  award  a baccalaureate  de- 
gree to  those  students  who  have  met  the  academic 
requirements  of  the  University.  This  degree  pro- 
gram would  include  allowance  of  two  academic  years 
credit  for  the  physician  assistant  course  and  also 
would  include  two  years  of  college  work  which  must 
be  successfully  completed  either  before  or  after 
the  physician  assistant  program. 

The  Air  Force  course  enrolls  three  classes  each 
calendar  year,  each  to  have  30  students.  Under 
this  proposed  agreement,  the  Air  Force  agrees  that 
the  University  may  designate  up  to  five  civilian  stu- 
dents to  be  enrolled  in  each  Air  Force  class  who 
will  be  included  in  the  first  calendar  year’s  work. 
The  second  or  preceptorship  year  for  these  civilian 
students  will  be  arranged  by  the  University  in  vari- 
ous places  in  Nebraska. 

The  University  will  not  charge  tuition  to  the  Air 
Force  students  for  Air  Force  Physician’s  Assistant 
course  credits,  although  a “reasonable  matricula- 
tion fee”  may  be  charged.  The  University  would 
pay  to  the  Air  Force  $150  per  year  for  each  of  the 
civilian  students.  This  fee  will  meet  the  costs 
of  expendable  supplies. 

The  University  would  designate  selected  members 
of  its  faculty  to  have  consultant  status  to  the  Air 
Force  School.  These  consultants  would  participate 
in  appropriate  segments  of  the  teaching  program 
and  they  would  review  and  approve  all  aspects  of 
the  curriculum.  After  review  of  credentials,  Air 
Force  faculty  members  would  be  given  appropri- 
ate University  of  Nebraska  faculty  appointments. 
These  consultants  and  Air  Force  members  named 
to  our  faculty  would  carry  out  appropriate  coor- 
dination and  evaluation  of  educational  procedures. 
(March  6,  1972) 

DEFINITION  OF  PHYSICIAN’S  ASSISTANT 
J.  P.  Tollman,  M.D. 

The  Physician’s  Assistant  Program  at  this  col- 
lege proposes  to  train  persons  who,  by  personal 
qualifications,  ability  and  education  are  prepared 
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to  work  with  a primary  care  physician.  The  intent 
is  to  prepare  a person  by  academic  and  clinical 
training  to  provide  patient  services  under  the  super- 
vision and  responsibility  of  the  physician.  The 
physician  will  be  responsible  for  the  perform- 
ance of  the  assistant.  The  assistant  may  participate 
in  any  way  designated  by  the  physician,  and  for 
which  the  physician  is  responsible. 

The  purpose  of  the  physician-assistant  relation- 
ship is  to  allow  the  physician  to  extend  his  service 
through  more  effective  use  of  his  knowledge,  skills 
and  abilities. 

The  assistant  will  assist  the  physician  in  gather- 
ing the  data  necessary  for  the  physician’s  decisions, 
which  only  the  physician  can  make  as  to  diagnosis 
and  plans  for  management  and  therapy. 

The  tasks  performed  by  the  assistant  will  in- 
clude transmission  and  execution  of  physician’s 
order,  performance  of  patient  care  tasks,  and  per- 
formance of  diagnostic  and  therapeutic  procedures 
as  may  be  delegated  by  the  physician. 

It  is  recognized  that  the  varied  circumstances  of 
physician’s  practices  will  determine  different  pat- 
terns of  work  assignments  for  the  assistant.  As 
basic  background  preparation  for  the  assistant  to 
provide  appropriate  help  to  the  primary  care 
physician,  it  is  proposed  that  this  course  train 
assistants  to: 

1.  The  initial  approach  to  a patient  of  any  age 
group  in  any  setting  to  elicit  a detailed  and 
accurate  history,  perform  an  appropriate 
physical  examination,  and  record  and  present 
pertinent  data  in  a manner  meaningful  to 
the  physician; 

2.  Performance  and/or  assistance  in  performance 
of  routine  laboratory  and  related  studies  as 
appropriate  for  a specific  practice  setting,  such 
as  the  drawing  of  blood  samples,  performance 
of  urinalyses,  and  the  taking  of  electrocardio- 
graphic tracings; 

3.  Performance  of  such  routine  therapeutic  pro- 
cedures as  injections,  immunizations,  and  the 
suturing  and  care  of  wounds; 

4.  Instruction  and  counseling  of  patients  regard- 
ing physical  and  mental  health  on  matters 
such  as  diets,  disease,  therapy,  and  normal 
growth  and  development; 

5.  Assisting  the  physician  in  the  hospital  setting 
by  making  patient  rounds,  recording  patient 
progress  notes,  accurately  and  appropriately 
transcribing  and/or  executing  standing  orders 
and  other  specific  orders  at  the  direction  of 
the  supervising  physician,  and  compiling  and 
recording  detailed  narrative  case  summaries; 

6.  Providing  assistance  in  the  delivery  of  serv- 
ices to  patients  requiring  continuing  care 
(home,  nursing  home,  extended  care  facilities, 
etc.)  including  the  review  and  monitoring  of 
treatment  and  therapy  plans; 

7.  Performance  of  evaluative  and  treatment  pro- 
cedures essential  to  provide  an  appropriate 
response  to  life-threatening  emergency  situa- 
tions; and 

8.  Facilitation  of  the  physician’s  referral  of  ap- 
propriate patients  by  maintenance  of  an  aware- 


ness of  the  community’s  various  health  facili- 
ties, agencies,  and  resources. 

PHYSICIAN  ASSISTANT 
Dean  McGee,  M.D. 

Man  or  woman. 

Skilled  paramedical  health  profession. 

Certified  in  tasks  of  general  health  care. 

Has  received  formal  training  and  preceptorship 
or  practical  training  to  become  knowledgeable  of 
medical  tasks  undertaken  by  a licensed  physician. 

Training  meets  criteria  of  the  Type  A PA  as  de- 
fined by  the  Board  of  Medicine  of  the  National 
Academy  of  Science. 

He  is  delegated  duties  only  by  a licensed  physician 
(Accredited  standing). 

The  licensed  physician  is  at  all  times  responsible 
for  performance  of  these  delegates  duties. 

The  PA  is  knowledgeable  and  capable  in  the  fol- 
lowing categories: 

I.  Direct  contact  and  communication  with  pa- 
tients for  purposes  of  collecting  data  for 
completion  of  medical  histories,  progress 
notes,  and  medical  summaries. 

II.  Completing  physiological  parts  of  medical 
examinations,  such  as: 

a.  Taking  blood  samples  and  performing 
laboratory  tests. 

b.  Performing  EKG’s. 

c.  Taking  x-rays. 

d.  Performing  screen  tests  for  hearing  and 
vision,  including  tonometry  and  audio- 
meter. 

e.  BP,  Hght,  Wght,  Temp,  pulses. 

f.  Ventilation  studies  (spirometer). 

III.  Minor  office  procedures. 

a.  Immobilization  for  orthopedic  problems. 

b.  Simple  laceration  suturing. 

c.  Subcu  and  intramuscular  injections,  IV 
injections. 

d.  Interpretation  of  skin  tests. 

e.  Incision  and  drainage  of  simple  ab- 
scesses. 

f.  Removal  of  foreign  bodies,  uncomplicat- 
ed. 

g.  Instructing  patient  and  giving  certain 
programs  of  physiotherapy. 

IV.  Supportive  counseling  of  patients  and  their 
families  on  medical  problems,  use  of  medi- 
cations, diets,  preventive  medical  routines. 

V.  Emergency  care. 

a.  First  aid. 

b.  Cardio  pulmonary  resuscitation. 

c.  Outpatient  screening  for  problems  other 
than  uncomplicated  common  medical 
problems. 

VI.  Home  or  patient  environment  visitations  for 
follow-up  screening  of  problems  and  prog- 
ress of  patient  medical  problems. 

VII.  Ethical  conduct  and  community  participator. 
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REPORT  OF  SUB  COMMITTEE  ON 
ATHLETIC  INJURIES 

John  E.  Murphy,  M.D.,  Aurora,  Chairman  ; Stanley  M.  Bach, 
M.D.,  Omaha;  R.  B.  Benthack,  M.D.,  Wayne;  S.  I.  Fuenning-, 
M.D.,  Lincoln ; Paul  Goetowski,  M.D.,  Lincoln ; L R.  Smith, 
M.D.,  Kearney ; Richard  Hammer,  M.D.,  Lincoln  ; C.  J.  Corne- 
lius, M.D.,  Sidney  ; Jack  Lewis,  M.D.,  Omaha  ; George  Sullivan, 
R.P.T.,  Lincoln ; Wayne  Wagner,  A.T.,  Omaha ; John  G.  Yost, 
M.D.,  Hastings. 

The  Sub-Committee  on  Athletic  Injuries  has  for 
some  time  been  considering-  the  various  educational 
programs  for  high  school  athletic  trainers.  The 
committee  feels  the  following  resolution  is  needed 
to  support  the  basic  concept  of  this  activity. 

WHEREAS  there  is  a need  to  provide  ade- 
quate medical  coverage  for  Nebraska  high  school 
athletes  in  the  prevention  and  treatment  of  ath- 
letic injuries,  and 

WHEREAS  the  recognition  and  initial  treat- 
ment of  an  injury  can  be  critically  important, 
especially  in  the  absence  of  a physician,  and 

WHEREAS  the  qualified  athletic  trainer  has 
been  recognized  nationally  as  being  of  assist- 
ance to  the  physician  in  the  prevention  and  care 
of  athletic  injuries; 

THEREFORE  BE  IT  RESOLVED  the  Ne- 
braska Medical  Association  endorse  the  estab- 
lishment of  a Nebraska  certification  program 
of  athletic  trainers  for  Nebraska  high  schools, 
and 

BE  IT  FURTHER  RESOLVED  the  certifica- 
tion be  carried  out  by  the  State  Department  of 
Education  in  the  established  customary  manner. 

Respectfully  submitted, 

JOHN  E.  MURPHY,  M.D., 
Chairman. 

Report  of 

Board  of  Councilors 

First  Session 

The  first  session  of  the  Board  of  Councilors 
was  held  April  30,  1972,  at  the  Radisson  Cornhusker 
Hotel,  Lincoln,  Nebraska.  The  meeting  was  called 
to  order  by  the  Chairman,  Dr.  Steenburg. 

The  following  Councilors  were  present:  Drs. 

Thomas  Gurnett,  Louis  Gogela,  H.  C.  Stewart, 
Robert  Benthack,  Robert  Sorensen,  Houtz  Steen- 
burg, Lyle  Nelson,  Robert  Waters,  Charles  Land- 
graf,  Bruce  Claussen,  and  A.  J.  Alderman. 

Dr.  Steenburg  called  for  election  of  officers  and 
members  of  committees,  and  the  following  were 
elected : 

Dr.  Russell  Gorthey  - re-elected  as  Secretary- 
Treasurer 

Dr.  Charles  Ashby  - member  of  the  Board  of 
Directors 

Dr.  John  Gilligan  - re-elected  to  the  Medicolegal 
Advice  Committee 

Dr.  Walter  Benthack  - re-elected  to  the  Council 
on  Professional  Ethics 

The  requests  for  Life  Memberships  were  read, 
and  these  were  approved  by  the  Board  of  Coun- 
cilors. 

The  reports  and  resolutions  in  the  Handbook 
were  considered  and  approved  as  printed  with  the 


exception  of  the  report  of  the  Interim  Study  Com- 
mittee on  Blue  Shield. 

Dr.  Gurnett  moved  that  this  be  amended  by 
deleting  the  last  sentence  in  the  third  paragraph 
from  the  end  of  the  report  and  also  delete  the 
last  two  paragraphs,  and  the  following  be  sub- 
stituted : 

“The  1969  Ad-Hoc  Insurance  Study  Committee 
Report  indicated  that  there  are  no  participating 
physicians  in  the  “payment  in  full”  agreement 
between  Blue  Shield  and  the  insured.  The  1969 
Report  makes  no  mention  of  the  “hold  harmless” 
clause  in  the  Blue  Shield  contract.  It  should 
be  understood  that  the  “hold  harmless”  clause 
refers  to  fees  that  “exceed”  the  “usual  and 
customary”  concept  and  does  not  categorize  them 
as  an  overcharge.  The  Peer  Review  mechanism 
is  the  one  body  designated  by  the  1969  Ad-Hoc 
Committee  Report  which  can  properly  assess 
whether  a fee  is  an  over  charge.” 

This  amendment  to  the  report  of  the  Interim 
Study  Committee  on  Blue  Shield  was  approved  by 
the  Board  of  Councilors. 

An  oral  report  was  given  by  Dr.  Lempka,  Chair- 
man of  the  Council  on  Professional  Ethics.  Dr. 
Lempka  made  three  recommendations  in  this  report, 
and  the  Board  of  Councilors  directed  that  these 
be  presented  to  the  House  of  Delegates  for  re- 
ferral to  a Reference  Committee. 

There  was  discussion  on  Area  Peer  Review  cases, 
and  also  the  matter  of  reimbursement  of  expenses 
for  these  area  meetings  was  discussed. 

There  being  no  further  business,  the  meeting 
was  adjourned. 

Board  of  Councilors 

Second  Session 

The  second  session  of  the  Board  of  Councilors 
was  held  May  1,  1972.  The  meeting  was  called 
to  order  by  the  Chairman,  Dr.  Steenburg. 

The  following  Councilors  were  present:  Drs. 

Thomas  Gurnett,  Louis  Gogela,  H.  C.  Stewart, 
Robert  Benthack,  Robert  Sorensen,  Houtz  Steen- 
burg, Lyle  Nelson,  Robert  Waters,  Hiram  Walker, 
Bruce  Claussen,  and  A.  J.  Alderman. 

The  minutes  of  the  first  session  of  the  Board  of 
Councilors  were  approved  as  printed. 

The  Board  of  Councilors  heard  testimony  re- 
garding the  new  Blue  Cross-Blue  Shield  plan  for 
Hospital  Utilization  Review  Committees.  This 
plan,  including  the  preface  and  illustrations,  is  20 
pages  in  length  and  contains  numerous  socio- 
economic, medical-legal  and  medical  ramifications. 
It  applies  to  all  regular  Blue  Cross,  Medicare  and 
Federal  Employee  Program  inpatient  claims.  This 
program  was  initiated  April  1,  1972,  without  the 
knowledge  or  approval  of  the  physicians  of  the 
State  of  Nebraska. 

It  was  the  opinion  of  the  Board  of  Councilors 
that  this  plan  should  not  be  implemented  and  that 
this  opinion  be  communicated  to  every  Utilization 
Review  Committee  Chairman  in  the  State  of  Neb- 
raska. The  Board  requested  that  a copy  of  this 
Blue  Cross-Blue  Shield  plan  be  prepared  and  sent 
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to  each  delegate  and  alternate  delegate  for  his 
study. 

The  Board  of  Councilors  further  requested  that 
this  report  be  brought  to  the  floor  of  the  House 
of  Delegates  of  the  N.M.A.  during  the  Fall  Session 
of  1972  for  assignment  to  a reference  committee 
along  with  any  delegate  resolutions  which  may 
arise  as  a result  of  consideration  of  this  matter. 

There  being  no  further  business,  the  meeting 
was  adjourned. 

Report  of 

House  of  Delegates 


Dr.  Lempka  presented  three  recommendations  to 
the  House  of  Delegates  for  consideration  as  follows: 

1.  That  the  Constitution  and  By-Laws  Commit- 
tee review  the  duties  of  this  Council  and 
make  sharp  lines  of  jurisdiction. 

2.  That  the  President  and  President-Elect  of 
the  Association  be  ex-officio  members. 

3.  That  cases  be  heard  first  by  the  local  County 
Medical  Society.  If  the  County  Society  is 
unable  to  adjudicate  these  cases,  then  they 
may  be  referred  to  the  Council  on  Professional 
Ethics  for  hearing. 

The  House  directed  that  these  recommendations 
be  referred  to  a Reference  Committee,  and  they 
were  assigned  to  Reference  Committee  #1. 


First  Session 

The  first  session  of  the  House  of  Delegates  was 
held  April  30,  1972,  at  the  Radisson  Cornhusker 
Hotel,  Lincoln,  Nebraska.  The  House  was  called 
to  order  by  Dr.  McFadden,  Vice  Speaker. 

The  call  for  a quorum  showed  that  67  delegates 
were  present,  and  the  House  was  declared  in  session. 

Dr.  McFadden  informed  the  House  that  he  had 
asked  the  Policy  Committee  if,  in  their  opinion, 
his  position  as  Interim  Chancellor  of  the  University 
of  Nebraska  Medical  Center  and  as  Vice  Speaker 
of  the  House  of  Delegates  would  be  a conflict  of 
interest.  The  Policy  Committee  had  given  their 
approval  to  Dr.  McFadden  to  serve  in  these  two 
capacities,  and  Dr.  McFadden  was  now  asking  for 
approval  from  the  House.  It  was  moved  that  the 
decision  of  the  Policy  Committee  be  confirmed, 
and  this  was  approved. 

Dr.  McFadden  asked  House  approval  for  Dr. 
Landgraf  to  serve  as  Vice  Speaker  pro  tern,  and 
this  was  approved. 

The  House  then  approved  the  request  of  the 
Adams  County  Medical  Society  to  seat  Dr.  Earl 
Dean  as  delegate  in  the  place  of  Dr.  Landgraf. 

The  new  Student  Delegates  were  introduced  to 
the  House:  Donald  Arkfeld  and  Gary  Carlton 

from  the  University  of  Nebraska  College  of  Medi- 
cine, and  Paul  Montague  and  Robert  Sweet  from 
the  Creighton  University  School  of  Medicine. 

Dr.  McFadden  called  for  oral  reports,  and  the 
following  were  presented: 

Dr.  John  Gilligan,  Chairman  of  the  Medicolegal 
Advice  Committee. 

Mr.  Vern  Brown,  Representative  of  the  St.  Paul 
Companies  on  malpractice  insurance. 

Dr.  Robert  Sparks,  who  will  become  the  new 
Chancellor  of  the  University  of  Nebraska  Medi- 
cal Center,  July  1st. 

Dr.  A.  G.  Rimmerman,  representative  from  the 
Nebraska  Dental  Association  to  the  Nebraska 
Medical  Association. 

Dr.  Robert  Kugel.  Dean,  University  of  Nebraska 
College  of  Medicine. 

Dr.  J.  Whitney  Kelley,  representative  from  the 
Nebraska  Medical  Association  to  the  Nebraska 
Dental  Association. 

Dr.  Arnold  Lempka,  Chairman  of  the  Council 
on  Professional  Ethics. 


Following  the  oral  reports,  Dr.  Mason  called  on 
Dr.  Leininger,  who  presented  a plaque  to  the 
Nebraska  Medical  Association  which  contained  the 
names  of  all  past  presidents  of  the  Association 
and  the  years  they  served. 

Dr.  McFadden  called  for  approval  of  the  minutes 
of  the  1971  Fall  Session,  published  in  the  Decem- 
ber, 1971,  issue  of  the  Journal,  and  these  were 
approved  as  printed. 

Members  selected  to  serve  on  the  Reference 
Committees  were  read  by  Dr.  McFadden,  and  these 
were  approved  by  the  House.  The  following  Ref- 
erence Committee  assignments  were  made: 


Reference  Committee  #1 
Financial  Audit 
Board  of  Directors 
Delegate  to  the  A.M.A. 

Nebraska  Medical  Foundation 
Relative  Value  Study  Committee 
Council  on  Professional  Ethics  - Recommen- 
dations 

Resolution  #7 -Re:  Physician’s  Charges  for 
Relatives  Under  Medicare 
Resolution  #10  - Re:  Establishing  Committee 
to  Review  National  Health  Legislation 


Reference  Committee  #2 
Constitution  and  By-Laws  Committee 
Policy  Committee 

Insurance  and  Prepayment  Medical  Care 
Committee 

Resolution  #3 -Re:  Meeting  Site  of  1972 
Fall  Session 


Resolution  #5 -Re:  Study  of  Malpractice 
Problems 

Resolution  #6  - Re:  1973  Annual  Session, 
N.M.A. 

Resolution  #9 -Re:  Support  of  Prescribing 
by  Brand  Name 

Reference  Committee  #3 

Interim  Study  Committee  on  Blue  Shield 
Resolution  #1  - Re:  Customary  Fee  Profiles 
Resolution  #2 -Re:  Infant  Care  Under  Blue 
Shield 


Resolution  #4 -Re:  Support  of  Blue  Shield 
Paid  In  Full  Concept 

Resolution  #12  - Re:  Joint  N.M.A. -Blue  Shield 
Public  Information  Program 
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Resolution  #13  - Re:  Utilization  Review 
Education  Program 


Reference  Committee  #4 

Ad-Hoc  Committee  on  Physician’s  Assistant 
Mental  Health  and  Mental  Retardation 
Committee 

Public  Health  Committee 
Public  Relations  Committee 
Sub-Committee  on  Athletic  Injuries 
Resolution  #8  - Re : Occupational  Safety  and 
Health  Act 

Resolution  #11 -Re:  Emergency  Medical 
Service  Planning 
Life  Memberships 


The  following  Nominating  Committee  members 
were  selected: 


District 

District 

District 

District 

District 

District 

District 

District 

District 

District 

District 

District 


# 1 — Dr.  James  Schlichtemier 

# 2 — Dr.  F.  Hathaway 

# 3 — Dr.  Myron  Samuelson 

# 4 — Dr.  James  Carlson 

# 5 — Dr.  Warren  Miller 

# 6 — Dr.  Richard  Pitsch 

# 7 — Dr.  F.  A.  Mountford 

# 8 — Dr.  Thomas  Wallace 

# 9 — Dr.  P.  B.  Olsson 

#10 — Dr.  Richard  Cottingham 
#11 — Dr.  Russell  DeVol 
#12— Dr.  Ed  Loeffel 


Resolutions  from  the  floor  were  called  for  and 
the  following  were  presented: 

Resolution  #10  - Dr.  McWhorter  - Douglas-Sar- 
py  County  Society -Re:  Establishing  Com- 

mittee to  Review  National  Health  Legisla- 
tion. Reference  Committee  #1. 

Resolution  #11  - Dr.  McWhorter  - Douglas-Sar- 
py  County  Society -Re:  Emergency  Medical 

Service  Planning.  Reference  Committee  #4. 

Resolution  #12  - Dr.  Sievers,  as  Delegate -Re: 
Joint  N.M.A.-Blue  Shield  Public  Information 
Program:  Reference  Committee  #3. 

Resolution  #13  - Dr.  Carlson  - Knox  County  So- 
ciety-Re: Utilization  Review  Education 

Program.  Reference  Committee  #3. 

Dr.  McFadden  read  recommendations  made  by 
the  Board  of  Councilors  regarding  the  report  of 
the  Interim  Study  Committee  on  Blue  Shield,  and 
these  were  referred  to  Reference  Committee  #3. 


There  being  no  further  business,  the  House  was 
adjourned. 


House  of  Delegates 

Second  Session 

The  second  session  of  the  House  of  Delegates 
was  held  May  1,  1972.  The  meeting  was  called  to 
order  by  Dr.  Landgraf,  Vice  Speaker  pro  tern. 


Dr.  Landgraf  called  for  a motion  on  the  minutes 
of  the  first  session.  It  was  moved  that  these  be 
approved  as  printed,  and  this  motion  carried. 

Reports  of  the  Reference  Committees  were  called 
for,  and  the  following  presented: 

Report  of  Reference  Committee  #1 

AUDIT 

Recommendation : 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends the  approval  of  the  report  as  carried  in  the 
Handbook. 

This  was  approved  by  the  House. 

BOARD  OF  DIRECTORS 

Recommendation : 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends the  approval  of  the  report  as  carried  in  the 
Handbook. 

This  was  approved  by  the  House. 

NEBRASKA  MEDICAL  FOUNDATION,  INC. 

Recommendation : 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends the  approval  of  the  report  as  carried  in  the 
Handbook. 

This  was  approved  by  the  House. 

RELATIVE  VALUE  STUDY  COMMITTEE 

Recommendation : 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends the  approval  of  the  report  as  carried  in  the 
Handbook,  with  the  deletion  of  Conclusion  #4. 
Your  Reference  Committee  moves  that  the  Relative 
Value  Study  Committee  be  directed  to  develop  a 
new  RVS  schedule  based  on  a five  digit  code. 

This  was  seconded  and  discussion  followed.  Dr. 
McWhorter  stated  that  this  could  become  a vehicle 
for  the  setting  of  fees,  and  that  he  was  opposed  to 
the  revision  of  this  Study.  Dr.  Bosley  said  that 
the  Chairman  of  the  RVS  Committee  had  indicated 
to  the  Reference  Committee  the  number  of  requests 
that  had  been  received  for  the  revision  of  this 
Study,  and  in  view  of  this  it  was  the  feeling  of 
the  committee  that  this  should  be  presented  to  the 
House  because  of  the  number  of  changes  needed. 

It  was  then  recommended  that  this  section  of 
the  Reference  Committee  report  be  accepted  which 
directed  that  a new  RVS  be  developed.  This  was 
approved  by  the  House. 

RESOLUTION  #7  - LANCASTER  COUNTY 

Recommendation: 

Your  Reference  Committee  has  deferred  action 
on  this  resolution  inasmuch  as  no  member  of  the 
Lancaster  County  Medical  Society  appeared  in  sup- 
port of  this  resolution. 

This  was  seconded,  and  Dr.  Hathaway  explained 
the  intent  of  this  resolution.  Following  discussion, 
it  was  moved  to  defer  action  on  this  resolution  and 
that  this  Reference  Committee  would  meet  again 
to  consider  this  and  report  back  to  the  House  at 
their  third  session  on  Wednesday.  This  was  ap- 
proved by  the  House. 


The  call  for  a quorum  showed  that  63  delegates 
were  present,  and  the  House  was  declared  in 
Session. 


COUNCIL  ON  PROFESSIONAL  ETHICS 
(ORAL  REPORT) 

Several  minor  changes  were  made  in  the  recom 
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mendations,  making  the  recommendations  to  read 
as  follows: 

1.  The  Constitution  and  By-Laws  Committee 
should  review  the  duties  of  the  Council  on 
Professional  Ethics  and  define  precisely  its 
jurisdiction. 

2.  The  President  and  President-Elect  of  the 
Nebraska  Medical  Association  shall  be  ex- 
officio  members  of  this  Council. 

3.  The  Council  on  Professional  Ethics  shall  hear 
cases  only  after  consideration  and  referral  by 
the  local  County  Medical  Society  or  by  the 
District  Councilor. 

Recommendation : 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends the  approval  of  these  recommendations  as 
amended. 

This  was  approved  by  the  House. 

RESOLUTION  #10  - DOUGLAS-SARPY  COUNTY 

This  resolution  reads  as  follows: 

WHEREAS,  there  are  at  least  eight  different 
proposals  in  various  forms  concerning  national 
legislation  on  medical  care;  and 

WHEREAS,  the  government  is  promoting 
and  pushing  such  concepts  as  HMO  and  the 
possibility  of  foundation  type  of  payment  con- 
tract medicine;  and 

WHEREAS,  no  one  has  real  experience  with 
any  of  these  programs  as  to  their  capability 
of  solving  any  of  the  problems  in  the  delivery 
of  health  care;  and 

WHEREAS,  all  such  proposals  may  have  a 
great  deal  of  impact  on  the  patient  and  the 
physician  who  is  delivering  health  care.  Be  it 
therefore 

RESOLVED,  that  the  Speaker  of  the  House 
of  Delegates  appoint  a Watchdog  Committee 
to  keep  itself  informed  concerning  the  various 
proposals  which  from  time  to  time  will  be 
developed  from  varying  sources  and  that  this 
committee  be  also  charged  with  informing  the 
members  of  the  Nebraska  Medical  Association 
and  particularly  the  House  of  Delegates  of  de- 
velopments, analyses,  and  suggested  solutions 
to  problems  as  they  may  develop  in  these 
areas  of  health  care  delivery. 

Recommendation : 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends approval  of  the  concept  of  this  resolution.  It 
is  recommended  that  this  function  be  assigned  to 
the  Medical  Service  Committee  of  the  N.M.A.  for 
implementation  by  whatever  means  they  deem  most 
appropriate. 

This  was  approved  by  the  House. 

DELEGATE,  A.M.A.  CLINICAL  CONVENTION 

Recommendation : 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends the  approval  of  the  report  as  carried  in  the 
Handbook.  Your  committee  further  recommends 
that  the  State  Peer  Review  Committee  should  ob- 
tain a copy  of  the  Glossary  of  Peer  Review  Terms 
referred  to  in  Paragraph  6 of  this  report.  Your 
committee  further  recommends  that  the  House  of 
Delegates  of  the  N.M.A.  instruct  its  Delegates  to 


the  A.M.A.  to  prepare  a resolution  for  submission 
at  the  A.M.A.  Annual  Session  objecting  to  the  bias 
incorporated  in  the  opinion  poll  conducted  by  the 
A.M.A. 

This  was  approved  by  the  House. 

Mr.  Speaker,  I move  the  adoption  of  the  report 
of  your  Reference  Committee  #1  as  a whole. 

This  was  approved  by  the  House. 

Respectfully  submitted, 

C.  J.  Cornelius,  M.D.,  Chairman 
John  D.  Coe,  M.D. 

Warren  Bosley,  M.D. 

Report  of  Reference  Committee  #2 
CONSTITUTION  AND  BY-LAWS  COMMITTEE 

Recommendation : 

There  was  no  controversy  in  relationship  to  this 
report  so  the  committee  recommends  that  it  be 
approved  as  written. 

This  was  approved  by  the  House. 

POLICY  COMMITTEE 

Recommendation : 

There  was  very  little  discussion  in  relationship 
to  this  report  and  the  committee  recommends  that 
it  be  approved  as  written. 

This  was  approved  by  the  House. 

INSURANCE  AND  PREPAYMENT  MEDICAL 
CARE  COMMITTEE 

There  was  a great  deal  of  discussion  in  regard  to 
this  report  and  it  was  felt  that  there  was  nothing 
in  the  report  which  would  be  changed  as  to  its 
philosophy.  However,  there  are  several  items  in 
which  we  recommend  changes. 

Recommendation : 

The  first  change  is  in  Item  B,  of  I.  The  state- 
ment contained  in  this  paragraph  should  include  all 
interested  persons  in  relationship  to  the  cost  con- 
tainment of  hospital  charges  and  so  we  recommend 
that  this  paragraph  now  read: 

B.  The  Nebraska  Hospital  Association,  physi- 
cians, third  party  carriers,  and  public  must  under- 
stand that  “cost  containment”  of  hospital  charges 
by  normal  effects  of  supply  and  demand  are  im- 
possible because  of  the  interposition  of  the  third 
party  payor  between  “supply”  and  “demand.” 

We  have  added  after  “physicians”,  the  three 
words,  “third  party  carriers.” 

In  Item  C,  of  I,  your  committee  recommends  that 
we  delete  the  second  sentence  of  the  paragraph 
leaving  the  paragraph  to  read: 

The  American  Medical  Association  recommends 
inclusion  of  a physician  staff  member  on  each 
hospital  board  of  directors. 

Next  your  attention  is  directed  to  Item  A,  of  II. 
This  paragraph  describes  the  formation  of  a sub- 
committee consisting  of  the  Chairman  of  the  Medi- 
colegal Advice  Committee,  Chairman  of  the  Insur- 
ance and  Prepayment  Medical  Committee  and  the 
Councilor  from  the  Medical  Society  District  in- 
volved with  the  malpractice  insurance  applicant. 
In  discussing  this  point,  we  learned  the  following 
and  feel  this  information  should  be  made  known 
to  the  House: 
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At  the  request  of  the  St.  Paul  Insurance  Company, 
this  committee  will  meet  to  consider  applicants 
for  malpractice  insurance  who  have  had  any  his- 
tory of  malpractice  in  their  past  or  who  have 
reached  the  age  of  65. 

Otherwise  this  paragraph  is  self-explanatory. 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends the  approval  of  the  report  as  carried  in  the 
Handbook  as  amended. 

This  was  seconded  and  the  report  was  discussed. 
It  was  moved  by  Dr.  Retelsdorf  that  the  report  be 
amended  to  direct  the  Insurance  Committee  to 
continue  surveillance  of  this  and  report  at  the 
next  session  of  the  House.  This  amendment  was 
approved,  and  this  section  of  the  Reference  Com- 
mittee report  was  approved  as  amended. 

RESOLUTION  #3  - LINCOLN  COUNTY 

This  resolution  reads  as  follows: 

WHEREAS,  the  transportation  facility  with 
reference  to  automobiles  have  improved  im- 
mensely over  the  past  10-15  years  in  the 
western  part  of  the  state;  and 

WHEREAS,  with  the  improvement  of  the 
above  transportation  facility,  overnight  accom- 
modations have  subsequently  been  increased  and 
improved  in  the  western  part  of  Nebraska;  and 

WHEREAS,  the  Nebraska  Medical  Associa- 
tion, in  recent  years,  has  held  their  annual  fall 
meeting  of  the  House  of  Delegates  and  the 
Board  of  Councilors  in  Kearney,  Nebraska;  and 

WHEREAS,  from  time  to  time,  the  physi- 
cians in  western  Nebraska  have  found  it  al- 
most impossible  to  attend  major  functions  of 
the  Nebraska  Medical  Association  due  to  the 
pressure  of  their  practice  and  distances  in- 
volved: therefore  be  it 

RESOLVED,  that  the  members  of  the  Neb- 
raska Medical  Association  consider  a location 
for  the  fall  meeting  of  the  House  of  Delegates 
and  the  Board  of  Councilors  more  centrally 
located  with  reference  to  western  Nebraska; 
and  be  it 

RESOLVED  FURTHER,  that  the  Lincoln 
County  Medical  Society  extend  an  invitation  to 
the  Nebraska  Medical  Association  to  hold  the 
annual  Fall  Meeting  of  the  House  of  Delegates 
and  the  Board  of  Councilors  in  North  Platte, 
Nebraska  in  1972. 

Recommendation : 

We  learned  the  dates  for  that  meeting  will  be 
September  22,  23,  and  24,  1972.  Your  Reference 
Committee  felt  that  this  was  a matter  which  should 
be  voted  on  by  the  House  of  Delegates  and  we  are 
bringing  it  back  to  the  House  with  no  specific 
recommendation. 

This  was  seconded  and  following  discussion,  it 
was  moved  by  Dr.  Claussen  that  the  House  of  Dele- 
gates adopt  this  resolution  submitted  by  the  Lincoln 
County  Medical  Society  and  that  the  1972  Fall 
Session  be  held  in  North  Platte. 

This  was  approved  by  the  House. 

RESOLUTION  #5  - OTOE  COUNTY 

This  resolution  reads  as  follows: 

WHEREAS,  the  number  of  medical-legal 


cases  are  on  the  increase  as  well  as  the  cost 
of  defending  such  cases,  and 

WHEREAS,  medical  care  short  of  perfection 
often  results  in  malpractice  suits  involving 
both  the  physician  and  hospital,  and 

WHEREAS,  when  there  is  doubt  the  physi- 
cian is  assumed  to  be  liable  thereby  forcing 
him  to  practice  defensive  medicine  and  in- 
creasing the  cost  of  medical  care,  and 

WHEREAS,  the  working  relationship  be- 
tween the  physician  and  the  plaintiff  attorney 
leave  much  to  be  desired,  and 

WHEREAS,  the  contingency  fee  concept  con- 
tributes to  this  problem;  therefore  be  it 

RESOLVED,  that  the  President  of  the  Neb- 
raska Medical  Association  appoint  an  Ad-Hoc 
Committee  to  review  all  facets  of  this  problem 
giving  particular  attention  to  the  establishment 
of  a system  of  mediation  and  arbitration  for 
the  purpose  of  developing  a more  modern 
method  of  determining  liability,  and  be  it 

FURTHER  RESOLVED,  that  the  Ad-Hoc 
Committee  upon  completion  of  its  study,  bring 
its  recommendations  to  the  House  of  Delegates. 

Recommendation : 

Your  committee  recommends  the  RESOLVED  be 
amended  as  follows: 

RESOLVED,  that  the  President  of  the  Neb- 
raska Medical  Association  appoint  interim  mem- 
bers to  the  Medicolegal  Committee  and  that 
this  committee  be  directed  to  review  all  facets 
of  this  problem  giving  particular  attention  to 
the  establishment  of  a system  of  mediation  and 
arbitration  for  the  purpose  of  developing  a 
more  modern  method  of  determining  liability, 
and  be  it 

FURTHER  RESOLVED,  that  the  Medico- 
legal Committee  present  progress  reports  to 
each  meeting  of  the  House  of  Delegates. 

This  was  approved  by  the  House. 

RESOLUTION  #6  - BUFFALO  COUNTY 

This  resolution  reads  as  follows: 

WHEREAS,  the  Fall  Session  of  the  Nebraska 
Medical  Association  has  been  successfully  held 
in  Kearney,  and 

WHEREAS,  Kearney  has  expanded  its  facili- 
ties and  accommodations,  and 

WHEREAS,  Kearney  is  centrally  located  and 
much  more  accessible  to  delegates  from  the 
western  portion  of  Nebraska;  therefore,  be  it 

RESOLVED,  that  the  1973  Annual  Session 
of  the  Nebraska  Medical  Association  be  held 
in  Kearney,  Nebraska. 

Recommendation : 

After  considering  this  resolution,  we  again  felt 
that  this  was  a matter  to  be  voted  on  by  the  House 
of  Delegates.  We  return  this  resolution  with  no 
specific  recommendation. 

Dr.  Nye  moved  that  the  1973  Annual  Session  be 
held  in  Kearney,  and  following  discussion,  Reso- 
lution #6  was  approved. 

RESOLUTION  #9  - SOUTHWEST  NEBRASKA 

This  resolution  reads  as  follows: 
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WHEREAS,  the  current  practice  of  pre- 
scribing drugs  utilizing  the  brand  name  mech- 
anism is  preferable  to  other  approaches; 
therefore  be  it 

RESOLVED,  the  Nebraska  Medical  Associa- 
tion go  on  record  in  support  of  prescribing  by 
brand  name  and  in  opposition  to  any  require- 
ment that  prescribing  be  done  utilizing  generic 
terms. 

Recommendation : 

After  discussion,  your  Reference  Committee  felt 
that  rewording  the  motion  would  be  desirable  and 
recommend  the  following  amended  resolution: 

WHEREAS,  the  current  practice  of  pre- 
scribing drugs  is  best  left  to  the  discretion  of 
the  prescribing  physician;  therefore  be  it 

RESOLVED,  that  the  Nebraska  Medical  As- 
sociation go  on  record  as  supporting  the  pre- 
scribing of  drugs  by  brand  name  or  by  the 
use  of  generic  terms  as  the  physician  sees  fit. 

This  was  approved  by  the  House. 

Mr.  Speaker,  I move  the  adoption  of  the  Report 
of  your  Reference  Committee  #2  as  a whole  as 
amended. 

This  was  approved  by  the  House. 

Respectfully  submitted 

R.  J.  Morgan,  M.D.,  Chairman 

R.  L.  Cassel,  M.D. 

V.  F.  Colon,  M.D. 

Report  of  Reference  Committee  #3 
RESOLUTION  #1  - SALINE  COUNTY 

This  resolution  reads  as  follows: 

WHEREAS,  the  N.M.A.  has  established  geo- 
graphic areas  within  the  state  for  purposes 
of  Peer  Review,  otherwise  called  Peer  Review 
District;  and 

WHEREAS,  it  will  be  difficult  to  adjudicate 
on  a Peer  Review  basis  patterns  of  care  or  fee 
disputes  within  a district  unless  the  entire 
Peer  Review  District  have  basically  the  same 
customary  fee  profiles;  therefore, 

BE  IT  RESOLVED,  that  the  N.M.A.  recom- 
mends that  customary  fee  profiles  be  evaluated 
on  the  basis  of  Peer  Review  District  and  not 
on  the  basis  of  any  other  Socio-Economic  divi- 
sion or  geographical  area;  and 

BE  IT  FURTHER  RESOLVED,  that  the 
Executive  Secretary  of  the  N.M.A.  should  so 
advise  all  interested  third  party  carriers  of 
this  resolution  and  request  that  appropriate 
revision  of  fee  profiles  and  patterns  of  care 
be  made  as  soon  as  practical.  (Specifically 
Medicare,  Welfare,  Blue  Cross-Blue  Shield,  etc); 
and 

BE  IT  FURTHER  RESOLVED,  that  Peer 
Review  Committees  be  advised  of  this  resolu- 
tion and  be  encouraged  to  follow  it  where 
possible. 


DEFINITION:  Customary  fee  - (Blue  Cross-Blue 

Shield  definition) 

“Customary”  means  the  range  of  charges  made  by 
physicians  of  similar  training  and  experience  in 


your  area  for  the  same  procedure.  Any  fee  that 
is  both  usual  and  customary,  or  a higher  charge  in 
special  and  complicated  cases  if  the  fee  is  justifi- 
able under  the  circumstances  of  your  particular 
medical  or  surgical  needs,  is  covered. 

Discussion  concerned  itself  about  the  inequalities 
and  differential  in  fee  schedules  regarding  Peer 
Review  Districts.  It  was  pointed  out  by  Dr.  Peetz 
and  Dr.  Nelson  who  submitted  a copy  of  Resolu- 
tion #15  from  the  American  Medical  Association 
House  of  Delegates  as  follows: 

RESOLVED,  that  the  AMA  recognizes  that 
discriminatory  government  payment  policies  are 
driving  physicians  from  rural  America  at  an 
alarming  rate  and  be  it 

FURTHER  RESOLVED,  that  the  AMA  docu- 
ment the  economic  inequities  being  imposed 
upon  rural  physician  by  government  as  related 
to  the  attrition  rate  and  be  it 

FURTHER  RESOLVED,  that  this  problem 
and  the  documentation  thereof  be  brought  to 
the  attention  of  the  United  States  Congress  and 
that  legislation  be  urged  to  not  only  alleviate 
the  problem  but  to  actually  provide  financial 
incentives  to  enhance  the  number  of  physicians 
serving  rural  America. 

There  was  also  discussion  in  committee  con- 
cerning the  differential  fee  schedules  and  customary 
fee  profiles  as  pertains  to  Medicare  districts  versus 
Peer  Review  District  and  the  inequalities  thereof. 

Recommendation : 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends the  approval  of  Resolution  #1  as  written. 

This  was  approved. 

RESOLUTION  #2  - LANCASTER  COUNTY 

This  resolution  reads  as  follows: 

WHEREAS,  it  is  recognized  that  the  nation’s 
most  valuable  resource  is  its  children,  and 

WHEREAS,  it  is  recommended  that  every 
infant  receive  quality  medical  supervision  in 
the  earliest  period  of  life,  and 

WHEREAS,  the  private  insurance  industry, 
including  Blue  Shield,  offers  exclusion  from 
coverage  for  the  first  fourteen  days  of  life  in 
many  policies,  and 

WHEREAS,  certain  health  problems  in  child- 
ren are  readily  identified  and  best  treated  in 
the  first  days  of  life,  and  consequently,  this 
exclusion  is  not  for  the  benefit  of  child  health 
nor  the  family’s  well-being;  therefore, 

BE  IT  RESOLVED,  that  the  state  medical 
society  of  Nebraska  vigorously  supports  the 
eradication  of  the  fourteen  day  exclusion  clause 
from  all  health  insurance  policies  sold  in  the 
state. 

Dr.  Hobart  Wallace  was  in  attendance  at  the 
committee  discussions.  Discussion  primarily  cen- 
tered itself  about  the  fact  that  newborns,  during 
the  first  few  days  of  life,  were  not  covered  under 
many  insurance  policies.  Whereas  many  families 
had  purchased  insurance  policies  feeling  they  had 
comprehensive  care  and  coverage  including  well- 
newborn  coverage,  it  was  Dr.  Wallace’s  opinion  that 
the  Nebraska  Medical  Association  should  support 
the  eradication  of  the  exclusion  clause  from  health 
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insurance  policies  sold  in  the  state  with  respect  to 
well-newborn  insurance  coverage. 

Mr.  Heavy  spoke  in  respect  to  Blue  Cross-Blue 
Shield  indicating  that  well-newborns  were  not  con- 
sidered sick  and  that  the  insurance  industry  was 
primarily  concerned  with  hospital  sick  coverage  of 
their  policyholders. 

Dr.  Dunlap  spoke  in  reference  to  the  problem, 
indicating  that  perhaps  this  was  a matter  of  phil- 
osophy. On  one  hand  that  of  increasing  the  cost 
to  the  policyholder  for  inclusion  of  well-newborns 
and  on  the  other  hand  of  lessening  the  cost  of  the 
policyholder  with  exclusion  of  the  newborns. 

Recommendation : 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends approval  of  a substitute  resolution  as  follows: 

Infant  Care  - Insurance  Coverage 

WHEREAS,  it  is  recognized  that  the  nation’s 
most  valuable  resource  is  its  children,  and 

WHEREAS,  it  is  recommended  that  every 
infant  receive  quality  medical  supervision  in 
the  earliest  period  of  life,  and 

WHEREAS,  the  private  insurance  industry 
offers  exclusion  from  coverage  in  the  first  few 
days  of  life  in  many  policies,  and 

WHEREAS,  certain  health  problems  in 
children  are  readily  identified  and  best  treated 
in  the  first  days  of  life,  and  consequently  this 
exclusion  is  not  for  the  benefit  of  child  health 
nor  the  family’s  well  being,  therefore  be  it 

RESOLVED,  that  the  N.M.A.  vigorously 
support  eradication  of  the  exclusion  clause  from 
all  health  insurance  policies  sold  in  the  state 
with  respect  to  well-newborn  coverage. 

This  was  seconded  and  following  considerable 
discussion,  the  House  disapproved  the  adoption  of 
Resolution  #2  and  also  the  substitute  resolution 
recommended  by  the  Reference  Committee. 

RESOLUTION  #12  - R.  F.  SIEVERS,  M.D., 
DELEGATE 

This  resolution  reads  as  follows: 

WHEREAS,  both  physicians  and  Blue  Shield 
are  extremely  interested  and  involved  in  con- 
taining the  rise  in  medical  care  costs  to  the 
public  generally;  and 

WHEREAS,  voluntary  professional  controls 
on  costs  are  preferable  to  such  governmentally 
devised  mechanisms  as  PSRO’S;  and 

WHEREAS,  successful  cost  containment  pro- 
grams demand  public  support  and  acceptance 
as  well  as  physician  and  carrier  involvement; 
now  therefore  be  it 

RESOLVED,  by  the  Board  of  Directors  of 
Blue  Shield  that  the  Nebraska  Medical  Asso- 
ciation be  requested  to  develop  jointly  with 
Blue  Shield  an  intensive  public  information 
program  which  effectively  describes  the  merits 
of  private  health  insurance,  its  purpose,  bene- 
fits, its  limitations,  and  the  efforts  of  the 
medical  profession  and  Blue  Shield  to  con- 
scientiously monitor  medical  care  costs  while 
continually  improving  the  quality  of  care. 
Be  it 


FURTHER  RESOLVED,  that  the  Board  of 
Directors  of  Blue  Shield  forward  this  resolu- 
tion to  the  Nebraska  Medical  Association  for 
consideration  at  its  Annual  Meeting,  April  30, 
1972. 

There  was  little  or  no  discussion  concerning  this 
resolution  although  Dr.  Sievers  did  speak  in  its 
behalf  at  the  committee  hearings. 

Recommendation : 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends approval  of  Resolution  #12,  as  introduced. 

This  was  seconded  and  following  discussion,  Dr. 
Ramsay  moved  to  amend  this  resolution  by  adding: 

BE  IT  FURTHER  RESOLVED,  that  the 
N.M.A.  should  cooperate  with  any  other  in- 
surance company  who  wishes  to  develop  such 
an  informational  program. 

This  amendment  was  approved,  and  this  section 
of  the  Reference  Committee  report  was  approved 
as  amended. 

RESOLUTION  #13  - KNOX  COUNTY 

This  resolution  reads  as  follows: 

WHEREAS,  the  Nebraska  Medical  Associa- 
tion has  a long  history  of  cooperation  with 
Nebraska  Blue  Cross-Blue  Shield,  and 

WHEREAS,  the  Nebraska  Medical  Associa- 
tion recognizes  that  health  care  costs,  nationally 
and  in  the  State  of  Nebraska,  are  increasing 
significantly  due  to  a multiplicity  of  factors 
many  of  which  are  beyond  the  control  of  the 
medical  profession,  and 

WHEREAS,  the  Nebraska  Medical  Associa- 
tion understands  that  Nebraska  Blue  Cross-Blue 
Shield  intends  to  undertake  soon  a statewide 
program  of  utilization  review  in  an  effort  to 
curb  rising  health  care  costs,  and 

WHEREAS,  the  Nebraska  Medical  Associa- 
tion recognizes  that  any  successful  program  of 
utilization  review  by  Blue  Cross-Blue  Shield 
must  not  only  have  the  cooperation  and  under- 
standing of  the  medical  profession  and  the 
hospitals  of  the  State  of  Nebraska,  but  must 
also  have  the  understanding  and  cooperation  of 
all  of  the  subscribers  of  Blue  Cross-Blue  Shield 
throughout  the  State  of  Nebraska,  and 

WHEREAS,  the  Nebraska  Medical  Associa- 
tion understands  that  the  program  of  Blue 
Cross-Blue  Shield  to  educate  their  subscribers 
to  the  limitations,  intricacies,  and  problems  of 
utilization  review  has  thus  far  been  limited  of 
nil,  and 

WHEREAS,  the  Nebraska  Medical  Associa- 
tion recognizes  the  primary  responsibility  for 
education  of  Blue  Cross-Blue  Shield  subscribers 
to  the  problems  of  utilization  review  is  the 
responsibility  of  Nebraska  Blue  Cross-Blue 
Shield  and  not  of  the  medical  profession  or  the 
hospitals  of  the  State  of  Nebraska,  be  it 

RESOLVED,  by  the  Nebraska  Medical  Asso- 
ciation that  any  program  of  utilization  review 
be  deferred  ninety  days  until  Blue  Cross-Blue 
Shield  has  implemented  a comprehensive  pro- 
gram of  subscriber  education  on  utilization  re- 
view by  both  statewide  newspaper,  radio  and 
television  publicity  and  also  by  personal  cor- 


July,  1972 


307 


respondence  to  individual  subscribers  of  Blue 
Cross-Blue  Shield. 

Dr.  Carlson  spoke  in  reference  to  the  resolution 
indicating  that  it  was  the  intent  of  the  resolution 
to  stimulate  Blue  Cross-Blue  Shield  programs  to 
initiate  and  continue  their  own  education  to  their 
subscribers  concerning  the  limitations,  intricacies, 
etc.  of  the  problems  of  utilization  review  in  respect 
to  their  own  policies.  And  with  further  reports 
from  Mr.  Heavey  indicating  that  the  utilization 
review  program  had  already  been  implemented  as 
of  April  1,  1972,  it  was  decided  further  by  the 
committee  to  reject  this  resolution  at  this  time. 

Recommendation : 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends disapproval  of  Resolution  #13. 

This  was  approved  by  the  House. 

RESOLUTION  #14  - SCOTTS  BLUFF  COUNTY 

This  resolution  reads  as  follows: 

WHEREAS,  there  has  been  a long  and  bene- 
ficial relationship  between  the  Nebraska  Medi- 
cal Association  and  Blue  Shield,  and 

WHEREAS,  the  health  insurance  market  has 
created  a need  for  a usual  and  customary,  paid 
in  full  and  hold  harmless  contract,  and 

WHEREAS,  the  Nebraska  Medical  Associa- 
tion has  endorsed  the  principle  of  not  using 
physician  participation  contracts  under  usual 
and  customary  programs  but  rather  a strong 
peer  review  mechanism; 

THEREFORE,  BE  IT  RESOLVED,  that  the 
Nebraska  Medical  Association  also  endorse  the 
“paid  in  full  concept”  and  the  “hold  harmless 
clause”  as  defined  by  Nebraska  Blue  Shield 
and  utilized  in  the  usual  and  customary  con- 
tracts; and 

BE  IT  FURTHER  RESOLVED,  that  this 
House  of  Delegates  urge  all  Nebraska  physi- 
cians to  cooperate  in  the  necessary  work  and 
restraint  to  successfully  implement  this  type  of 
payment  for  the  delivery  of  health  care. 

Extensive  and  heated  discussion  centered  itself 
about  the  aspects  of  this  resolution  in  support  of 
Blue  Shield  paid  in  full  concept  and  the  Interim 
Study  Committee  on  Blue  Shield  as  contained  in 
the  Handbook,  and  as  amended  by  the  Board  of 
Councilors.  It  was  felt  by  the  committee  that 
Resolution  #4  as  submitted  by  the  Scotts  Bluff 
County  Medical  Society  should  be  disapproved  be- 
cause of  the  contradictory  nature  of  the  resolution 
as  it  relates  to  the  concepts  adopted  by  this  body 
in  the  April,  1969,  Report  of  the  Ad-Hoc  Insurance 
Study  Committee. 

Prolonged,  extensive,  and  heated  discussion  then 
occured  considering  the  Interim  Study  Committee 
on  Blue  Shield  as  contained  in  the  Handbook  and 
as  amended  by  the  Board  of  Councilors.  Much  of 
the  discussion  centered  about  the  committee  report 
as  well  as  that  of  Resolution  #4  previously  described. 
A number  of  the  committee  members  were  present 
in  the  discussion  including  Dr.  Retelsdorf,  Dr.  Ram- 
say, Dr.  Wilson.  Dr.  Truhlsen,  and  Dr.  Sorensen. 
Two  essentially  different  concepts  of  philosophy 
were  heard  by  the  committee  in  relation  to  the  hold 
harmless  clause  and  the  full  payment  concept  con- 
tract. The  concensus  of  those  physicians  speaking 


in  opposition  to  the  report  centered  primarily  a- 
round  the  need  for  cooperation  between  physicians 
and  third  party  carriers  to  strengthen  the  position 
of  private  health  insurance  carriers  as  opposed  to 
some  form  of  nationalized,  compulsory  health  in- 
surance. Those  speaking  in  favor  of  the  report 
indicated  the  loss  of  individual,  private  relationship 
between  physician  and  patient  and  the  possibility 
of  third  party  carriers  to  attempt  to  set  physician’s 
fees  which  is  in  distinct  contradiction  to  a 1969 
House  resolution  which  states  as  follows: 

BE  IT  RESOLVED,  that  the  N.M.A.  em- 
phatically reject  any  system  which  attempts 
to  set  fees  or  fee  schedules  interjected  by  person 
or  persons  representing  a third  party  interest. 

In  addition,  Dr.  Wilson  introduced  a legal  opinion 
from  a law  firm  in  Omaha  with  respect  to  the  obli- 
gation of  physicians  under  the  usual  and  customary 
contract  of  Blue  Shield  also  referred  to  as  the  paid 
in  full  contract  which  is  as  follows: 

The  answer  to  that  question  is  that  physicians 
are  certainly  not  bound  to  accept  that  primarily 
because  of  the  fact  that  a physician-patient  re- 
lationship is  a contract  between  two  people  and 
unless  the  physician  has  entered  into  an  agree- 
ment with  the  patient  or  with  the  insurance 
company  to  accept  the  schedule  of  fees  he  is 
not  bound. 

Much  other  discussion  was  heard  in  relation  to 
these  two  concepts.  It  is  the  opinion  of  your 
Reference  Committee  that  the  Report  of  the  Interim 
Study  Committee  on  Blue  Shield  as  contained  in 
the  Handbook,  as  amended  by  the  Board  of  Coun- 
cilors, which  is  as  follows: 

Delete  the  last  sentence  in  the  third  paragraph 
from  the  end  of  the  report  and  add: 

The  1969  Ad-Hoc  Insurance  Study  Committee 
Report  indicated  that  there  are  no  participating 
physicians  in  the  payment  in  full  agreement 
between  Blue  Shield  and  the  insured.  The  1969 
Report  makes  no  mention  of  the  hold  harmless 
clause  in  the  Blue  Shield  contract.  It  should 
be  understood  that  the  hold  harmless  clause 
refers  to  fees  that  exceed  the  usual  and  cus- 
tomary concept  and  does  not  categorize  them 
as  an  over  charge.  The  Peer  Review  mechanism 
is  the  one  body  designated  by  the  1969  Ad-Hoc 
Committee  Report  which  can  properly  assess 
whether  a fee  is  an  over  charge. 

Recommendation : 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends the  approval  of  the  Report  of  the  Interim 
Study  Committee  on  Blue  Shield  as  amended  and 
as  carried  in  the  Handbook. 

This  was  seconded  and  following  discussion,  it 
was  moved  to  adopt  this  section  of  the  Reference 
Committee  report.  This  was  approved  by  the  House. 

Mr.  Speaker,  I move  the  adoption  of  the  report  of 
your  Reference  Committee  #3  as  a whole  as  a- 
mended. 

This  was  seconded,  and  Dr.  Schenken  requested 
that  the  substitute  Resolution  #15  introduced  by  the 
Oklahoma  Delegation  at  the  1971  Clinical  Session  of 
the  AMA  House  of  Delegates  and  approved  by  that 
body,  be  incorporated  as  a part  of  the  Reference 
Committee  report.  This  resolution  reads  as  follows: 
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RESOLVED,  That,  since  the  cost  of  medical 
practice  is  now  substantially  the  same  in  many 
rural  and  urban  areas,  any  inequality  in  reim- 
bursement for  services  of  rural  physicians  based 
on  arbitrary  differentials  between  these  two 
areas  should  be  eliminated. 

A motion  was  made  to  accept  the  report  of  Ref- 
erence Committee  #3,  as  a whole  as  amended.  This 
was  approved  by  the  House. 

Respectfully  submitted, 

Fred  Rutt,  M.D.,  Chairman 
Arnold  Lempka,  M.D. 

Marvin  Holsclaw,  M.D. 

Dr.  Landgraf  stated  that  inasmuch  as  time  was 
short  for  this  session,  he  would  ask  that  the  rules 
be  suspended  to  defer  the  report  of  Reference 
Committee  #4  until  the  third  session  on  Wednesday. 
This  was  approved. 

Dr.  Wilson  moved  that  the  Insurance  Committee 
be  instructed  to  analyze  by  age  groups  all  mal- 
practice claims  filed  in  the  State  of  Nebraska  and 
to  ascertain  the  percentage  of  those  filed  against 
physicians  over  age  65.  Further,  the  House  should 
convey  its  concern  to  the  Insurance  Committee 
relative  to  the  possible  loss  of  malpractice  insur- 
ance for  Nebraska  physicians  over  the  age  of  65 
on  an  arbitrary  age  limitation.  The  Committee 
should  report  their  findings  at  the  Fall  Session  of 
the  House  of  Delegates.  This  was  approved  by  the 
House. 

There  being  no  further  business,  the  meeting 
was  adjourned. 

House  of  Delegates 

Third  Session 

The  third  session  of  the  House  of  Delegates  was 
held  May  3,  1972.  The  meeting  was  called  to  order 
by  the  Vice  Speaker,  Dr.  McFadden. 

The  call  for  a quorum  showed  that  50  delegates 
were  present,  and  the  House  was  declared  in  session. 

A motion  for  approval  of  the  minutes  of  the 
second  session  was  called  for,  and  these  were  ap- 
proved as  printed. 

Oral  reports  were  presented  by  the  following: 

Mrs.  Leland  Olson,  Immediate  Past  President, 
Woman’s  Auxiliary  to  N.M.A. 

Dr.  James  Sammons,  Member  of  Board  of 
Trustees  of  the  A.M.A.,  and  President  of  the 
Texas  Medical  Association 

Mrs.  J.  Whitney  Kelley,  Chairman  of  Woman’s 
Auxiliary  AMA-ERF 

Dr.  Ken  Shepard,  Sheppard  Airforce  Base,  who 
is  in  charge  of  the  Airforce  program  for 
physician’s  assistant 

Reports  from  the  remaining  Reference  Commit- 
tees were  called  for,  and  the  following  were 
presented: 

ADDENDUM  REPORT  OF  REFERENCE 
COMMITTEE  #1 

RESOLUTION  #7  - Lancaster  County  Medical 

Society 

This  resolution  reads  as  follows: 


WHEREAS,  under  the  rules  and  regulations 
of  the  Department  of  Health,  Education  and 
Welfare,  Paragraph  6131,  May  1971,  relating 
to  Medicare  Act,  “Charges  Imposed  by  Imme- 
diate Relative  of  the  Patient  or  Members  of 
his  Househould,”  provides: 

“A.  General.  Payment  may  not  be  made  under 
supplementary  medical  insurance  for  expenses 
which  constitute  charges  by  immediate  relative 
of  the  beneficiary  or  by  members  of  his  house- 
hold. The  intent  of  this  exclusion  is  to  bar 
Medicare  payment  for  personal  services  of  phy- 
sicians or  suppliers  which  would  ordinarily  be 
furnished  gratuitously  because  of  the  relation- 
ship of  the  beneficiary  to  the  person  imposing 
the  charge.  Payment  may  be  made,  however, 
for  reasonable  charges  imposed  on  such  indi- 
viduals by  a physician  or  supplier  to  recover 
out-of-pocket  expenses  he  has  incurred  in  fur- 
nishing covered  items  or  supplies,  e.g.,  expenses 
for  covered  drugs  and  biologicals,  prosthetic 
devices,  etc.  In  such  cases,  the  charge  may 
not  exceed  the  physician’s  or  supplier’s  actual 
out-of-pocket  costs.  Where  a carrier  receives 
a physician’s  bill,  it  may  assume,  in  the  absence 
of  evidence  to  the  contrary,  that  the  entire  bill 
was  for  personal  services.  Such  an  assumption 
would  not  be  proper,  of  course,  where  the  bill 
is  for  an  item  that  obviously  had  to  be  pur- 
chased by  the  supplier  or  physician. 

“B.  Services  of  Providers  and  Provider  - Based 
Physicians.  This  exclusion  applies  only  to  ser- 
vices reimbursed  on  a charge  basis  and  does 
not  apply  to  provider  services  and  to  the  ser- 
vices of  group  practice  prepayment  plans  which 
are  reimbursed  for  their  costs  rather  than 
charges.  Thus,  reimbursement  may  be  made 
for  covered  services  furnished  by  a provider  to 
an  owner  of  the  institution  or  to  an  immediate 
relative  of  an  owner,  or  a member  of  an  owner’s 
household. 

Reimbursement  may  not  be  made,  however,  for 
the  professional  component  of  services  of  pro- 
vider-based physicians  furnished  to  an  imme- 
diate relative  of  the  physician  or  to  a member 
of  the  physician’s  household. 

Since  the  personal  services  of  provider-based 
physicians  are  billed  on  a charge  basis,  they 
would  be  subject  to  this  exclusion  whether  the 
bill  is  submitted  by  the  physician  or  with  his 
authorization,  by  the  provider. 

“C.  Immediate  Relative.  The  following  de- 
grees of  relationship  are  included  within  the 
definition  of  ‘immediate  relative’:  (1)  husband 

and  wife;  (2)  natural  parent,  child,  and  sib- 
ling; (3)  adopted  child  and  adoptive  parent; 
(4)  stepparent,  stepchild,  stepbrother,  and  step- 
sister; (5)  father-in-law,  mother-in-law,  son- 
in-law,  daughter-in-law,  brother-in-law,  and  sis- 
ter-in-law; (6)  grandparent  and  grandchild. 

NOTE:  A brother-in-law  or  sister-in-law  re- 

lationship does  not  exist  between  a physician 
(or  supplier),  and  the  spouse  of  his  wife’s 
(husband’s)  brother  or  sister. 

“D.  Members  of  the  Patient’s  Household. 

These  are  persons  sharing  a common  abode 
with  the  patient  as  a part  of  a single  family 
unit,  including  those  related  by  blood,  marriage 
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or  adoption,  domestic  employees  and  others 
who  live  together  as  part  of  a single  family 
unit.  A mere  roomer  or  boarder  is  not  in- 
cluded.”; and 

WHEREAS,  under  NOTE  in  Paragraph  C 
above,  it  is  noted  that,  for  payment  purposes,  a 
brother-in-law  or  a sister-in-law  relationship 
does  not  exist  between  a physician  and  the 
spouse  of  his  wife’s  brother  or  sister,  such 
construction  leaves  a positive  inference  that 
such  relationship  does  exist  for  the  physician’s 
in-laws.  It  would  seem  that  this  is  a highly 
discriminatory  and  arbitrary  exclusion,  result- 
ing in  dictation  as  to  the  right  to  conduct  one’s 
business  as  he  sees  proper,  and,  in  effect  de- 
priving a medical  practitioner  of  property  with- 
out due  process  of  law.  Whether  to  charge 
in-laws  or  not  should  be  left  to  the  physician’s 
discretion  and  not  to  the  arbitrary  administra- 
tive decision  of  a third  party. 

BE  IT  THEREBY  RESOLVED,  that  the 
Nebraska  Medical  Association  exert  its  efforts 
through  its  delegates  to  the  American  Medical 
Association  to  have  this  construction  or  pro- 
vision deleted  or  removed  from  the  guidelines 
established  for  payment  purposes. 

Your  Reference  Committee  wishes  to  amend  this 
resolution  beginning  with  the  second  WHEREAS, 
to  read  as  follows: 

WHEREAS,  the  Federal  statute  excludes  pay- 
ment for  immediate  relatives  but  the  guidelines 
outlined  by  the  Secretary  of  HEW  defining 
immediate  relative  appears  to  be  unnecessarily 
broad  thus  disenfranchising  many  Medicare 
beneficiaries,  be  it  therefore 

RESOLVED,  that  the  N.M.A.  through  its 
Delegates  to  the  A.M.A.  exert  efforts  to  have 
the  definition  of  immediate  relative  as  defined 
under  the  rules  and  regulations  of  the  Depart- 
ment of  HEW,  Paragraph  6131,  May  1971, 
relating  to  the  Medicare  Act,  Public  Law  89-97, 
be  revised  to  include  only  husband  or  wife, 
natural  parent,  child  and  sibling,  adopted  child, 
adoptive  parent,  grandparent  and  grandchild. 

Recom  mendation : 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends approval  of  Resolution  #7  as  amended.  This 
was  seconded  and  discussion  followed. 

Dr.  Schenken  suggested  that  rather  than  wait 
until  the  June  meeting  of  the  A.M.A.,  there  probably 
should  be  direct  communication  to  the  A.M.A.  and 
that  they  in  turn  would  no  doubt  refer  it  to  legal 
counsel.  He  said  that  the  delegates  to  the  A.M.A. 
would  then  follow  up  to  see  what  type  of  informa- 
tion they  could  get. 

It  was  moved  that  the  Association  communicate 
directly  to  the  A.M.A.  as  suggested  and  that  the 
Resolution  #7  be  amended  accordingly.  This  was 
approved. 

Respectfully  submitted, 

C.  J.  Cornelius,  M.D.,  Chairman 
John  D.  Coe,  M.D. 

Warren  Bosley,  M.D. 


Report  of  Reference  Committee  #4 
COMMITTEE  ON  PHYSICIAN’S  ASSISTANT 

Recommendation : 

There  was  extensive  testimony  regarding  this 
report.  It  was  felt  that  the  stated  purpose  of  this 
N.M.A.  committee  be  modified  to  additionally  de- 
termine the  need  and  acceptability  of  such  an 
assistant  and  that  this  could  best  be  determined 
by  a state-wide  survey  of  physicians.  It  was  the 
feeling  of  the  committee  that  the  physician’s  assis- 
tant program  being  implemented  at  the  University 
of  Nebraska  Medical  Center  should  be  endorsed, 
provided  a continuing  Nebraska  Medical  Associa- 
tion committee  works  with  the  University  of 
Nebraska  Medical  Center  on  an  outgoing  basis  to 
establish  definite  guidelines  placing  the  individual 
physician’s  assistant’s  responsibility  under  the 
direct  supervision  of  a physician. 

Anticipating  a future  attempt  at  licensure,  it  was 
felt  that  a member  of  the  State  Examining  Board 
should  serve  on  this  committee.  Your  Reference 
Committee  agrees  with  the  A.M.A.  in  not  recom- 
mending that  physician’s  assistants  be  licensed. 
There  was  much  dissatisfaction  expressed  with 
physician’s  assistant  programs  in  general  and  the 
definition  of  the  physician’s  assistant  as  expressed 
in  the  committee’s  report.  The  Reference  Com- 
mittee feels  that  the  University  of  Nebraska  Medical 
School  should  be  commended  for  its  desire  to  work 
with  the  State  Association  with  the  physician’s 
assistant  program. 

Following  discussion,  this  was  approved  by  the 
House. 

PUBLIC  RELATIONS  COMMITTEE 

Recommendation : 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends approval  of  the  report  as  carried  in  the 
Handbook.  In  addition,  Dr.  Mason  commented  on 
what  the  Public  Relations  Firm  had  been  doing  the 
past  year.  The  Reference  Committee  wishes  to 
commend  the  Public  Relations  Program  in  general. 

This  was  approved  by  the  House. 

MENTAL  HEALTH  AND  MENTAL 
RETARDATION  COMMITTEE 

Recommendation : 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends the  approval  of  the  report  as  carried  in  the 
Handbook. 

This  was  approved  by  the  House. 

PUBLIC  HEALTH  COMMITTEE 

Recommendation : 

It  was  the  feeling  of  the  committee  that  there 
should  be  statewide  agreement  on  health  standards 
of  food  handlers  and  that  to  work  toward  this  end, 
the  Public  Health  Committee  should  work  with  the 
State  Health  Department  devising  a standard  form 
for  examination  of  food  handlers. 

This  was  approved  by  the  House. 

SUB-COMMITTEE  ON  ATHLETIC  INJURIES 

Recommendation : 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends the  approval  of  the  body  of  the  report  as 
carried  in  the  Handbook  and  encourages  upgrading 
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of  athletic  care  but  opposes  formal  certification  of 
athletic  trainers. 

This  was  seconded,  and  Dr.  Murphy,  Chairman 
of  this  committee,  moved  that  this  be  amended  by 
the  following  resolution: 

WHEREAS,  there  is  a need  to  provide  ade- 
quate medical  coverage  for  Nebraska  high 
school  athletes  in  the  prevention  and  treatment 
of  athletic  injuries,  and 

WHEREAS,  the  recognition  and  initial  treat- 
ment of  an  injury  can  be  critically  important, 
especially  in  the  absence  of  a physician,  and 

WHEREAS,  the  qualified  athletic  trainer  has 
been  recognized  nationally  as  being  of  assis- 
tance to  the  physician  in  the  prevention  and 
care  of  athletic  injuries,  therefore  be  it 

RESOLVED,  the  Nebraska  Medical  Associa- 
tion support  the  establishment  of  an  endorse- 
ment of  athletic  trainers  for  secondary  schools 
on  a teaching  certificate,  and  be  it 

FURTHER  RESOLVED,  the  endorsement  be 
submitted  to  the  State  Board  of  Education  for 
approval  and  implementation  in  the  established 
customary  manner. 

Following  discussion,  it  was  moved  that  this 
resolution  be  approved  and  that  this  report  be  ac- 
cepted as  amended.  This  was  approved  by  the 
House. 

RESOLUTION  #8  - Southwest  Nebraska 

Recommendation : 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends the  approval  of  this  resolution,  which  reads 
as  follows: 

WHEREAS,  the  Occupational  Safety  and 
Health  Act  affects  all  businesses  no  matter 
how  large  or  small,  and 

WHEREAS,  the  physician’s  office  falls  into 
the  restrictions  and  requirements,  and 

WHEREAS,  these  requirements  do  not  in- 
crease the  safety  and  health  of  our  employees; 
therefore,  be  it 

RESOLVED,  that  the  Nebraska  Medical 
Association  go  on  record  opposing  the  require- 
ments made  under  this  act  as  they  affect  phy- 
sicians’ offices;  and  be  it 

FURTHER  RESOLVED,  that  this  action  be 
forwarded  to  the  Nebraska  Congressional  Dele- 
gation and  the  A.M.A.  House  of  Delegates  for 
action  they  feel  appropriate. 

This  was  approved  by  the  House. 

RESOLUTION  #11  - Douglas-Sarpy  County 

Recommendation : 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends approval  of  this  resolution  which  reads  as 
follows: 

WHEREAS,  Accidental  injury  is  the  leading 
cause  of  disability  and  death  in  Americans  un- 
der the  age  of  forty;  and 

WHEREAS,  the  Nebraska  Medical  Associa- 
tion has  previously  (October  5,  1969,  at  Kear- 
ney, Nebraska)  endorsed  a program  of  devel- 
oping locally  coordinated  Emergency  Health 
Services;  and 


WHEREAS,  the  Nebraska  Medical  Associa- 
tion has,  through  its  Emergency  Medical  Ser- 
vices Committee,  provided  continued  leadership 
in  Emergency  Health  Services  planning;  there- 
fore be  it 

RESOLVED,  that  the  Nebraska  Medical 
Association  provide  leadership  in  the  develop- 
ment of  a statewide  Emergency  Health  Services 
plan  by  continuing  to  assist  in  the  development 
of  local  and  regional  Emergency  Health  Ser- 
vices plans  throughout  the  State  of  Nebraska; 
and  be  it 

FURTHER  RESOLVED,  that  the  Nebraska 
Medical  Association  again  request  that  each 
local  Medical  Society  appoint  a physician  or  a 
committee  to  coordinate  its  local  planning  ef- 
forts to  participate  with  the  Nebraska  Medical 
Association’s  Emergency  Medical  Services  Com- 
mittee in  the  development  of  the  statewide 
Emergency  Health  Services  Plan. 

This  was  approved  by  the  House. 

REQUESTS  FOR  LIFE  MEMBERSHIPS 

Recommendation : 

Mr.  Speaker,  your  Reference  Committee  approves 
the  granting  of  Life  Memberships  to  the  following: 

Dr.  Edwin  R.  Core,  Kimball;  Dr.  Earl  A.  Rogers, 
Elwood;  Dr.  M.  William  Barry,  Omaha;  Dr.  J. 
Dewey  Bisgard,  Omaha;  Dr.  B.  C.  Burns,  Sr., 
Omaha;  Dr.  Wm.  F.  Giles,  Omaha;  Dr.  Harry  H. 
McCarthy,  Omaha;  Dr.  Donald  J.  Wilson,  Omaha; 
Dr.  Paul  M.  Bancroft,  Lincoln;  Dr.  Harold  S.  Mor- 
gan, Lincoln;  Dr.  Arnold  I.  Webman,  Lincoln;  Dr. 
E.  S.  Wegner,  Lincoln;  Dr.  W.  E.  Wright,  Creighton; 
and  Dr.  Frank  Wanek,  Omaha. 

These  were  approved  by  the  House. 

Mr.  Speaker,  I move  the  adoption  of  the  report 
of  your  Reference  Committee  #4  as  a whole 
as  amended. 

This  was  approved  by  the  House. 

Respectfully  submitted, 

R.  C.  Weldon,  M.D.,  Chairman 
Richard  Cottingham,  M.D. 

Fred  Hathaway,  M.D. 

Dr.  McFadden  called  for  consideration  of  the 
minutes  of  the  second  session  of  the  Board  of 
Councilors,  and  special  attention  was  called  to  the 
following  portion  of  these  minutes: 

“The  Board  of  Councilors  heard  testimony  re- 
garding the  new  Blue  Cross-Blue  Shield  Plan  for 
Hospital  Utilization  Review  Committees.  This  plan, 
including  the  preface  and  illustrations,  is  20  pages 
in  length  and  contains  numerous  socio-economic, 
medical-legal  and  medical  ramifications.  It  applies 
to  all  regular  Blue  Cross,  Medicare  and  Federal 
Employee  Program  inpatient  claims.  This  pro- 
gram was  initiated  April  1,  1972,  without  the 

knowledge  or  approval  of  the  physicians  of  the 
State  of  Nebraska. 

“It  was  the  opinion  of  the  Board  of  Councilors 
that  this  plan  should  not  be  implemented  and  that 
this  opinion  be  communicated  to  every  Utilization 
Review  Committee  Chairman  in  the  State  of  Neb- 
raska. The  Board  requested  that  a cony  of  this 
Blue  Cross-Blue  Shield  plan  be  prepared  and  sent 
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to  each  delegate  and  alternate  delegate  for  his 
study. 

“The  Board  of  Councilors  further  requested  that 
this  report  be  brought  to  the  floor  of  the  House  of 
Delegates  of  the  N.M.A.  during  the  Fall  Session  of 
1972  for  assignment  to  a reference  committee  along 
with  any  delegate  resolutions  which  may  arise  as 
a result  of  consideration  of  this  matter.” 

Following  discussion,  the  report  of  the  Board 
of  Councilors  was  approved. 

The  report  of  the  Nominating  Committee  was 
called  for,  and  the  following  slate  of  officers  pre- 
sented by  this  Committee  was  unanimously  ap- 
proved by  the  House  of  Delegates: 

President-Elect  — Dr.  John  D.  Coe,  Omaha 

Delegate  to  the  A.M.A.  — Dr.  John  R. 

Schenken,  Omaha 

Alternate  Delegate  to  the  A.M.A.  — Dr.  R.  F. 

Sievers,  Blair 

Delegate,  North  Central  Conference  — Dr. 

Clarence  R.  Brott,  Beatrice 

Councilors: 

1st  District  — Dr.  Thomas  J.  Gurnett,  Omaha 

2nd  District  — Dr.  Louis  J.  Gogela,  Lincoln 

3rd  District — Dr.  H.  C.  Stewart,  Pawnee 
City 

4th  District  — Dr.  Robert  B.  Benthack, 
Wayne 

Dr.  Colon  said  he  would  like  to  see  the  Public 
Relations  Committee  put  an  emphasis  on  highway 
safety  in  their  press  releases  in  the  next  several 
weeks,  and  he  so  moved.  This  was  approved  by 
the  House. 

LB  1270,  the  renal  disease  bill  recently  passed  by 
the  Legislature  and  signed  by  the  Governor,  was 
discussed.  It  was  noted  that  the  Governor  has 
asked  the  Nebraska  Medical  Association  to  recom- 
mend two  members  for  the  Advisory  Committee, 
one  of  which  is  a physician  and  one  a hospital  ad- 
ministrator. Mr.  James  Canaday,  Administrator 
of  the  Bishop  Clarkson  Hospital  in  Omaha,  and 
Dr.  David  Bacon  of  Kearney  were  suggested  for 
consideration. 

There  was  discussion  as  to  whether  or  not  the 
Association  should  recommend  the  hospital  admin- 
istrator, or  if  this  should  be  done  by  the  Hospital 
Association.  Dr.  McWhorter  moved  that  the  recom- 
mendation of  these  two  individuals  be  referred  to 
the  Policy  Committee  for  implementation.  This 
was  approved  by  the  House. 

Dr.  Westbrook  made  a motion  that  the  House  of 
Delegates  endorse  the  University  of  Nebraska 
Medical  Center  in  its  attempt  to  get  the  physician’s 
assistant  program  off  the  ground  a little  earlier 
so  that  we  can  evaluate  it  better  and  endorse  them 
in  their  attempt  to  do  this  through  the  Airforce 
now  at  a considerable  tax  savings  to  the  taxpayers 
in  the  state.  This  was  approved  by  the  House. 

There  being  no  further  business,  the  House  was 
adjourned. 


Electrocardiogram  in  Chronic  Airways  Ob- 
struction; Role  of  Bronchitis  and  Emphy- 
sema — C.  L.  Schmock  et  al  (4200  E 
Ninth  Ave,  Denver  80220).  Chest  60:335- 
340  (Oct)  1971. 

This  study  was  done  to  determine  if  there 
was  any  significant  difference  in  the  ECG 
in  those  patients  with  chronic  airway  ob- 
struction who  had  relatively  pure  bronchitis 
or  emphysema  at  postmortem  examination. 
Utilizing  the  present  standard  ECG  criteria 
for  right  ventricular  hypertrophy  plus  new 
criteria  the  authors  developed  in  a previous 
report,  ECGs  of  8 patients  who  had  relative- 
ly pure  bronchitis  and  17  who  had  relative- 
ly pure  chronic  emphysema  were  reviewed 
for  differentiating  criteria.  The  most  sig- 
nificant difference  between  ECGs  in  the  two 
groups  was  the  presence  of  P-pulmonale  in 
13  of  17  patients  with  emphysema.  It  was 
not  found  in  any  of  the  patients  with  bron- 
chitis. Two  other  suggestive  differences 
were  a greater  degree  of  counterclockwise 
posterior  rotation  of  the  horizontal  QRS  vec- 
tor and  a greater  clockwise  rightward  rota- 
tion (beyond  90°)  of  the  frontal  QRS  vec- 
tor in  the  emphysema  group. 


Carcinoma  of  Common  Bile  Duct  — A.  P. 
Klippel  (4960  Audubon  Ave,  St.  Louis 
63110)  and  R.  B.  Shaw.  Arch  Surg  104: 
102-103  (Jan)  1972. 

In  a 20-year  period,  from  1949  through 
1969,  a total  of  32  cases  of  carcinoma  of  the 
common  bile  duct  were  treated  on  the  surgical 
service  at  Barnes  Hospital  in  St.  Louis.  Two 
cases  were  lost  to  follow  up.  The  results  of 
conservative  surgery  were  very  poor.  Those 
patients  who  had  a biopsy  only  died  usually 
within  a month  following  the  procedure.  The 
17  patients  treated  by  T-tube  decompression 
(excluding  those  who  died  in  the  immediate 
postoperative  period)  survived  an  average 
of  13.5  months  (excluding  the  hospital 
deaths).  The  one  patient  with  a definitive 
resection  is  still  alive,  with  no  evidence  of 
disease  31  months  postoperatively.  A more 
aggressive  approach  to  this  disease  should 
be  undertaken  in  view  of  the  poor  results 
that  have  been  obtained  with  lesser  proce- 
dures. 
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Anti-reticulin  Antibodies  in  Childhood  Celiac 
Disease  — P.  P.  Seach  et  al  (L.  Fry,  St. 
Mary’s  Hospital,  London).  Lancet  2:681- 
682  (Sept  25)  1971. 

Nineteen  patients  with  childhood  celiac  dis- 
ease and  28  controls  have  been  investigated 
for  the  presence  of  antireticulun  antibody. 
The  antibody  was  found  in  14  of  the  19 
patients  with  celiac  disease.  Ten  of  these  19 
were  on  a normal  diet  and  in  nine  of  these 
ten  the  antibody  was  found;  in  the  nine  pa- 
tients on  a gluten-free  diet,  the  antibody  was 
found  in  five.  The  anti-reticulun  antibody 
is  apparently  specific  for  celiac  disease  and 
may  be  of  help  in  the  diagnosis. 

Hyperbaric  Treatment  of  Pressure  Sores  — 
A.  M.  Rosenthal  and  A.  Schurman  (1401 
S California  Blvd,  Chicago  60608).  Arch 
Phys  Med  Rehabil  52:413-415  (Sept)  1971. 

Eighteen  patients  with  38  pressure  ulcers 
were  exposed  to  a hyperbaric  environment. 
Twenty-two  of  these  ulcers  healed  and  five 
others  were  reduced  to  one  half  or  less  of 
their  pretreatment  diameter.  The  average 
number  of  treatments  required  for  healing 
to  occur  was  37.  Of  the  total  study  group 
of  38  ulcers  only  11  required  surgery  for 
closure.  Hyperbaric  treatment  effectively 
reduces  healing  time  for  the  majority  of 
these  ulcers. 

Vibration  of  Cervix  to  Expedite  First  Stage 
of  Labor  — H.  A.  Brant  and  G.  C.  L. 
Lachelin  (Univ  College  Hosp  Medical 
School,  London).  Lancet  2:686-688  (Sept 
25)  1971. 

Vibration  of  the  cervix  has  been  used  to 
expedite  the  first  stage  of  labor  by  increas- 
ing cervical  dilatation  of  4 to  5 cm  to  8 to 
9 cm,  thus  allowing  immediate  vaginal  de- 
livery in  suitable  cases.  The  use  of  the 
technique  in  20  nulliparous  patients  (15  with 
prolonged  labor,  2 with  incoordinate  uter- 
ine action,  2 with  fetal  distress,  and  1 other) 
is  described.  It  provided  an  alternative  to 
cesarean  section  in  several  of  these  patients. 

Absence  of  Respiratory  Distress  Syndrome 
in  Premature  Infants  of  Heroin-Addicted 
Mothers  — L.  Glass,  B.  K.  Rajegowda  and 


H.  E.  Evans  (136th  St  and  Lennox  Ave, 
New  York  10037).  Lancet  2:685-686 
(Sept  25)  1971. 

The  frequency  of  the  respiratory  distress 
syndrome  (RDS)  increased  progressively 
with  decreasing  gestational  age  in  prema- 
ture infants  wThose  mothers  were  not  addict- 
ed to  heroin.  No  cases  of  RDS  were  noted 
among  33  premature  infants  born  to  heroin- 
addicted  mothers.  The  apparent  absence  of 
RDS  in  this  group  of  infants  cannot  be  ex- 
plained. 

Surgical  Treatment  of  Pancreatic  Trauma  — 
G.  F.  Sheldon,  L.  H.  Conn,  and  F.  W. 
Blaisdell  (San  Francisco  General  Hosp,  San 
Francisco  94110).  J Trauma  10:795-800 
(Sept)  1970. 

Of  59  patients  with  traumatic  injuries  to 
the  pancreas,  36  injuries  were  caused  by 
penetrating  trauma  and  23  by  blunt  trauma. 
Only  12  patients  had  injuries  limited  to  the 
pancreas,  while  47  had  associated  intra-ab- 
dominal injuries.  Treatment  varied  from 
conservative  therapy  in  several  patients  with 
mild  traumatic  pancreatitis  to  95%  pancrea- 
tectomy for  total  disruption  of  the  pancreas. 
The  mortality  rate  was  27%  and  was  di- 
rectly related  to  the  extent  of  associated  or- 
gan damage.  Ten  of  the  16  patients  who  died 
had  injuries  of  other  organ  systems  as  well. 
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LOCUM  TENNENS  AVAILABLE  — A 
1965  graduate  of  the  University  of  Nebraska 
who  is  fully  licensed  in  Nebraska  and  South 
Dakota  desires  temporary  duty  with  a goal 
of  permanent  location  in  partnership  or  group. 
Five  years  of  general  practice  experience. 
Excellent  references  available.  Contact  Box 
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CLINIC  AVAILABLE  — General  practice 
in  furnished  clinic.  County  seat  town,  SW 
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territory.  Write  Box  8,  Beaver  City,  Nebraska. 

IMMEDIATE  OPENING  — For  OB-Gyn, 
Internal  Medicine,  and  Orthopedic  specialties 
to  establish  successful  practice  with  14-man 
multi-specialty  group.  Excellent  group  bene- 
fits; pension  plan;  modern  clinic  facilities; 
progressive  community  with  excellent  educa- 
tional system  including  two  colleges;  city 
population  35,000;  good  recreational  facilities; 
each  specialty  must  be  board  eligible  or  cer- 
tified; young  man  with  military  obligation  com- 
pleted. Contact:  Business  Manager,  The 

Manitowoc  Clinic,  601  Reed  Avenue,  Manito- 
woc, Wisconsin  54220. 
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Professor-in-residence 

A Professor  - in  - Residence  program  de- 
signed to  bring  teaching  and  consulting  as- 
sistance in  pulmonary  medicine  to  commun- 
ity hospitals  and  to  medical  schools  without 
pulmonary  departments  has  been  established 
by  the  American  College  of  Chest  Physicians, 
Chicago. 

The  new  program  will  be  administered  by 
the  College’s  Committee  on  Postgraduate 
Medical  Education.  Pulmonary  specialists 
will  be  invited  by  the  committee  to  act  as 
teacher/consultants  for  two  and  three-day 
“residencies”  at  participating  institutions. 

The  visiting  professors  will  furnish  writ- 
ten reports  upon  completion  of  individual 
sessions.  Upon  request  each  professor  will 
also  evaluate  respiratory  care  facilities  in 
the  institution. 

Medical  schools  and  community  hospitals 
interested  in  participating  in  the  Professor- 
in-Residence  program  should  write  to : 
American  College  of  Chest  Physicians,  De- 
partment of  Continuing  Education,  112  E. 
Chestnut  Street,  Chicago,  Illinois  60611. 


Coronaries 

“Coronary  Artery  Disease,  1972”  will  be 
the  first  of  11  postgraduate  programs  co- 
sponsored during  the  1972-1973  academic 
year  by  the  American  College  of  Chest  Phy- 
sicians, Chicago.  The  program  will  be  held 
September  21-23  at  the  Page  and  Wm.  Black 
Postgraduate  School  of  Mt.  Sinai  School  of 
Medicine,  New  York  City,  and  will  be  direct- 
ed by  Leslie  Kuhn,  M.D.,  and  Arthur  M. 
Master,  M.D. 

Registration  and  fee  information  on  each 
of  the  courses  may  be  obtained  from : Amer- 
ican College  of  Chest  Physicians,  Depart- 
ment of  Continuing  Education,  112  East 
Chestnut  Street,  Chicago,  Illinois  60611. 
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ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

Manuscripts  to  be  presented  for  publication  in  the 
JOURNAL  should  be  typewritten,  double  - spaced,  on  one 
side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
letter  sized  (8%  by  11  in.)  white  paper.  Wide  margins 
(at  least  1 % in.  on  left)  should  be  left  free  of  typing. 
On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 
consecutively,  the  page  number  being  shown  in  the  right 
upper  comer  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations 
shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  the  author’s  name,  its  number  and  an  indi- 
cation of  its  “top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent 
directly  to  the  Editor  at  the  Journal’s  address. 

Letters  to  the  Editor  submitted  for  publication  should  be 
prepared  as  above,  and  must  carry  the  notation:  To  be 

Published. 

Reprints  should  be  ordered  from  the  printer,  NEWS 
Printing  Company,  Norfolk,  Nebr.  68701. 
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What  it  means 
to  live  and  work  in 
Tipton  County, 
Tennessee 

Persons  who  are  white  and 
over  40  have  one  chance  in  four 
of  having  solar  keratoses... 
which  may  be  premalignant 

An  epidemiologic  study*  conducted  in  Tipton  County,  Ten- 
nessee, revealed  that  28.5  % of  white  persons  over  40  had  solar 
keratoses;  most  had  multiple  lesions.  Cluster  sampling  projected 
an  estimated  prevalence  of  32.5  % for  white  males  and  19.5  % 
for  white  females. 

Though  this  is  an  unusually  high  percentage  of  affected  persons, 
these  lesions  can  occur  in  any  white  population,  wherever  people 
work  or  play  out  of  doors. 

Prevalence  of  solar  keratoses  in  white  persons 
over  40  in  Tipton  County,  Tennessee 


□ Persons  without  soiar  keratoses  H Persons  with  solar  keratoses 


*Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


Solar,  actinic,  senile  keratoses 

Called  by  many  names,  the  typical  lesion  is  flat 
or  slightly  elevated,  brownish  or  reddish  in 
color,  papular,  dry,  adherent,  rough,  sharply 
defined;  usually  multiple  lesions,  chiefly  on 
exposed  portions  of  the  skin. 

Sequence/selectivity  erf  response 

Erythema  in  areas  of  lesions  may  begin  after 
several  days  of  therapy;  height  of  reaction 
(only  in  affected  areas)*  usually  occurs  within 
two  weeks,  declining  after  discontinuation  of 
therapy.  Since  this  response  is  so  predictable, 
lesions  that  do  not  respond  should  be  biopsied 
to  rule  out  the  presence  of  a frank  neoplasm. 

Cosmetic  results 

Cosmetic  results  are  highly  favorable.  Inci- 
dence of  scarring  is  low— important  with  multi- 
ple facial  lesions.  Efudex  should  be  applied 
with  care  near  the  eyes,  nose  and  mouth. 

5%  cream-a  Roche  exclusive 

Only  Roche  formulates  the  5 % cream . . . 
high  in  patient  acceptability . . . high  in  clinical 
efficacy,  especially  for  lesions  of  hands  and 
forearms . . . economical. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  inflamma- 
tory reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately. 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burning  atapplication  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also  reported— insomnia, 
stomatitis,  suppuration,  scaling,  swelling,  irritability,  medic- 
inal taste,  photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a weight/ weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a vanish- 
ing cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 

an  alternative  to 
conventional  therapy 

Efudex 

(fluorouracil) 

cream/solution 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 
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"YEARS  OF 
DEPENDABLE 
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- COLLECTIONS  - 
Retail  U*  Professional 
l ^ Claims 

Hospitals  Physicians 
U*  Dentists 

State  Licensed  and  Bonded 
"FOR  INFORMATION  CALL" 

OMAHA  OFFICE 

340  KEELINE  BUILDING 
PHONE  342-6104 

LINCOLN  OFFICE 

820  LINCOLN  BENEFIT  LIFE  BUILDING 
PHONE  475-6744 


Certification  for  Assistants 

A new  national  project  leading  to  the  cer- 
tification of  physicians’  assistants  is  being 
undertaken  by  the  American  Medical  Asso- 
ciation and  the  National  Board  of  Medical 
Examiners. 

The  announcement  was  made  jointly  by 
Max  H.  Parrott,  M.D.,  Chairman  of  the 
American  Medical  Association’s  Board  of 
Trustees  and  John  P.  Hubbard,  M.D.,  Presi- 
dent of  the  National  Board. 

The  objective  of  the  project  is  to  deter- 
mine the  best  way  of  developing  nationally 
validated  certifying  examinations  that  will 
ensure  the  orderly  development  of  the  con- 
cept of  the  assistant  to  the  primary  care 
physician. 

A physician’s  assistant  is  a skilled  person 
qualified  by  academic  and  practical  training 
to  provide  patient  services  under  the  super- 
vision and  direction  of  a licensed  physician 
who  is  responsible  for  the  performance  of 
that  assistant. 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 

Roger  Tusken,  Exec.  Dir. 

Volker  Blvd.  at  Brookside,  Kansas  City,  Mo.  64112 

American  Academy  of  Pediatrics 

Stanley  L.  Harrison,  M.D.,  Secy. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 

American  College  of  Legal  Medicine 

Miss  Betty  Hanna,  Exec.  Sec. 

1340  N.  Astor,  Chicago,  Illinois  60610 

American  College  of  Obstetricians  & Gynecologists 

Michael  Newton,  M.D.,  Dir. 

79  West  Monroe  Street,  Chicago,  Illinois  60603 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Vice  Pres. 
4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 

American  College  of  Radiology 

William  C.  Stronach,  L.L.B.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60606 

American  College  of  Surgeons 
Dr.  C.  Rollins  Hanlon,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 

American  Diabetes  Association 

Mr.  J.  Richard  Connelly,  Exec.  Dir. 

18  East  48th  St.,  New  York,  New  York  10017 

American  Heart  Association 
James  M.  Hundley,  M.D.,  Exec.  Dir. 

44  East  23rd  St.,  New  York,  New  York  10010 

National  Hemophilia  Foundation 
25  West  39th  Street,  New  York,  New  York  10018 


American  Hospital  Association 

Edwin  L.  Crosby,  M.D.,  Exec.  Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 

American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hwy.,  Park  Ridge,  Illinois  60068 

American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

525  The  Hearst  Building,  Third  at  Market  St., 

San  Francisco,  California  94103 

American  Society  of  Clinical  Pathologists 

George  F.  Stevenson,  M.D.,  Exec.  Vice  Pres. 

2100  W.  Harrison  St.,  Chicago,  Illinois  60612 

American  Medical  Association 

Ernest  B.  Howard,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 

American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  North  Carles  St.,  Baltimore,  Maryland  21201 

The  Arthritis  Foundation 

Mr.  Daniel  E.  Button,  Executive  Director 
1212  Ave.  of  the  Americas,  New  York,  N.Y.  10036 

International  College  of  Surgeons 
Virgil  T.  DeVault,  Int.  Exec.  Sec. 

1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 

National  Multiple  Sclerosis  Society 

257  Park  Avenue  South 
New  York,  New  York  10010 

Radiological  Society  of  North  America 

Maurice  D.  Frazer,  M.D.,  Sec. 

713  East  Genesee  St.,  Syracuse,  New  York  13210 

Vocational  Rehabilitation  Administration 

Edward  Newman,  Commissioner 

330  Independence  Ave.,  S.W.,  Washington, 

D.C.  20201 
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Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  435-2105 


DONLEY  MEDICAL 

SUPPLY  COMPANY 

2425  "O"  St.,  Lincoln,  Nebraska  68510 


AUTHORIZED  CONTRACT  AGENT 


Our  Medical  Schools  . . . 

Scholarship  fund  at  U of  N 

A memorial  scholarship  fund  of  $6,000  in 
honor  of  Dr.  Herbert  P.  Jacobi,  faculty  mem- 
ber of  the  University  of  Nebraska’s  Medical 
Center  for  30  years,  has  been  established  at 
the  University  Foundation. 

An  initial  donation  of  $5,000  was  given 
by  Louis  Jacobi  and  Mrs.  Elsa  Graap,  both 
of  West  Allis,  Wisconsin,  the  father  and  sis- 
ter of  Dr.  Jacobi.  The  additional  gifts  were 
given  by  friends  and  colleagues  of  Dr.  Ja- 
cobi. 

Income  from  the  endowed  fund  will  sup- 
port an  annual  scholarship  for  a medical  or 
biochemistry  graduate  student  enrolled  at 
the  NU  College  of  Medicine.  The  principal 
requirement  for  the  award  will  be  “a  scho- 
lastic record  of  academic  excellence.” 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 

liotaciilin 

(ampicillin  trihydrate) 

'capsules  equivalent  to  250  mg.  and  500  mg. 

ampicillin,  for  oral  suspension  equivalent 
to  125  mg./5  cc.  and  250  mg./5  cc.  ampicillin. 
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Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 


It’s  about  time 
somebody  told 
the  true  story  of 
the  American  Doctor 


You’d  agree  1 00%  on  that.  There  have  been  too  many  of  the 
other  kind  of  story. 

You  know  that  the  vast  majority  of  American  doctors  are 
honest,  hardworking,  skilled  and  dedicated  human  beings 
who  have  the  interests  of  their  patients  at  heart. 

That’s  exactly  what  the  AMA  is  trying  to  make  the  public 
aware  of. 


One  of  the  many  ways  the  AMA  is  doing  it  is  through  its 
special  communications  program. 

Perhaps  you’ve  seen  pages  in  newspapers  and  national 
magazines  signed  “America’s  Doctors  of  Medicine.”  They’re 
part  of  this  program.  It  tells  the  true  story  of  what  it  takes  to 
become  a doctor.  The  ways  American  medicine  has  improved 
the  public’s  health.  And  to  express  the  profession’s  concern 
about  health  by  providing  information  which  will  help  every 
American  lead  a healthier  life. 

We’re  telling  this  story  for  you,  the  American  doctor.  If  we 
are  to  continue  to  represent  you  effectively,  we  need 
your  support. 

Find  out  more  about  what  the  AMA  does  for  you  and  the 
public.  Send  for  the  pamphlet,  “The  AMA  and  the  American 
Doctor:  Sharing  a Common  Goal.”  Write:  Dept.  DW,  at  the 
address  below. 

JOIN  US. 

WE  CAN  DO  MUCH  MORE  TOGETHER. 

American  Medical  Association 

535  North  Dearborn  Street/Chicago,  Illinois  6061 0 


PRIVATE  PRACTICES 

$40,000  minimum  collections  guaranteed 
first  year,  payable  monthly.  Not  a loan. 
Need  general  practitioners,  internists,  OB/ 
GYNs,  anesthesiologists,  and  orthopedists 
in  many  states.  Practices  available  for 
1972-73-74.  Not  an  employment  agency. 
No  cost  to  physician  to  investigate  prac- 
tice. 

Write  or  call  . . . 

SANFORD  SMITH 
Director  of  Physician  Planning, 
Hospital  Affiliates,  Incorporated 
P.  O.  Box  9836 
Houston,  Texas  77015 
(713-453-6324) 


Our  Medical  Schools  . . . 

Dr.  Booth  honored 

Dr.  Richard  Booth,  Associate  Dean  of 
Creighton’s  School  of  Medicine  and  Medical 
Services  Director  of  Saint  Joseph  Hospital, 
is  one  of  six  Nebraskans  to  receive  Outstand- 
ing Volunteer  of  the  Year  Awards  from  the 
Nebraska  Heart  Association. 

Creighton  residency  approved 

Dr.  Claude  Organ  has  received  notifica- 
tion that  Creighton’s  surgery  residency  pro- 
gram has  the  continued  approval  of  the  Con- 
ference Committee  on  Graduate  Education 
in  Surgery.  The  program  has  authorized 
sixteen  residents,  six  at  the  first-year  level, 
four  at  the  second-year  level  and  three  at 
each  of  the  other  levels. 

Dr.  Kenney  leads  alumni  group 

Dr.  N.  Patrick  Kenney,  Chairman  of  the 
Department  of  Radiology  at  Creighton  Uni- 
versity and  Saint  Joseph  Hospital,  is  the 
newly  elected  President  of  Creighton’s 
Alumni  Council. 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 

Pyopen 

(disodium  carbenicillin) 

‘vials  for  injection  equivalent  to  1 gm. 
and  5 gm.  of  carbenicillin. 
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Beecham- Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol.  Tennessee  37620 


ORGANIZATIONS,  STATE  = 

Alcoholics  Anonymous 

Lincoln  Center  Bldg.,  Lincoln  68508 
American  Red  Cross 

1701  "E”  St.,  Lincoln  68508 
The  Arthritis  Foundation,  Nebraska  Chapter 
Gilbert  Sanders,  Executive  Director 
904  South  75th  Street,  Omaha  68114 
Cerebral  Palsy  Association  of  Nebraska 
Joy  Piper,  Executive  Director 
4665  Leavenworth,  Omaha  68106 
Creighton  University  School  of  Medicine 
Joseph  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68131 
International  College  of  Surgeons 
Joseph  J.  Borghoff,  M.D.,  Regent  for  Nebraska 
7906  Dodge  Street,  Omaha  68114 
Multiple  Sclerosis  Society 

Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln  68522 
Muscular  Dystrophy  Assn,  of  America 
Robert  Fitzgerald,  District  Director 
6054  Ames  Ave.,  Omaha  68104 
National  Cystic  Fibrosis  Research  Foundation, 
Nebraska  Chapter 

Mark  Dorsey,  Executive  Director 
636  Medical  Arts  Bldg.,  Omaha  68102 
National  Foundation,  Inc.  (March  of  Dimes) 

Dick  Rumbolz,  1620  “M”  St.,  Lincoln  68508 
Nebraska  Academy  of  Ophthalmology 
Frank  L.  Eagle,  M.D.,  President 
8300  Dodge,  Omaha,  Nebraska  68114 
Nebraska  Academy  of  Otolaryngology 
William  Carter,  M.D.,  Secretary 
234  Doctors  Building,  Omaha  68131 
Nebraska  Association  of  Medical  Assistants 
Mrs.  Barbara  Powell,  President 
5700  Francis,  Lincoln  68505 
Nebraska  Association  of  Pathologists 
Robert  L.  Kruger,  M.D.,  Sec’y-Treas. 

1603  So.  79th  Ave.,  Omaha  68124 
Nebraska  Blue  Cross  - Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
72nd  and  Mercy  Road,  Omaha  68124 

Nebraska  Chapter 

American  Academy  of  Family  Physicians 
William  De  Roin,  M.D.,  Secy. 

8258  Hascall  St.,  Omaha  68124 

Nebraska  Chapter 

American  Academy  of  Pediatrics 

H.  E.  Wallace,  M.D.,  State  Chairman 
5145  “O”  St.,  Lincoln  68510 
James  Wax,  M.D.,  Sec’y-Treas. 

118  So.  88th,  Omaha  68114 

Nebraska  Chapter 

American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  M.D.,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha  68131 

Nebraska  Chapter,  American  College  of  Radiology 
Dr.  John  T.  McGreer,  III,  Secretary-Treasurer 
2300  South  16th  Street,  Lincoln 

Nebraska  Chapter 
American  College  of  Surgeons 

John  C.  Clyne,  M.D.,  Sec’y-Treas. 

130  Lakewood  Dr.,  Lincoln  68510 

Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 

Nebraska  Diabetes  Association,  Inc. 

Mrs.  E.  H.  Reitan,  Executive  Secy. 

2305  South  10th  St.,  Omaha  68108 

Nebraska  Dietetic  Association 
Celia  Ludwickson,  R.D.,  President 
2300  South  16th,  Lincoln  General  Hospital, 
Lincoln  68502 


Nebraska  Division  American  Cancer  Society 
Peter  J.  Zwier,  Executive  Vice  President 
4201  Dodge,  Omaha  68131 
Nebraska  Epilepsy  League,  Inc. 

Box  6412,  Elmwood  Station,  Omaha  68106 
Nebraska  Heart  Association 

Mrs.  Martha  Robertson,  Exec.  Director 
3624  Farnam  Street,  Omaha  68131 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln  68508 
Nebraska  Medical  Association 
Ken  Neff,  Executive  Secretary 
1902  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
307  Baird  Bldg.,  Omaha  68102 
Nebraska  Nursing  Home  Association 

Eugene  J.  Thompson,  Executive  Secretary 
3180  “O”  Street,  Lincoln  68510 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

602  South  44th  Avenue,  Omaha  68105 
Nebraska  Public  Health  Association 
H.  E.  McConnell,  Dr.  P.H.,  President 
State  Health  Dept.,  Lincoln  68509 
Nebraska  Regional  Medical  Program 

530  South  13th  Street,  Lincoln,  Nebraska  68508 
Nebraska  Rheumatism  Association 
Dr.  Arthur  Weave)',  President 
Lincoln,  Nebraska 

Nebraska  Society  for  Crippled  Children 
3815  Dewey  Avenue,  Omaha  68105 
Nebraska  Society  for  Internal  Medicine 
Charles  M.  Root,  M.D.,  F.A.C.P.,  President 
3610  Dodge  St.,  Omaha  68131 
Nebraska  Society  of  Anesthesiologists 
Dean  Watland,  M.D.,  President 
8601  W.  Dodge  Road,  Omaha  68114 
Nebraska  Society  of  Medical  Technologists 
Marilyn  Crane,  President 
4019  Nicholas,  Omaha  68131 
Nebraska  State  Department  of  Health 
Henry  Smith,  M.D.,  Director 
State  Capitol  Bldg.,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Willis  H.  Taylor,  Jr.,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  68131 
Nebraska  State  Orthopedic  Society 
Harold  Horn,  M.D.,  Secretary 
3145  “O”  Street,  Lincoln  68510 
Nebraska,  South  Dakota,  North  Dakota  District 
Branch  of  the  American  Psychiatric  Association 
Harry  C.  Henderson,  M.D.,  President 
105  South  49th  St.,  Omaha  68132 
Nebraska  Tuberculosis  & Respiratory  Disease  Assn. 
Delmer  Serafy,  Executive  Secretary 
406  W.O.W.  Building,  Omaha  68102 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  M.D.,  Sec’y-Treasurer 
903  Sharp  Building,  Lincoln  68508 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings  68901 
Omaha  Mid- West  Clinical  Society 

Mary  E.  Pilloud,  Executive  Secretary 
1040  Medical  Arts  Building,  Omaha  68102 
POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha  68105 
Rehabilitation  Service  Division 

Fred  A.  Novak,  Assistant  Commissioner 
1701  So.  17th  St.,  Lincoln  68502 
University  of  Nebraska  College  of  Medicine 
Cecil  L.  Wittson,  M.D.,  President 
42nd  and  Dewey,  Omaha  68105 


16-A 


Notify  The  Journal  of  Any  Changes  Concerning  Your  Organization. 


“You’ve  got  the  same  thing  my  mother  had 
— God  rest  her  soul.” 


CLINICAL  DIRECTOR 
of 

EMERGENCY  SERVICE 

Physician's  professional  association  has 
an  excellent  position  available  for  Clinical 
Director  of  Emergency  Services  in  an  ex- 
panding 650  bed  multi-hospital  complex 
having  residency  affiliations  with  the  Uni- 
versity of  Kansas  Medical  Center. 

Duties  will  include  assuming  responsi- 
bilities of  supervising  other  EMR  physicians 
and  providing  leadership  in  the  areas  of 
hospital  emergency  room  and  community 
medical  policies  and  procedures. 

Location  is  in  a progressive  capitol  with 
a population  in  excess  of  130,000  having 
nationally  prominent  psychiatric  training 
and  clinical  facilities  and  excellent  public 
and  professional  schools  available. 

Competitive  salary  and  fringe  benefits. 

Send  curriculum  vitae  to: 

Executive  Director 
Emergency  Service  Prof.  Assn. 

P.  O.  Box  1812 
Topeka,  Kansas  66601 


Councilor  Districts  and  Counties 

First  District:  Councilor:  Thomas 

J.  Gurnett,  Omaha.  Counties : 
Douglas,  Sarpy. 

Second  District : Councilor : Louis 

J.  Gogela,  Lincoln.  Counties : 
Lancaster,  Otoe,  Cass. 

Third  District:  Councilor:  H.  C. 

Stewart,  Pawnee  City.  Counties  : 
Gage,  Johnson,  Nemaha,  Pawnee, 
Richardson. 

Fourth  District:  Councilor:  Rob- 

ert B.  Benthack,  Wayne.  Coun- 
ties : Knox,  Cedar,  Dixon,  Dakota, 
Antelope,  Pierce,  Thurston,  Madi- 
son. Stanton,  Cuming,  Wayne. 

Fifth  District:  Councilor:  Robert 

Sorenson,  Fremont.  Counties: 
Burt,  Washington,  Dodge,  Platte, 
Colfax,  Boone,  Nance.  Merrick. 

Sixth  District:  Councilor:  Houtz 

Steenburg,  Aurora.  Counties : 
Saunders,  Butler,  Polk,  Seward, 
York,  Hamilton. 

Seventh  District:  Councilor:  Lyle 

Nelson.  Crete.  Counties : Saline, 
Clay,  Fillmore,  Nuckolls,  Thayer, 
Jefferson. 

Eighth  District:  Councilor:  Robert 
Waters,  O’Neill.  Counties:  Cher- 
ry, Keyapaha,  Brown,  Rock,  Holt, 
Sheridan,  Boyd. 

Ninth  District:  Councilor:  Hiram 

Walker,  Kearney.  Counties : Hall, 

Custer,  Valley,  Greeley,  Sher- 

man, Howard,  Dawson,  Buffalo, 
Grant,  Hooker,  Thomas,  Blaine, 
Wheeler,  Loup,  Garfield. 

Tenth  District:  Councilor:  Charles 

W.  Landgraf,  Jr.,  Hastings. 
Counties : Gosper,  Phelps,  Adams, 
Furnas,  Harlan,  Webster,  Kear- 
ney, Red  Willow,  Chase,  Frontier, 

Dundy,  Hitchcock. 

Eleventh  District:  Councilor:  Bruce 
F.  Claussen,  North  Platte.  Coun- 
ties : Lincoln,  Perkins,  Keith,  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  A.  J. 
Alderman,  Chadron.  Counties: 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyenne,  Sioux, 
Dawes. 


NEBRASKA  MEDICAL  ASSOCIATION 
Council  Districts  and  Component  County  Medical  Societies 


COMPONENT  COUNTY  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


Adams 

Antelope-Pierce 

Boone 

Box  Butte 

Buffalo 

Cass 

Cheyenne-Kimball-Deuel. 

Cuming 

Custer 

Dawson 

Dodge 

Five  County 

Four  County 

Gage 

Garden-Keith-Perkins 

Hall 

Hamilton 

Holt  & Northwest 

Howard 

Jefferson 

Knox 

Lancaster 

Lincoln 

Madison 

N.W.  Nebraska 

Omaha-Douglas 

Otoe 

Phelps 

Platte-Loup  Valley 

Saline 

Saunders 

Scotts  Bluff 

Seward 

S.E.  Nebraska 

S.W.  Nebraska 

South  Central  Nebraska. 

Washington-Burt 

York-Polk 


Donovan  B.  Foote,  Jr.,  Hastings_.George  L.  Welch,  Hastings 

R.  E.  Kopp,  Plain  view D.  F.  Johnson,  Jr.,  Osmond 

Roy  Smith,  Albion Wm.  D.  Reardon,  St.  Edward 

.Raymond  H.  Olson,  Alliance F.  P.  Sucgang,  Alliance 

K.  W.  Ellis,  Kearney Gerald  Morris,  Kearney 

R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp,  Elmwood 

Lloyd  O’Holleran,  Sidney Richard  Forsman,  Kimball 

Robert  Scherer,  West  Point Thomas  R.  Tibbels,  West  Point 

M.  L.  Chaloupka,  Callaway JLoren  Jacobsen,  Broken  Bow 

Wayne  K.  Weston,  Lexington Wm.  B.  Elfeldt,  Lexington 

W.  H.  Hill,  Fremont W.  B.  Eaton,  Fremont 

Henry  J.  Billerbeck,  Randolph .Charles  G.  Muffley,  Pender 

Paul  R.  Martin,  Ord Otis  W.  Miller,  Ord 

John  Porter,  Beatrice Klemens  E.  Gustafson,  Beatrice 

L.  C.  Potts,  Grant Berl  Spencer,  Ogallala 

John  Easley,  Grand  Island John  Reilly,  Grand  Island 

P.  J.  Madden,  Auroi-a P.  J.  Madden,  Aurora 

William  F.  Becker,  Lynch Donald  Bailey,  O’Neill 

R.  G.  Hanisch,  St.  Paul E.  C.  Hanisch,  St.  Paul 

Gordon  O.  Johnson.  Fairbury Frank  Falloon,  Fairbury 

R.  L.  Tollefson,  Wausa D.  J.  Nagengast,  Bloomfield 

B.  F.  Wendt,  Lincoln Dwight  L.  Snyder,  Lincoln 

George  D.  Cooper,  North  Platte- Miles  Foster.  North  Platte 

R.  E.  Klaos,  Norfolk F.  Martin,  Norfolk 

Bernard  Owen,  Rushville R.  L.  Hook,  Rushville 

T.  T.  Smith,  Omaha Donald  J.  Pavelka,  Omaha 

G.  E.  Burbridge,  Nebraska  City_C.  J.  Formanack,  Syracuse 

Wayne  Jackson,  Holdrege Rex  J.  Kelly,  Holdrege 

T.  J.  Lemke,  Jr.,  Columbus A.  H.  Liebentritt,  Columbus 

Clarence  Zimmer,  Friend Jerry  Adler,  Crete 

E.  J.  Hinrichs.  Wahoo John  E.  Hansen,  Jr.,  Wahoo 

John  C.  Shaffer,  Mitchell J.  C.  Baumgartner,  Scottsbluff 

Paul  R.  Hoff.  Seward Roger  A.  Jacobs,  Seward 

Wendell  Fairbanks,  Auburn John  Krickbaum,  Auburn 

Richard  A.  Cottingham,  McCook- James  Carson,  McCook 

L.  G.  Bunting,  Hebron Chas.  F.  Ashby,  Geneva 

L.  E.  Sauer,  Tekamah Isaiah  Lukens,  Tekamah 

James  D.  Bell,  York B.  N.  Greenberg,  York 
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if  skin  is  infected, 
or  open  to  infection 

choose  the  topicals 
that  give  your  patient- 

v broad  antibacterial  activity  against 
susceptible  skin  invaders 
n lowallergenic  risk— prompt  clinical  response 

Special  Petrolatum  Base 

Neosporin*  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg.  1 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  Y2  oz.  for  topical  use  only. 

\anishing  Cream  Base 

Neosporinf-G  Cream 

(polymyxin  B-neomycin-gramicidin)  f 

Each  gram  contains:  Aerosporin1  brand  polymyxin  B sulfate,  10,000 
units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base);  Jf 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25%  ( 
methylparaben  as  preservative. 

In  tubes  of  15  g. 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  irv 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses.  -m 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  mil 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appr< 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medic« 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind 

Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardru 
^'fo rated.  These  products  are  contraindicated  in  those  individuals 
a e shown  hypersensitivity  to  any  of  the  components. 

. miete  terature  available  on  request  from  Professional  Services 


riate 


“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “ The  History 

of  Medicine  Versus  the  History  of  Art” 


Wfould  it  be  useful 
in  clinical  practice  to  have 
government  predetermine 
drugs  of  choice? 


86.7% 

No,  it  would  not  be  useful. 


Wfould  it  be  useful  in  clinical  practio 
to  have  government  predetermine 

drugs  of  choice? 


Doctor  of  Medicine 


Walter  Modell,  M.D., 
Professor  of  Pharmacology, 
Cornell  University 
Medical  College, 
Editor, 

Clinical  Pharmacology 
& Therapeutics, 
Drugs  of  Choice, 
Rational  Drug  Therapy 


The  proposition  that  gov- 
ernment should  determine 
one  or  two  “drugs  of 
choice”  within  a given 
therapeutic  class  reflects 
the  belief  that  a similarity 
in  molecular  structure  in- 
sures a close  similarity  in 
pharmacologic  effect.  But 
this  is  by  no  means  the 
rule.  An  obvious  example 
would  be  in  the  field  of  diu- 
retics, where  a small  change 
in  chemical  structure  ac- 
counts for  substantial  dif- 


ferences in  concomitant 
effects  such  as  potassium 
excretion. 

Any  attempt  to  dictate 
the  “drug  of  choice”  would 
be  complicated  by  the  fact 
that  some  populations  dem- 
onstrate a bimodal  distribu- 
tion in  their  reaction  to 
drugs.  If  the  data  on  drug 
response  are  mixed  for  the 
total  population,  one  drug 
will  appear  to  be  as  useful 
as  the  other.  But  if  drug 
response  is  reported  sepa- 
rately for  different  seg- 
ments of  the  population, 
drug  A will  be  found  to  be 
better  for  one  group  and 
drug  B for  the  other. 

It  may,  of  course,  be  pos- 
sible to  determine  drugs  of 
choice  in  particular  cate- 
gories on  a broad  statistical 
basis.  But  there  are  always 
certain  patients  in  whom  a 
drug  produces  odd,  unpre- 
dictable or  idiosyncratic  re- 
actions. So,  though  a drug 
might  statistically  be  the 
most  useful  one  in  a given 
situation,  individual  varia- 
tions in  response  might 
make  it  the  incorrect  one. 

The  point  I wish  to  make 
is  that  if  two,  three,  four  or 
more  drugs  in  one  class  are 
of  approximately  equal 
merit,  that  in  itself  is  justi- 
fication for  their  avail- 
ability. Exceptional  cases 
do  arise  in  which  one  drug 
would  be  useful  to  a certain 


segment  of  the  population 
and  another  drug  would  be 
of  no  use  at  all.  In  the 
practice  of  medicine,  the 
physician  must  be  prepared 
to  treat  the  routine  as  well 
as  the  unusual  case. 

Another  objection  to  the 
determination  of  a drug  of 
choice  is  that  precise  state- 
ments of  relative  efficacy 
are  very  difficult  to  make- 
much  more  difficult  than 
statements  of  efficacy.  For 
example,  in  testing  drug  ef- 
ficacy, it  is  easy  to  deter- 
mine the  difference  be- 
tween a drug  that  is  effec- 
tive in  treating  a condition 
and  one  that  is  not  at  all 
effective.  Thus,  it  is  fairly 
easy  to  determine  whether 
a drug  is  more  effective 
than  a placebo.  But  if  you 
compare  one  drug  that  is 
effective  with  another  drug 
that  is  also  effective,  and 
the  relative  differences  be- 
tween them  are  very  slight, 
statements  of  relative  effi- 
cacy may  be  very  difficult 
to  make  with  assurance. 

I do  not  mean  to  imply 
that  relative  efficacy  state- 
ments are  not  useful  or  can 
never  be  made.  With  some 
groups  of  drugs  (e.g.,  anal- 
gesics), extensive  study  and 
precise  methodology  have 
yielded  useful  information 
on  relative  efficacy.  But  in 
most  situations,  such  infor- 
mation can  be  acquired  only 
through  studies  encompass- 
ing three  to  five  years  of 
use  in  many  more  patients 
than  are  used  to  compare 
drugs  with  a placebo  for 
the  introduction  of  a drug 
into  commerce.  It  is  really 
only  after  practitioners  use 
a drug  extensively  that 
relative  safety  and  efficacy 


in  practice  can  really 
determined.  j 

The  Bureau  of  Drugs  ] 
suggested  the  package 
sert  as  a possible  means- 
communicating  informatt 
on  relative  efficacy  of  dm 
to  the  physician.  I find  tt 
objectionable,  since  I 
not  believe  the  physicr 
should  have  to  rely  on  tt 
source  for  final  scienti 
truth.  There  is  also  a pra 
tical  objection:  Since  f 
physicians  actually  d 
pense  drugs,  they  seld< 
see  the  package  insert, 
any  event,  I would  ma 
tain  that  the  physici 
should  know  what  drug ; 
wants  and  why  without  c< 
pending  on  the  governmes 
or  the  manufacturer  to  tt 
him. 

Undoubtedly,  physicia 
are  swamped  by  excessi 
numbers  of  drugs  in  soi 
therapeutic  categories.  A 
I am  well  aware  that  ma: 
drugs  within  such  cat 
gories  could  be  eliminat 
without  any  loss,  or  p< 
haps  even  some  profit, 
the  practice  of  medicii 
But,  in  my  opinion,  neith 
the  FDA  nor  any  oth 
single  group  has  the  exp( 
tise  and  the  wisdom  nec( 
sary  to  determine  the  o 
“drug  of  choice”  in  { 
areas  of  medical  practice 


- 


vertisement 


One  of  a series 


Maker  of  Medicine 

i 


neth  G.  Kohlstaedt,M.D., 


Vice  President, 

, Medical  Research, 
tli  Lilly  and  Company 


i my  opinion,  it  is  not 


function  of  any  govern- 
lt  or  private  regulatory 
icy  to  designate  a “drug 
noice.”  This  determina- 
should  be  made  by  the 
'sician  after  he  has  re- 
;ed  full  information  on 
properties  of  a drug, 
then  it  will  be  based  on 
experience  with  this 
Z and  his  knowledge  of 
individual  patient  who 
;eking  treatment, 
an  evaluation  of  com- 
ative  efficacy  were  to  be 
le,  particularly  by  gov- 
nent,  at  the  time  a new 
g is  being  approved  for 
keting,  it  would  be  a 
at  disservice  to  medi- 
! and  thus  to  the  patient 
e consumer.  For  exam- 
when  a new  therapeu- 
igent  is  introduced,  on 
basis  of  limited  knowl- 
3,  it  may  be  considered 
ne  more  potent,  more 
active,  or  safer  than 
ducts  already  on  the 
fket.  Conceivably,  at 
> time  the  new  drug 
'd  be  labeled  “the  drug 
choice.”  But  as  addi- 
al  clinical  experience  is 
imulated,  new  evidence 
V become  available, 
ar,  it  may  be  apparent 


that  the  established  prod- 
ucts should  not  be  so  easily 
dismissed. 

Variation  in  patient  re- 
sponse to  drugs  constitutes 
one  of  the  major  obstacles 
to  the  determination  of 
“drugs  of  choice.”  We  are 
just  beginning  to  open  the 
door  on  pharmacogenetics, 
but  it  is  evident  that  genetic 
differences  cause  wide  var- 
iations in  the  way  drugs  are 
absorbed,  metabolized,  etc. 
This  fact  alone  is  sufficient 
to  make  unrealistic  the 
idea  that  there  is  one  drug 
in  each  class  to  be  used  for 
every  human  being. 

The  problem  of  deter- 
mining relative  drug  effi- 
cacy is  an  extremely  com- 
plicated one.  Comparison 
with  other  drugs  of  the 
same  class  should  not  be 
a prerequisite  for  market- 
ing a new  substance.  In 
some  therapeutic  areas,  it 
may  be  difficult  to  make  ac- 
curate comparisons.  For 
example,  in  the  treatment 
of  infections  it  is  not  possi- 
ble to  conduct  crossover 
studies.  Recovery  may  be 
influenced  by  factors  which 
cannot  be  controlled  or 
measured,  i.e.,  natural  host 
resistance  and  virulence  of 
infective  agents.  A drug’s 
acceptability  must  often  be 
judged  on  the  basis  of  its 
own  performance,  and  this 
may  be  limited  to  experi- 
ence in  a relatively  small 
patient  population.  If  the 
introduction  of  a new  drug 
must  await  the  adequate 
establishment  of  relative  ef- 
ficacy, the  duration  of  clini- 
cal trial  and  extent  of 
studies  would  be  greatly 
prolonged,  particularly  for 
rare  or  unusual  conditions. 
The  availability  of  a new 
drug  would  be  delayed. 
Many  patients  might  suf- 
fer needlessly  and  lives 
might  be  lost. 


t 

Relative  efficacy  can  best 
be  established  by  experi- 
ence in  a general  patient 
population  through  regular 
channels  of  clinical  prac- 
tice. The  physician  consid- 
ers the  patient  as  a whole, 
which  means  the  patient 
often  has  multiple  prob- 
lems and  drugs  must  be 
selected  with  this  in  mind. 
Hence,  a “drug  of  choice” 
in  an  uncomplicated  case 
may  not  be  the  best  drug 
for  a patient  with  associ- 
ated problems.  Publica- 
tion of  well-controlled 
studies  in  medical  journals 
may  provide  comparative 
evidence;  discussions  at 
medical  meetings,  presen- 
tations at  postgraduate 
courses,  and  the  new  audio- 
visual technology  may 
bring  evidence  to  physi- 
cians on  comparative  ther- 
apy. In  a free  medical 
marketplace,  a drug  that 
does  not  measure  up  will 
fall  into  disuse.  For  exam- 
ple, broad  clinical  experi- 
ence has  established 
vitamin  Bi2  as  the  “drug  of 
choice”  for  the  treatment 
of  primary  pernicious  ane- 
mia. No  amount  of  adver- 
tising or  promotional  effort 
by  the  manufacturer  could 
increase  the  use  of  liver  ex- 
tract for  this  anemia.  How- 


ever, a physician  may  wish 
to  employ  parenteral  liver 
preparations  for  a special 
purpose. 

In  the  field  of  surgery, 
peer  review  in  the  hospi- 
tal has  brought  significant 
improvement  in  the  use  of 
new  techniques  and  proce- 
dures. Something  of  this 
nature  would  be  useful 
in  the  area  of  drug  ther- 
apy. However,  it  should  be 
developed  by  the  medical 
profession  itself  and  would 
necessitate,  for  its  proper 
function,  an  improvement 
in  the  dissemination  of  re- 
liable data  on  clinical  phar- 
macology of  drugs  under 
consideration. 

Ideally,  information  on 
the  relative  efficacy  of 
drugs  should  be  gathered 
and  assessed  by  the  physi- 
cians who  actually  admin- 
ister the  specific  agents  to 
a specific  patient  popula- 
tion. To  do  this,  they  will 
need  even  more  informa- 
tion on  the  drugs  they  use 
— information  that  the 
pharmaceutical  manufac- 
turers must  begin  to  pro- 
vide if  government  regula- 
tion of  “drugs  of  choice ” is 
to  be  avoided. 


Opinion  Dialogue 

What  is  your  opinion,  doctor? 

Send  us  your  comments  on  the  above  issue. 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


THE  SOCIAL  HOUR 

I think  I know  the  formula  for  good- 
natured  alcohol,  but  I do  not  pretend  to  be 
an  expert  on  its  therapeutic  and  side  effects, 
its  use  and  misuse,  or  on  the  advantages 
and  inutilities  of  this  substance. 

What  disturbs  my  fine  sense  of  logic  is 
the  social  hour  and  its  wonderful  name.  If 
we  are  to  have  one  before  every  meeting, 
and  we  do,  we  are  saying  that  small  quan- 
tities of  this  strange  chemical  are  harmless 
and  further,  that  proper  doses  of  this  re- 
markable compound  make  for  sociability  and 
are  in  fact  indispensable.  A cocktail  party 
that  precedes  a conference  on  alcoholism  is 
a curious  thing,  and  so  is  pointedly  avoid- 
ing a social  hour  when  imbibing  is  going 
to  be  discussed. 

It  would  be  easy  to  discourse  if  I were 
to  say  that  I prefer  a social  hour  without 
what  is  euphemistically  called  a drink.  But 
while  I do  not  overindulge,  I can  be  honest 
and  my  dissertation  will  be  logical  if  I do 
not  pretend  to  be  a wallflower,  I mean  a tee- 
totaler. I just  think  social  hours  are  funny, 
I do  not  mean  to  put  an  end  to  them.  Some 
doctors  smoke,  too,  but  I know  that’s  worse, 
since  I do  not  smoke. 

There  is  so  little  logic  and  honesty  and 
sincerity  in  the  world,  and  I seem  to  have 
so  much;  I’m  glad  to  share  it  with  every- 
body else. 

— F.C. 


THE  AMPERSAND  DISEASE 

There  are  no  synonyms,  & I have  a 
thesaurus  to  prove  it  & to  give  aid  to  the 
striving-for-elegance  addiction  that  infects 
speakers  with  a disease  that  has  been  called, 
among  other  things,  oratory. 

The  chief  complaint  is  the  one’s  no  fun 
if  tivo  ivill  do  wooly  sort  of  word  dispens- 
ing. The  plainest  sign  is  the  possession  of 
the  synonym-finder  I have  admitted  I own. 
& a synonym  for  the  disease  is  the  synonym 
disease. 


The  pathology  consists  in  saying  such 
things  as  these. 

I am  pleased  & delighted. 

He  was  surprised  & astonished. 

We  are  hurt  & disappointed. 

The  etiology  is  a microphone,  & a type- 
writer has  been  known  to  be  a precipitat- 
ing factor. 

The  disease  is  simply  the  senseless  addi- 
tion of  unimportant  & synonymous  words, 
& the  & may  not  even  be  necessary,  as  in 
these  pearls. 

Did  you  have  the  lights  on  or  anything? 

Did  you  have  the  lights  on  or  some- 
thing? 

The  treatment  involves  the  use  of  scissors 
& blue-pencil  for  written  words;  there  is 
little  therapy  for  public  speakers,  aside  from 
a hand  over  the  mouth. 

Prevention  is  accomplished  only  by  ad- 
vising lecturers  not  to  do  what  they  did  the 
last  time,  on  the  grounds  that  the  next  time 
may  be  the  last  time,  & to  point  to  Lincoln’s 
two-minute  address  to  exemplify  the  un- 
necessity for  verbosity  & prolixity. 

The  natural  course  of  the  ailment  is  pro- 
gressive & downhill.  The  recurrence  rate  is 
high.  There  may  be  pain  & suffering  among 
friends,  who  become  morbid  & have  been 
known  to  grimace,  turn  silent,  & go  away. 
The  prognosis  is  guarded  & poor. 

The  ampersand  is  of  course  the  & sign,  & 
the  patient’s  words  are  studded  with  &&&&. 

I have  just  read  that  someone  was  dis- 
turbed, upset,  surprised,  & appalled. 

There  is  no  cure. 

—F.C. 

DO  ALL  THE  COOKS  HAVE 
TUBERCULOSIS? 

Once,  when  going  over  reports  that  had 
to  do  with  disability  and  employment,  I was 
struck  with  the  thought  that  a tuberculous 
patient  has  often  been  working  as  a cook, 
sometimes  in  a hotel.  There  seemed  to  be 
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many  of  these  cases,  and  I wondered  if 
cooks  came  down  with  TB  or  if,  what  seemed 
more  likely  on  a statistical  basis,  people 
with  tuberculosis  naturally  turned,  for  some 
unfathomable  reason,  to  cooking. 

How  does  one  choose  his  life  work?  If  you 
live  in  a coal-mining  town,  you  may  mine 
coal,  and  if  you  are  scientifically  inclined 
and  like  to  help  people,  you  are  apt  to  be- 
come a doctor.  If  your  father  is  a violin- 
ist, you  may  violinate,  and  if  he  acts,  you 
may  act. 

While  the  prostitute  is  not  prone  to  be 
unkind,  she  is  obviously  in  a position  to 
injure  those  she  cares  for,  a pilot  who  is 
sick  or  who  has  been  drinking  can  kill  you, 
a tattoo  artist  can  give  you  hepatitis  and 
worse,  and  I remember  Typhoid  Mary.  An 
American  physician  had  just  finished  his 
Vietnamese  dinner,  when  the  lady  who,  only 
ten  minutes  before,  had  been  his  cook,  proud- 
ly told  him  that  she  had  TB. 

There  is  a wish  to  fail,  and  you  have 
only  to  watch  two  people  meeting  and  try- 
ing to  pass  each  other;  all  their  movements 
are  calculated  only  to  bring  them  on  a 
collision  course.  This  cannot  be  attributed 
to  chance;  it  is  more  likely  something  of 
a death  wish.  The  problem  is  easily  solved 
if  each  goes  to  the  right.  Perhaps  some- 
one who  has  tuberculosis  thinks,  as  Lincoln 
did  when  he  came  down  with  a communic- 
able malady,  at  last  Pve  got  something 
I can  give  to  everybody. 

There  is  a desire  within  all  of  us,  I think, 
to  do  things  differently  from  what  one 
might  expect,  and  we  resent  it  when  some 
depart  from  the  norm;  only  sometimes  min- 
orities become  majorities.  While  self- 
preservation  is  supposed  to  be  a natural 
law,  people  kill  themselves  at  astonishing- 
ly high  rates.  It  seems  the  thing  to  do  (by 
those  who  do  it)  to  be  heterosexual,  yet 
some  behave  differently.  I have  known  fel- 
low students  who,  from  a coldly  scientific 
point  of  view,  went  out  of  their  way  to  fail 
examinations.  Meanwhile,  there  are  cliches 
and  stories  that  may  be  apocryphal,  but  that 
simply  will  not  go  away.  Do  psychiatrists 
commonly  take  their  own  lives?  Do  cooks 
have  tuberculosis? 

— F.C. 


STAFF  MEETINGS 

Let’s  face  it:  doctors  sometimes  come  to 
hospital  staff  meetings  because  they  must. 
Hospitals  require  meetings,  and  there  may 
be  some  reason  for  this.  Meetings  are  so- 
cial and  they  are  intellectual;  they  are 
quaint  and  even  ritualistic;  but  are  they 
anachronistic  as  well?  They  may  be  stim- 
ulating and  they  conjure  up  an  aura  of 
professional  goodfellowship.  But  some- 
thing needs  to  be  said  about  going  to  a 
meeting  because  attendance  is  required.  Too 
often,  some  come  late  and  leave  early,  stay- 
ing only  long  enough  to  sign  in.  And  fre- 
quently, friends  sign  for  friends,  and  some 
who  would  rather  be  home  are  called  there 
by  telephone. 

The  doctor’s  hours  are  long,  and  his  work 
is  wearying,  and  if  he  serves  on  committees 
at  two  or  three  hospitals,  he  finds  himself 
giving  up  evenings  without  enthusiasm, 
away  from  home  and  from  friends,  other 
than  those  whom  he  has  seen  all  day. 

Is  it  useful  for  a dermatologist  to  listen 
to  a lecture  by  an  ophthalmologist?  We 
have  gone  our  separate  ways ; the  neurologist 
and  the  urologist  do  not  speak  the  same 
language;  the  plastic  surgeon  and  the  ob- 
stetrician have  little  in  common;  and  the 
proctologist  and  the  brain  surgeon  are  as  far 
apart  as  they  can  get. 

I agree,  there  is  something  good  about 
getting  together,  and  having  to  give  a talk 
may  be  fine,  especially  if  you  have  some- 
thing to  say.  It  is  of  course  necessary  for 
everybody  to  meet  once  in  a while  to  talk 
over  the  running  of  the  hospital.  It  is  only 
that  requiring  people  to  come  to  listen  to 
what  may  not  be  understood  or  helpful  is  a 
relic  of  the  past  when  hospitals  were  differ- 
ent, and  when  doctors  were  different  too, 
that  is,  when  they  were  all  the  same,  and  it 
may  well  be  a custom  that  could  be  modified 
to  suit  the  times.  At  the  very  least,  it  is 
something  to  think  about. 

—F.C. 

ARTICLES  AND  AUTHORS 

The  length  of  medical  articles  is  slowly 
increasing,  while  the  number  of  authors 
rises  sharply  in  a way  I can  only  view  with 
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alarm,  for  it  is  a symptom  of  the  tacking- 
on-of-names  syndrome  that  infects  medical 
writing.  It  is  not  easy  to  see  why,  except- 
ing in  unusual  cases,  it  takes  a dozen  men  to 
write  one  article,  or  7 authors  to  write  3 
pages.  I counted  all  the  articles  I found 
one  day  in  five  leading  journals,  and  this 
is  what  I saw. 


pages 

number  of  authors : 

fewest 

most 

pages 

per 

per 

per 

per 

article 

articles 

number 

article 

article 

author 

1 

1 

2 

2 

2 

0.50 

2 

16 

37 

1 

5 

0.86 

3 

12 

32 

1 

7 

1.1 

4 

15 

40 

1 

7 

1.5 

5 

9 

21 

1 

4 

2.1 

6 

5 

7 

1 

3 

4.3 

7 

5 

10 

1 

3 

3.5 

8 

2 

2 

1 

1 

8.0 

There  were  151  authors  who  wrote  65 
articles,  which  required  255  pages.  This 
makes  for  an  average  of  2.3  authors  per 
article.  This  series  included  two  8-page  ar- 
ticles, each  written  by  a single  author,  and 
one  1-page  article,  written  by  two  authors. 
The  number  of  pages  per  author  rose  stead- 
ily from  the  1-page  article  to  the  8-page  es- 
says, and  averaged  1.69,  despite  the  fact 
that  2.1  pages  were  counted  as  3 pages  and 
so  on,  even  if  the  few  extra  lines  were  merely 
references.  State  medical  journals  tend  to- 
ward larger  illustrations,  and  also  to  single 
authorship.  The  number  of  pages  each  au- 
thor wrote  is  probably  a half  page  shorter 
than  the  average  given  here,  because  of  the 
generous  counting  method,  and  is  something 
like  1.2,  so  that  in  modern  medical  writing, 
an  author  cannot  as  a rule  claim  to  write 
more  than  one  page. 

— F.C. 


HOLD  MY  HAND 

I have  just  read  a moving  story  that  was 
written  by  a lady  who  says  she  was  worried 
and  had  good  cause  to  be;  she  was  in  the 
hospital.  But  one  of  the  doctors  came  to 
see  her,  sat  down,  and  held  her  hand.  This 
was  important,  she  says,  and  I can  under- 
stand it.  I have  been  in  the  hospital,  and 
my  doctors  told  me  that  everything  was  all 
right,  but  they  didn’t  hold  my  hand.  The 
nurses  didn’t,  either. 


Personal  contact,  literal  or  not,  and  a 
show  of  concern,  are  priceless.  This  must 
be  what  a doctor  means  when  he  tells  you 
that  he  is  going  to  be  a better  doctor  now, 
because  he  has  been  a patient.  It’s  more 
than  likely;  and  if  his  patients’  life-spans 
remain  unchanged,  their  anxiety  and  affec- 
tion will  not. 

—F.C. 


Sudden  Death  in  Hospital  After  Discharge 
From  Coronary  Care  Unit  — P.  Thomp- 
son and  G.  Sloman  (Royal  Melbourne  Hosp, 
Victoria,  Australia).  Br  Med  J 4:136-138 
(Oct  16)  1971. 

Sudden  death  or  cardiac  arrest  in  hospital 
befell  nearly  26  patients  (10%)  of  273  with 
acute  myocardial  infarction  who  had  survived 
the  coronary  care  unit  and  were  expected 
to  continue  improving.  Comparison  with  a 
group  who  did  not  suffer  this  complication 
showed  that  it  can  be  predicted  early  in  the 
hospital  course  by  the  finding  of  severe 
(especially  anterior)  infarction,  left  ventricu- 
lar failure,  persistent  sinus  tachycardia,  or 
frequent  ventricular  arrhythmias.  These  pa- 
tients should  be  selected  for  prolonged  ob- 
servation in  a second-stage  coronary  care 
unit. 


Executive  Health  Examinations:  Analysis  of 
2,812  Examinations  on  569  Subjects  at 
Mayo  Clinic  — H.  M.  Carry er  et  al  (Mayo 
Clinic,  Rochester,  Minn  55901).  Mayo 
Clinic  Proc  46:742-750  (Nov)  1971. 

The  results  of  repetitive  executive  health 
examinations  were  reviewed.  These  data  may 
serve  as  a basis  for  comparing  innovative  sys- 
tems of  health  care  and  lead  to  modification 
of  their  features.  More  than  83%  of  the 
subjects  had  one  or  more  significant  dis- 
eases. Fifty  instances  of  malignant  disease 
in  46  subjects  occurred  during  the  years  these 
executives  were  in  the  program  of  repetitive 
examinations.  Many  had  diseases  such  as 
bowel  polyps,  leukoplakia  and  laryngeal  dis- 
ease, or  nodular  goiters,  among  which  malig- 
nant lesions  may  occur. 
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ORIGINAL  ARTICLES 


The  Advantage  of  Being  Frank 


My  name  ain’t  Frank , it  never  was, 
They  named  me  Ronald  just  because 
A famous  idol  of  the  screen 
Was  then  the  answer  to  Mom’s  dream. 
Thank  God  her  hero  ivas  a male, 

.4  man  of  action,  suave  and  hale. 

The  name  I have  is  better  than 
Loretta,  May  or  Mary  Ann. 

Have  you  ever  wondered  why  doctors  so 
often  stretch  the  truth  when  they  proudly 
tell  patients  and  their  families  that  the  oper- 
ation was  rough,  but  that  they  got  the  cancer 
all  out?  I have  heard  this  when  the  entire 
operation  consisted  of  removing  a 0.237 
gram  biopsy  from  what  must  have  been  a 
seventy-five  pound  tumor.  Imagine  assur- 
ing a patient  that  she  was  free  of  disease 
after  performing  a mastectomy  and  finding 
thirty-five  axillary  nodes  to  contain  meta- 
static cancer.  False  assurance  makes  my 
position  as  a radiation  therapist  untenable. 
The  patient  correctly  reasons  that  if  the 
tumor  has  been  removed  and  he  is  cured, 
there  is  no  reason  to  be  subjected  to  a power- 
ful beam  of  a radiation  machine  for  many 
weeks. 

The  rationale  for  a doctor  giving  false 
assurances  may  be  that  he  has  sensitivity 
for  the  feelings  of  the  patient  and  doesn’t 
want  to  add  mental  trauma  to  the  physical 
trauma  already  inflicted.  The  patient  is 
already  in  a state  of  depression  and  anxiety 
by  being  incarcerated  in  the  hospital  with 
the  attendant  violations  of  his  every  orifice, 
complete  disregard  of  his  station  in  life, 
exposure  of  his  most  private  parts,  sharing 
of  a bedroom  with  a complete  stranger,  hor- 
rendous fear  of  what  might  be  found  wrong 
with  him  and  the  mental  and  physical  agony 
of  a surgical  operation.  There  is  little  won- 
der the  surgeon  tries  to  spare  his  feelings 
whenever  possible. 

Is  sympathy  for  the  patient  the  sole  rea- 
son for  hiding  the  truth?  One  might  con- 
jecture that  additional  motivations  could  im- 
pel the  operating  surgeon  to  assure  the  pa- 
tient that  all  is  well.  Perhaps  the  psychologic 
needs  of  the  surgeon  himself  influence  his 
revelations  to  his  patient.  It  is  important 
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for  a person  to  love  himself.  Self-love  must 
include  admiration  of  one’s  ability  to  cope 
with  adversity  and  control  a situation.  It 
seems  evident  that  if  the  doctor  is  to  glorify 
his  image  to  himself  he  must  master  his 
mission  and  rid  the  patient  of  the  noxious 
nuisance.  To  do  less  is  to  fail  himself. 
To  admit  impotence  to  conquer  the  disease 
demonstrates  a gross  personal  deficiency. 
Graphic  failure  could  be  a devastating  dis- 
closure to  a proud  practitioner  who  fancies 
himself  of  fabulous  fame.  Some  doctors 
seem  to  take  themselves  quite  seriously  and 
tend  to  exaggerate  their  own  importance. 
It  is  probably  difficult  for  such  people  to 
admit  inability  to  solve  the  patient’s  prob- 
lem. They  must  maintain  an  inflated  con- 
cept of  themselves  in  triumph. 

On  the  other  hand,  a doctor  must  satisfy 
his  concept  of  his  patient’s  image  of  him 
as  a doctor.  The  patient  seeks  succor.  He 
throws  himself  on  the  mercy  of  the  physi- 
cian, a father  figure,  trusting  or  even  de- 
manding that  his  father  take  away  the  hurt 
as  if  by  magic.  For  the  physician  to  do 
less  is  to  fail  his  responsibility.  It  is  evi- 
dent that  the  patient  must  feel  that  his 
father  figure  has  solved  the  problem;  that 
his  pain  will  be  relieved  and  that  he  can 
enjoy  good  health  forever  after.  How  can 
the  physician  fail  such  fidelity  by  admitting 
an  inadequacy  to  dissolve  the  distemper? 

Concurrently  the  physician  must  consider 
the  concept  of  his  image  as  related  to  a 
judgment  by  his  peers.  A successful  and 
effective  doctor  must  maintain  a reputation 
of  considerable  competence  among  his  fel- 
lows. Most  of  us  have  long  ago  acknowl- 
edged our  superiority  in  our  chosen  field 
and  find  it  rather  a puzzlement  that  it  takes 
so  long  for  others  to  recognize  such  an  ob- 
vious truth.  To  admit  any  inadequacy  might 
delay  peer  group  adoration.  It  would  seem 
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ludicrous  to  illuminate  any  minor  inadequacy 
while  yearning  for  spontaneous  homage  of 
the  less  skilled,  less  successful  members  of 
the  group. 

So  long  as  the  patient  does  well,  the  doc- 
tor delights  in  his  dubious  deception.  All 
his  claims  of  competence  have  been  borne 
out.  If  the  patient  is  grateful,  he  has  an 
ego-building  bonus.  He  might  even  imagine 
himself  to  be  master  of  the  art-science-trade 
of  medical  practice. 

Regrettably  if  the  disease  recurs,  the  pa- 
tient will  rebelliously  reject  the  diagnosis 
but  when  finally  convinced,  will  be  aghast. 
He  will  feel  cheated  and  revile  his  doctor, 
his  adoration  may  be  replaced  by  hate;  his 
dependence  will  disintegrate  and  blind  re- 
jection will  fill  his  consciousness.  The  image 
he  has  formed  of  his  physician  will  frag- 
mentize, his  faith  and  hope  will  disappear, 
he  will  be  antagonistic  and  vindictive,  and 
he  may  become  the  potential  victim  of  any 
charlatan  who  is  accessible. 

As  his  condition  deteriorates  and  more 
heroic  measures  are  demanded,  his  cooper- 
ation is  unlikely  unless  he  knows  the  nature 
of  his  disease.  How  can  he  deal  with  the 
deadly  danger  of  powerful  drugs  and  hor- 
mones unless  he  knows  the  reason  they  are 
required? 

In  contrast  to  such  an  abysmal  failure  of 
a relationship  there  can  be  one  in  which  the 
patient  is  taken  into  the  frank  confidence  of 
his  physician.  They  share  the  truth  and  the 
physician  serves  to  support  the  psychologic 
and  physical  needs  of  his  patient  in  an  at- 
mosphere of  candid  honesty.  The  family  of 
the  patient  often  request  that  the  patient  not 
be  told  of  his  diagnosis  but  their  altruistic 
attitude  is  easily  alleviated  by  considerate 
counselling.  The  physician  need  not  feel 
he  is  a failure  by  admitting  that  he  is  not 
omnipotent.  If  he  would  guide  the  under- 
standing of  his  patient  through  the  terrors 
of  the  future  and  support  the  patient’s  hope 
for  the  possible  amelioration  of  his  distress, 
he  would  probably  be  more  satisfied  with  his 
self-image,  command  greater  respect  from 
his  colleagues  and  better  satisfy  his  moral 
and  legal  responsibilities  of  informed  con- 
sent. 


Because  of  the  nature  of  my  specialty,  it 
is  essential  that  I be  frank  with  patients. 
The  overwhelming  majority  seem  to  appre- 
ciate a candid  explanation  of  the  nature 
of  their  illness,  the  method  of  treatment 
anticipated  and  the  likely  outcome.  Almost 
without  exception  the  only  patients  who  be- 
come excessively  upset  are  those  who  have 
not  been  properly  prepared  by  their  refer- 
ring physician.  It  is  almost  impossible  to 
manage  a patient  who  has  been  told  that  all 
of  the  tumor  has  been  removed  but  that 
he  should  get  a few  x-ray  treatments  “just 
in  case.”  In  order  even  to  hope  to  eliminate 
all  the  cancer  cells  in  any  given  case,  it  is 
essential  that  a full  course  of  radiation  be 
given.  Proper  therapy  generally  takes  at 
least  six  weeks  which,  for  most  people,  does 
not  characterize  their  idea  of  “a  few  treat- 
ments.” For  the  optimal  care  of  the  pa- 
tient, the  physicians  must  cooperate  and  try 
to  free  the  patient  of  distress  and  disease. 

The  only  exceptions  to  the  rule  of  honest 
explanation  should  be  children,  people  with 
serious  mental  problems  and  old  people  who 
obviously  would  not  benefit  from  the  truth. 
However,  if  the  patient  is  not  informed,  it  is 
essential  that  the  family  be  made  to  under- 
stand the  nature  of  the  illness,  the  therapy 
which  is  contemplated  and  any  complications 
that  might  result. 

A few  patients  do  not  want  the  facts. 
Their  aversion  for  the  truth  is  demonstrated 
either  by  failing  to  show  any  curiosity  re- 
garding their  sickness  or  by  “forgetting”  the 
explanations.  Obviously,  these  patients  have 
a right  to  reject  the  truth  and  their  wishes 
should  be  respected.  Again,  the  family  must 
be  fully  informed. 

It  could  be  argued  that  the  physician  not 
only  has  a legal  but  also  a professional  re- 
sponsibility to  inform  his  patient  fully.  The 
patient  owns  his  body  and  mind  and  has  put 
himself  in  the  care  of  his  physician,  having 
faith  that  his  doctor  will  do  his  utmost  to 
help  him.  If  the  doctor  is  anything  but  hon- 
est, he  does  not  live  up  to  the  obligation. 
The  patient  has  a legal  and  moral  right  to 
know  the  factual  outcome  of  his  diagnosis. 
It  seems  to  me  that  rather  than  lying  to 
the  patient  by  minimizing  the  seriousness 
of  his  illness,  it  is  preferable  to  gently  and 
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tactfully  explain  to  him  in  his  own  idiom 
the  full  magnitude  of  the  situation.  He 
should  be  told,  in  steps  if  necessary,  the 
worst  consequences  of  the  illness  and  of  the 
therapy.  The  patient  is  then  able  to  under- 
stand what  is  likely  to  follow  and  can  pre- 
pare himself  for  future  developments.  He 
may  become  depressed  but  it  is  surprising 
how  rapidly  the  overwhelming  number  of 
patients  adjust  to  the  situation  and  find 
relative  peace.  These  are  the  people  with 
healthy  minds;  the  ones  that  cannot  adjust 
are  probably  the  ones  who  had  emotional 
problems  prior  to  the  current  illness.  They 
need  not  be  told  anymore  than  necessary. 
Any  physician  with  even  minimal  under- 
standing of  human  nature  and  empathy 
should  be  able  to  distinguish  whether  or  not 
the  patient  is  emotionally  healthy.  On  the 
other  hand,  it  is  absolutely  essential  that 
the  patient  be  given  hope  that  the  proposed 
treatment  has  some  probability  or  at  least 
possibility  of  helping  him  and  that  he  will 
not  necessarily  die  of  the  illness.  The  long- 
er I practice  the  more  I hedge  on  prediction 
of  life  span.  Many  patients  who  were  appar- 
ently doing  well  have  suddenly  died  while 
others  that  had  apparently  hopeless  illness 
have  been  cured.  Some  terminal  patients 
have  survived  for  many  months  with  almost 
no  nutrition  or  fluid  sustenance.  I have  a 
shockingly  poor  record  of  valid  prediction. 
In  my  case,  giving  the  patient  hope  is  not 
only  kind  but  also  represents  the  truth. 

There  are  at  least  three  bonuses  that  may 
result  from  complete  disclosure  of  informa- 
tion to  the  patient.  Not  the  least  of  these 
is  the  avoidance  of  a law  suit  on  the  pre- 
mise of  uninformed  consent.  Whenever  the 


patient  understands  that  his  physician  is 
completely  honest,  he  does  not  suspect  that 
vital  information  is  being  withheld.  Any 
patient  that  suspects  that  information  is  be- 
ing withheld  is  terrorized  and  most  unhappy. 
There  is  hardly  a person  today  who  does 
not  know  that  “cobalt  treatments”  imply  the 
presence  of  very  serious  disease.  It  has  been 
my  experience  that  when  uninformed  he 
tends  to  magnify  the  gravity  of  the  situation. 
The  fear  of  the  unknown  is  with  him  con- 
stantly. Continued  fear  of  the  unknown 
seems  to  be  far  more  damaging  to  a person’s 
sanity  than  a single  episode  of  bad  news. 
Furthermore,  if  the  results  of  the  therapy 
are  better  than  was  originally  predicted,  the 
patient  is  not  upset  with  the  poor  prognostic 
ability  of  his  physician;  on  the  contrary,  he 
is  ecstatic  and  often  very  thankful  for  his 
good  fortune.  He  brags  about  how  he  out- 
smarted the  doctors.  The  relationship  be- 
tween the  patient  and  his  doctor  is  further 
improved.  The  patient  knows  he  is  being 
taken  care  of  by  a truthful,  skilled,  trust- 
worthy doctor  and  the  doctor  loves  the  pa- 
tient for  getting  well,  showing  him  heartfelt 
well  deserved  admiration  and  for  providing 
him  with  a living  warm  testimonial  to  his 
skill. 

Thus,  the  advantage  of  being  frank. 

Summary 

In  order  to  fulfill  ones  responsibility  as  a 
physician  and  to  help  avoid  civil  lawsuits,  it 
is  important  that  most  patients  be  fully  in- 
formed of  their  illness,  the  contemplated 
therapy  and  any  probable  complications 
thereof.  No  matter  what  your  name,  you  can 
be  frank. 
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Vein  Bypass  Grafts  to  the  Arteries 
Of  the  Leg  and  Ankle* 


THE  report  of  Linton  and  Dar- 
ling2 in  1962  on  the  use  of 
the  reversed  saphenous  vein  by- 
pass graft  marked  a great  advance  in  vas- 
cular surgery  technique  for  patients  with 
ischemic  lower  extremities.  Although  lim- 
ited initially  to  patients  with  occlusion  of 
the  femoral  artery,  its  use  has  gradually 
become  extended  to  more  and  more  distal 
points  of  bypass.  As  the  ability  to  revascu- 
larize smaller  arteries  increases,  more  pa- 
tients can  now  be  offered  a chance  to  avoid 
what  would  otherwise  be  an  inevitable  am- 
putation. 

Our  entire  experience  with  anastomosis 
of  the  vein  bypass  graft  beyond  the  pop- 
liteal artery  is  summarized  in  the  table.  As 
can  be  noted,  these  patients  with  occlusion 
of  the  popliteal  artery  presented  with  rest 
pain  and/or  gangrene.  This  is  a more  se- 
vere form  of  ischemia  than  seen  in  patients 
with  intermittent  claudication.  (Those  pa- 
tients will  usually  have  some  part  of  the 
popliteal  artery  open).  As  will  be  noted  in 
this  group,  four  had  actual  tissue  necrosis 
and  the  other  four  had  rest  pain.  In  each 
case,  the  limb  was  threatened.  Three  pa- 
tients had  a history  of  intermittent  claudica- 
tion preceding  the  onset  of  rest  pain. 

The  patient  with  intermittent  claudica- 
tion ordinarily  does  not  have  a real  threat 
to  his  limb  and  consequently  the  benefits  of 
arterial  reconstruction  must  be  balanced 
against  the  complications  which  are  possible. 
More  extensive  procedures  are  justified  in 
the  patient  facing  amputation.3 

All  anastomoses  were  performed  with  con- 
tinuous nonabsorbable  fine  suture,  and  all 
were  end  to  side.  The  grafts  were  placed 
subcutaneously  in  all  except  the  one  to  the 
anterior  tibial  artery,  which  of  necessity 
passed  through  the  popliteal  space  and  the 
interosseous  membrane. 

Analysis  of  the  failures  points  out  that 
they  were  due  both  to  errors  of  judgment 
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and  technical  difficulty.  In  case  5,  throm- 
bectomy was  attempted  following  a mistaken 
diagnosis  of  embolus.  If  a vein  graft  were 
indicated  at  all,  it  should  have  been  done  at 
the  time  of  the  original  attempt  at  throm- 
bectomy, rather  than  seven  days  later  when 
there  was  further  collateral  thrombosis. 

In  case  8,  the  open  segment  of  distal  pop- 
liteal should  have  been  selected  first  for  at- 
tempted bypass.  The  inadequate  vein  avail- 
able for  graft  may  have  prevented  success 
even  here,  but  the  shorter  the  length  needed, 
the  more  likely  that  one  will  have  a satisfac- 
tory segment  of  vein.  His  subsequent  throm- 
bosis was  felt  to  be  due  to  progression  of 
occlusion  in  the  branches  of  the  popliteal. 

The  follow-up  period  is  far  too  short  in 
this  group  of  patients  to  reach  any  conclu- 
sions on  long  term  results.  A patency  rate 
of  approximately  65%  at  18  months  is  sug- 
gested.1 There  was  no  mortality  in  this 
small  series.  These  are  all  patients  with 
arterial  disease  in  many  other  organ  sys- 
tems, and  they  can  be  expected  to  have  an 
elevated  risk  with  any  operation.  We  feel, 
however,  there  is  less  risk  to  a vascular  re- 
construction in  the  leg  than  there  is  to  a 
major  amputation. 
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10-21-71  Thrombectomy  of 
vein  graft 


Problems  of  the  Newborn  Infant 


Introduction 

IN  a previous  communication 
the  newly  instituted  program 
of  Hospital  Consultation  for 
Newborn  Nursery  facilities  in  Nebraska 
was  described.  This  manuscript  describes 
the  core  material  we  presented  to  physicians 
and  nurses  in  each  hospital. 

We  did  not  obtain  totally  accurate  records 
of  the  physicians  and  nurses  present  in  all 
hospitals.  In  25  communities  where  this 
was  done,  70  physicians  and  225  nurses  par- 
ticipated in  these  discussions. 

The  areas  discussed  briefly  were:  resus- 
citation, oxygen  use,  maintenance  body  tem- 
perature, hypoglycemia,  jaundice,  sepsis, 
and  screening  procedures.  Routine  newborn 
care  was  discussed  at  each  hospital  in  a less 
formal  manner. 

Problems  of  Newborn  Care 
It  would  appear  that  approximately  half 
of  the  neonatal  deaths  could  be  prevented  if 
six  rather  specific  areas  were  correctly  man- 
aged. It  also  is  now  in  the  early  stages  of 
documentation  that  if  these  six  areas  are 
correctly  managed,  infants  who  survive  are 
more  likely  to  be  mentally  and  physically 
normal.1  These  items  were  presented  to 
each  hospital  where  we  visited,  and  discussed 
in  some  detail. 

Resuscitation.  The  basic  aim  of  all  re- 
suscitation is  to  improve  the  oxygen  and 
carbon  dioxide  exchange.  A nicety  of  judg- 
ment is  required  to  choose  the  proper  treat- 
ment for  each  infant.  It  is  just  as  wrong  to 
do  unnecessary  or  harmful  procedures  as 
to  do  too  little  too  late.  Swinging,  jacknif- 
ing,  spanking,  dilating  the  anal  sphincter, 
tubbing  or  any  manipulative  procedures  do 
no  good,  may  do  harm,  and  delay  proper 
therapy. 

a.  For  all  infants 

1.  Keep  head  down.  Gravity  helps 
remove  mucus,  blood,  and  amni- 
otic  fluid  from  the  pharynx. 
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2.  During  or  promptly  after  birth, 
the  mouth,  throat,  and  nose 
should  be  gently  aspirated.  Too 
vigorous  suction  may  damage  the 
mucous  membranes,  particularly 
in  premature  infants. 

3.  Maintain  normal  body  tempera- 
ture. 

b.  An  infant  in  good  condition  (Apgar 
Score  7-10).  Nothing  immediately 
need  be  done. 

c.  Infant  with  mild  depression  (5-6  Ap- 
gar). May  simply  need  minimal  stim- 
ulation and  temporary  02  by  mask. 
These  babies  usually  respond,  but 
close  observation  is  needed  for  a few 
who  become  worse. 

d.  An  infant  not  in  good  condition  (Ap- 
gar Score  0-4). 

1.  Ventilation  with  mask  oxygen  is 
indicated  after  the  airway  has  been 
cleared.  If  the  infant  is  flaccid 
the  tongue  may  lie  against  the  pos- 
terior pharyngeal  wall  and  obstruct 
the  airway.  A small  size  pharyn- 
geal airway  properly  placed,  will 
correct  this  type  of  obstruction. 

2.  If  respiration  is  still  inadequate, 
inflation  of  the  lungs  can  be  aid- 
ed by  use  of  a snugly-fitting  mask, 
and  oxygen  administered  under 
controlled  intermittent  pressure. 
Pressures  of  15  to  20  cm  of 
water  are  usually  safe  for  repeat- 
ed inflations  when  properly  ap- 
plied, although  higher  pressures 
may  be  necessary.  Several  ma- 
chines are  available  which  deliver 
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safe  pressures,  but  at  the  present 
time  no  mechanical  device  deliver- 
ing oxygen  under  pressure  is  suf- 
ficiently flexible  to  meet  all  situa- 
tions. The  use  of  alternating  posi- 
tive and  negative  pressures  is  of 
no  proven  value  and  may  do  harm. 
Auscultation  of  the  chest  should 
always  be  done  to  determine 
whether  or  not  gas  is  entering 
both  lungs. 

3.  If  the  preceding  measures  are  not 
effective  in  expanding  the  lungs, 
and  there  is  persistent  brady- 
cardia, direct  laryngoscopy  is  indi- 
cated. Obstructing  foreign  ma- 
terial (vernix,  mucus,  blood) 
should  be  removed  by  suction.  Oc- 
casionally positive  pressure  may  be 
most  effectively  applied  via  a 
snugly-fitting  endotracheal  tube. 
If  all  previous  efforts  have  failed, 
a few  short  (probably  less  than 
0.5  sec)  puffs  of  high  pressure 
up  to  40  to  50  cm  of  water)  may 
result  in  expansion  of  the  lungs. 
In  the  absence  of  mechanical  de- 
vices for  delivering  controlled 
pressure  and  in  emergency  situa- 
tions, mouth-to-mouth  or  mouth- 
to-endotracheal  tube  breathing 
may  be  attempted.  In  this  ma- 
neuver only  the  air  in  the  oper- 
ator’s mouth  (not  lungs)  should 
be  expelled,  and  should  be  admin- 
istered as  short,  sharp  puffs. 

4.  Instrumentation  may  produce  ir- 
reversible injury,  and  high  pres- 
sures may  result  in  rupture  of 
the  lungs.  Thus,  only  experienced 
persons  should  attempt  these  pro- 
cedures and  they  should  be  used 
only  when  absolutely  necessary. 

5.  Administration  of  antibiotics  may 
be  advisable  after  extensive  re- 
suscitative  measures. 

6.  Respiratory  stimulants  are  of  no 
value  (penetemethyletetrazol,  al- 
pha-lobeline,  nikethamide,  caffeine 
sodium  benzoate).  Opiate  antag- 
onists are  indicated  only  in  case 
of  specific  opiate  (not  barbiturate 


or  other  tranquilizer).  However, 
if  the  infant’s  depression  is  likely 
to  be  related  to  excessive  use  of 
opiates  in  the  mother,  0.1  - 0.25 
mg  dose  of  levallorphan  (Lor- 
fan<B>)  introduced  into  the  um- 
bilical vein  will  usually  improve 
ventilation  in  the  infant. 

7.  Transfusion  is  indicated  when  the 
baby  shows  extreme  pallor  and 
shock  secondary  to  fetal  blood  loss, 
less  than  40%  hematocrit;  with 
the  gray  zone  between  40  and  45  % . 
Hematocrit  should  be  determined 
on  all  high  risk  infants,  especial- 
ly if  the  patient  is  unresponsive  to 
resuscitative  measures.  Severe 
anemia  often  goes  undetected  until 
the  patient  is  in  irreversible  shock. 
It  is  difficult  to  evaluate  clinical 
anemia  in  the  newborn  without  a 
hematocrit. 

8.  Unnecessary  procedures  should 
never  be  done  and  may  delay  prop- 
er therapy. 

9.  If  5 minutes  of  the  above  efforts 
do  not  result  in  satisfactory  con- 
dition of  the  baby,  1-3  meq/kgm 
of  NaHC03  may  be  given  by  slow 
(2-5  minutes)  push  via  the  um- 
bilical vein,  if  the  baby  is  being 
properly  ventilated.  The  NaHC03 
should  be  diluted  with  an  equal 
amount  of  5%  G/W  or  10%  G/W. 

e.  Evaluation  + Resuscitation: 

The  newborn  can  best  be  evaluated  by 
the  Apgar  System.  If  this  is  faithfully 
practiced,  one  can  easily  perform  a com- 
petent evaluation  in  one  minute.  The 
test  should  be  done  at  one  and  at  five 
minutes  of  age. 


Sign 

0 

1 

2 

Heart  Rate 

Absent 

Below  100 
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than  100 

Respiratory 
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Crying 

Muscle  Tone 
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Active 
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Response  to 
nasal  catheter 

None 

Grimace 

Cough 

Sneeze 

Color 

Blue 

Fale 

Baby  pink 

Extremities 
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Pink 
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Adequate  Oxygenation.  Oxygenation  of 
the  newborn  is  a critical  factor,  about  which 
knowledge  today  is  fairly  adequate.  It  is 
known  that  infants  who  are  cyanotic  will 
not  develop  eye  damage  (retrolental  fibro- 
plasia) even  in  near  100%  oxygen.  On  the 
other  hand,  the  baby  who  is  not  cyanotic 
may  develop  eye  damage  with  minimal  sup- 
plemental oxygen.  Therefore,  oxygen  should 
very  simply  be  given  only  to  babies  who  are 
cyanotic.  If  the  facilities  to  measure  blood 
gasses  (in  the  aorta  or  radial  or  temporal 
artery)  are  available,  then  the  arterial  oxy- 
gen tension  should  be  kept  between  60-80 
mm.  of  mercury2.  If  this  is  not  available, 
the  baby  should  be  given  just  enough  oxy- 
gen to  prevent  cyanosis.  Infants  of  less 
than  34  weeks  gestation  (or  less  than  2,000 
gm)  are  more  susceptible  to  eye  damage  in 
oxygen  concentrations  greater  than  40%, 
where  feasible  they  should  be  treated  in  cen- 
ters where  blood  gas  measurements  are  pos- 
sible. Isolettes  which  prevent  02  intake  of 
more  than  40%  will  have  to  have  their  cut 
off  valves  bypassed  or  a face  mask  used. 
Once  the  infant  is  pink,  the  oxygen  is  turned 
down  in  10%  02  increments  every  5 minutes 
by  the  nurses,  until  that  point  at  which 
the  baby  becomes  blue  is  reached.  The  oxy- 
gen is  then  again  increased.  Nurses  become 
very  skillful  at  detecting  this  degree  of  cy- 
anosis. In  addition  to  this  therapy  we  fre- 
quently give  oxygen  for  5 or  10  minutes 
to  newborns  who  have  an  Apgar  score  of 
4,  5,  or  6,  and  have  been  very  pleased  with 
this.  We  are  certain  that  this  limited 
amount  of  oxygen  does  no  harm. 

Maintain  Body  Temperature.  Infants  who 
are  delivered  in  an  air  conditioned  delivery 
room  and  not  placed  under  or  in  a heat 
source  may  lose  5-6  degrees  Fahrenheit  of 
body  temperature  in  less  than  10  minutes. 
Increased  oxygen  consumption,  greater  hy- 
poglycemia, and  prolonged  acidosis  are  as- 
sociated with  the  temperature  loss,  and  with- 
out more  oxygen  available,  the  likelihood  of 
brain  damage  from  anoxia  increases.3  In- 
fants at  birth  should  be  placed  on  a unit 
which  radiates  heat  from  above  such  as  an 
infrawarmer  or  into  a warmed  unit.  This 
unit  can  be  a Gordon-Armstrong  incubator, 
an  isolette,  or  any  device  which  will  insure 
keeping  the  baby  warm.  In  addition  to  this, 


the  baby  should  be  transferred  to  the  nur- 
sery at  the  earliest  possible  time  and  placed 
in  a warm  environment  there. 

Prevention  of  Hypoglycemia.  Low  birth 
weight  infants,  dysmature  infants,  infants 
of  diabetic  mothers,  infants  of  toxemic  moth- 
ers, complicated  pregnancies,  and  polycy- 
themic infants  are  all  subject  to  severe  hypo- 
glycemia.4 This  can  be  prevented  to  a large 
extent  by  feeding  term  infants  at  6-12  hours 
of  age,  and  by  feeding  smaller  infants  as 
early  as  3 hours  of  age. 

To  attempt  totally  to  prevent  hypogly- 
cemia, we  have  our  nurses  perform  dextros- 
tix  (Ames)  on  all  babies,  however  often  they 
may  seem  indicated.  They  are  done  frequent- 
ly in  risk  infants,  very  often  in  infants  of 
diabetic  mothers,  and  possibly  only  once  or 
twice  in  a term  nonrisk  infant.  The  nurses 
are  authorized  to  give  10%  glucose  water 
immediately  if  the  blood  sugar  is  less  than 
45  mg%.  Dextrostix  are  a reliable  screen- 
ing test,  once  the  examiner  has  done  a suf- 
ficient number  of  them.  The  bottle  should 
be  kept  in  a dark  place,  and  fresh  dextrostix 
should  always  be  available.  If  an  error  is 
made,  it  will  be  on  the  low  side,  therefore, 
glucose  may  be  given  to  a baby  who  might 
not  seriously  need  it.  This  is  preferable  to 
not  giving  glucose  to  a baby  who  does  re- 
quire it. 

Severe  symptomatic  hypoglycemia  if  it 
develops  should  be  treated  with  25%  glu- 
cose intravenously.  If  hypoglycemia  is 
treated  promptly,  brain  damage  is  unlikely. 
Often,  however,  hypoglycemia  is  overlooked 
for  several  hours.  For  this  reason,  we  be- 
lieve that  all  high  risk  babies  should  have 
their  hypoglycemia  prevented. 

Prevention  and  Treatment  of  Neonatal 
Septicemia.  There  is  now  reasonably  ade- 
quate documentation  that  the  most  appro- 
priate method  of  preventing  infection  con- 
tacted in  the  nursery  is  through  thorough 
handwashing  technique,  rather  than  through 
gowns,  masks,  and  caps.5  We  now  recom- 
mend that  no  masks  or  caps  be  worn  routine- 
ly in  the  nursery  area  by  physicians,  and 
that  scrub  suits  or  scrub  dresses  be  worn 
by  the  nurses,  and  visiting  parents  handling 
their  infant.  Short  sleeve  gowning  by  physi- 
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cians  is  optional.  A physician  may  enter  the 
nursery  in  his  street  clothes.  If  he  is  to 
touch  the  infant,  however,  he  should  remove 
his  jewelry,  roll  up  his  sleeves,  and  scrub 
thoroughly  for  2-3  minutes.  He  then  washes 
his  hands  thoroughly  between  each  baby. 

The  recognition  and  treatment  of  septi- 
cemia once  it  occurs  is  beyond  the  scope  of 
this  article.  Suffice  it  to  say  that  almost 
any  deviation  from  normal  by  an  infant, 
makes  him  a suspect  for  septicemia.6  Pro- 
phylactic antibiotics  should  not  be  given. 
Appropriate  cultures  should  be  done  and 
therapy  instituted  depending  on  the  degree 
of  illness  of  the  infant.  Present  acceptable 
therapy  is  Ampicillin,  100  - 200  mg/kg/24 
hour,  IV  or  IM;  and  Kanamycin  7-15  mg/ 
kg/24  hours,  IM.  Antibiotics  are  changed 
if  culture  reports  indicate. 

Jaundice.  The  entire  field  of  treatment 
of  jaundice  of  the  risk  infant  which  is  not 
due  to  Rh  or  ABO  incompatibility  is  still 
moderately  difficult  and  uncertain.  Term 
babies  with  Rh  and  ABO  incompatibility 
should  have  exchange  tranfusions  when  their 
serum  indirect  bilirubin  reaches  or  approach- 
es 20  mg/100  ml,  risk  or  preterm  at  15  mg/ 
100  ml.  For  the  term  infant,  jaundice  due  to 
other  factors  such  as  breast  milk  jaundice, 
physiologic  jaundice,  etc.,  serum  bilirubin  is 
not  serious  until  the  level  is  15  mg  per  100 
ml.  Beyond  that  point,  phototherapy  should 
be  instituted  with  bilirubin  lights  to  keep 
the  bilirubin  under  control.9 

Risk  infants,  primarily  the  premature  in- 
fants, on  the  other  hand,  are  reasonably 
safe  only  if  the  serum  bilirubin  is  less  than 
10  mg/100  ml.  From  10-15  mg/100  ml, 
we  recommend  phototherapy  with  the  bili- 
rubin light.  Beyond  15  mg/100  ml,  we  rec- 
ommend exchange  transfusion  since  kernic- 
terus  has  been  documented  in  infants  who 
have  had  bilirubin  levels  this  low,  particu- 
larly if  they  were  small  and  had  respira- 
tory distress. 

Phenobarbital  is  effective  in  preventing 
neonatal  jaundice,  particularly  if  given  to 
the  mother  in  the  last  stages  of  pregnancy. 
A dose  of  5 to  8 mg  per  kg  per  day  in  the 
first  day  given  to  the  baby  is  helpful.8 

Since  very  little  is  known  about  the  pos- 
sible undesirable  side  effect  of  these  thera- 


peutic modalities,  we  currently  recommend 
phototherapy  as  the  best  understood  and 
probably  most  harmless  method.  This 
concept  may  change  abruptly,  based  on  a 
proven  theory  that  physiologic  hyperbili- 
rubinemia may  be  caused  by  significant 
enterohepatic  recycling  of  bilirubin  and  this 
can  be  treatable  with  Agar  orally.9 

Babies  placed  under  phototherapy  should 
be  under  an  adequate  unit  delivering  400 
footcandles  of  light.  The  bulb  should  be 
changed  probably  after  200  hours  of  use. 
The  eyes  must  be  totally  and  always  covered 
during  phototherapy. 

Screening  the  Newborn  for  Congenital 
Malformations. 

A.  Anomaly  Survey.  We  advise  that  the 
following  congenital  anomaly  survey 
be  performed  on  every  newborn  in- 
fant within  the  1st  hour  of  life.10 

Survey  Suspected  Diseases 

1.  Inquiry  for  poly- 
polyhydramnios  GI,  GU  and  CNS  obstructive 

disease 

2.  Appearance  of 

abdomen Concavity  may  indicate  dia- 

phragmatic hernia,  exag- 
gerated convexity  may  in- 
dicate possible  abdominal 
mass. 

3.  Passage  of  naso- 
gastric tube Choanal  atresia,  cleft  palate, 

T-E  fistula. 

4.  Aspiration  of 
stomach  with  re- 
cording of  color 
and  amount  of 

fluid Greater  than  20  ml  of  bile 

stained  fluid  indicates 
high  suspicion  of 
obstruction. 

5.  Insertion  of  rec- 
tal catheter Imperforate  anus  or  stenosis. 

6.  Counting  umbilical 

arteries One  indicates  possible  renal 

anomaly  or  chromosomal 
trisomy. 


Methods 

Anomaly  Appraisal:  Each  infant 

delivered  in  this  institution  receives 
a careful  examination  in  addition  to 
an  intensive  congenital  anomaly  ap- 
praisal within  the  first  60  minutes  of 
extrauterine  life.  The  medical  stu- 
dent or  nurse  in  attendance  performs 
the  appraisal.  Any  abnormality  is  re- 
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viewed  by  a senior  resident,  or  staff 
physician. 

Polyhydramnios:  This  information 
is  obtained  from  the  obstetrician. 
This  is  a clinical  diagnosis  based  on 
the  observation  of  the  obstetrician 
that  more  than  2,500  ml  of  amniotic 
fluid  was  present.  We  are  not  able 
to  obtain  information  concerning  the 
actual  measurement  of  amniotic  fluid. 

Observation  of  Abdomen:  Careful 
observation  of  the  convexity  or  con- 
cavity of  the  abdomen  is  made.  This 
may  suggest  presence  of  abdominal 
mass  or  diaphragmatic  hernia. 

Nasogastric  Tube:  A No.  5 French 
plastic  feeding  tube  is  passed  through 
each  nasal  orifice  into  the  naso- 
pharynx. If  this  is  impossible,  a No. 
31/2  French  catheter  is  used.  In- 
ability to  pass  a No.  31/2  catheter  is 
followed  by  radiological  examination 
for  choanal  atresia.  If  the  No.  3!/2 
catheter  can  be  passed  with  difficulty, 
the  diagnosis  of  choanal  stenosis  is 
made.  The  catheter  is  then  advanced 
into  the  stomach  and  1 ml  of  air  is 
injected  while  the  examiner  auscul- 
tates over  the  abdomen  to  insure  ac- 
tual presence  of  the  catheter  in  the 
stomach. 

Aspiration  of  Stomach:  The  abil- 

ity to  obtain  1-2  ml  of  aspirate  is  not 
proof  that  the  tip  is  in  the  stomach, 
because  the  “gastric  aspirate”  ob- 
tained may  be  mucus  and  saliva  from 
the  filling  pouch  of  an  esophageal 
atresia.  Therefore,  one  must  pre- 
viously have  ascertained  presence  of 
the  catheter  in  the  stomach  as  de- 
scribed. 

Rectal  Catheter:  The  same  cath- 

eter used  previously  is  then  inserted 
into  the  rectum  as  far  as  it  can  be 
easily  passed.  If  meconium  is  not 
present  on  the  tip  of  the  catheter 
after  aspiration  or  withdrawal,  a 
gentle  thermometer  examination  is 
performed.  If  no  meconium  is  pro- 
duced by  this  means,  very  careful  ob- 


servation of  the  infant  for  gastro- 
intestinal abnormality  is  indicated. 

Umbilical  Arteries:  The  umbilical 
stump  is  examined  at  the  point  of 
entry  into  the  infant.  Unless  both 
arteries  are  easily  identified,  they  are 
examined  under  magnification  with 
a hand  lens  and  probed.  One  artery 
suggests  the  need  for  genitourinary 
evaluation. 

While  some  have  criticized  these  pro- 
cedures because  of  nasal  hemorrhage 
following  the  procedure,  and  transient 
bradycardia  which  takes  place  while 
the  catheter  is  in  the  stomach,  we 
have  not  had  significant  difficulty 
with  either  one  of  these  problems. 
Sufficient  babies  have  hidden  mal- 
formations of  this  type  without  any 
prior  obstetric  history  to  suggest 
that  we  continue  to  recommend  this. 

B.  Phenylketonuria.  All  babies  should, 
by  state  statute,  have  a Guthrie  test 
or  comparable  test  for  phenylketo- 
nuria, prior  to  being  discharged  from 
the  hospital,  if  possible  after  48  hours 
of  milk  intake.  For  double  accuracy, 
this  test  should  be  repeated  in  all  in- 
fants at  approximately  6 weeks  of 
age.  At  the  present  time,  in  Nebras- 
ka, these  tests  are  usually  done  in  the 
individual  hospital  and  with  differing 
techniques.  We  hope  to  be  able  to 
recommend  in  the  future  that  they  be 
done  in  a centralized  state  laboratory, 
where  the  likelihood  for  error  is  con- 
siderably less.  In  the  past  3 years, 
in  approximately  75,000  births  in  Ne- 
braska, there  should  have  been  detect- 
ed between  6 and  9 new  cases  of 
phenylketonuria.  Actually,  we  only 
know  2 having  been  found  during  that 
period  of  time.  This  would  suggest 
that  we  are  not  yet  performing  this 
screening  test  with  total  accuracy. 
Breast-fed  babies  should  optimally 
have  a Guthrie  test  at  one  week  of 
age  since  significant  breast  milk 
volume  does  not  usually  staid;  until 
3 to  4 days  of  age. 

Serum  tyrosinemia,  not  rare  in  low 
birth  weight  babies,  also  results  in 
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a positive  Guthrie  test.  Therefore, 
a number  of  recommendations  are 
made  for  infants  with  a positive 
Guthrie  test.11  These  include  repeat- 
ing the  test,  and  performing  a blood 
phenylalanine/tyrosine  ratio.  Urine 
phenyl-stik  in  the  newborn  may  lead 
to  false  negative  since  liver  enzymes 
system  are  immature  for  2 to  6 weeks. 

Reducing  Substance  in  the  Urine. 
We  recommend  that  all  babies  have  a 
Clinitest  done  on  the  urine  after  48 
hours  of  milk  feedings.  This  will  sug- 
gest the  rare  patient  with  galacto- 
semia (which  is  more  common  than 
phenylketonuria)  and  is  likely  to  be 
positive  in  a number  of  inborn  er- 
rors of  metabolism.  If  the  reducing 
substance  is  more  than  a trace  posi- 
tive on  two  subsequent  checks,  and 
not  immediately  after  feeding,  then 
the  baby  should  have  a urinary  and/ 
or  blood  amino  acid  screen  to  detect 
other  inborn  errors  of  metabolism. 

Summary 

A brief  discussion  of  the  prevention  and 
treatment  of  common  ailments  of  the  new- 
born infant  is  made,  along  with  recommen- 
dations for  routine  screening  procedures. 

At  the  conclusion  of  our  visits,  an  evalua- 
tion was  requested  of  each  hospital.  On  a 


one  (unsatisfactory)  to  five  (most  satis- 
factory) scale,  95%  of  the  hospitals  graded 
us  as  4 or  5 with  respect  to  value  of  the 
presentation,  newness  of  material,  and  at- 
titude of  the  consultants.  All  of  them  report- 
ed that  they  would  send  staff  to  attend  re- 
gional workshops. 

We  hope  to  be  able  to  continue,  and  ex- 
pand this  continuing  education  experience. 
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Carcinoid  Syndrome  Without  Flushing 


CARCINOID  tumors  are  known 
for  their  characteristically  slow 
growth.  Diagnosis  is  often  de- 
layed by  the  lack  of  symptoms  directly  re- 
ferrable  to  these  lesions;  consequently,  they 
are  frequently  discovered  either  at  operation 
or  on  histological  examination  of  autopsy 
and  surgical  specimens.  Completely  asymp- 
tomatic tumors  are  frequently  not  detected 
until  autopsy.  Those  patients  presenting 
with  the  carcinoid  syndrome  do  have  specific 
symptoms,  but  their  significance  is  often 
either  not  perceived  or  is  misinterpreted. 
The  following  case  serves  to  illustrate  this 
point. 

Case  Report 

The  patient  is  a 49-year-old  fanner 
who  had  been  in  good  health  until  May, 
1971.  At  that  time  — 4 months  prior 
to  admission  — he  experienced  an  at- 
tack of  “flu”  that  included  2 days  of 
diarrhea  and  intermittent  dyspnea. 
Over  the  next  2 months  there  were  re- 
peated episodes  of  diarrhea  following  the 
ingestion  of  a wide  variety  of  foods. 
These  attacks  of  diarrhea  were  usually 
accompanied  by  bloating  with  the  pass- 
age of  little  flatus  and  by  a fairly  pro- 
found localized  discomfort  in  the  upper 
epigastrium.  This  discomfort  was  gen- 
erally a sensation  of  pressure  — there 
was  no  burning  or  sharp,  stabbing  com- 
ponent to  it.  There  was  occasional  nau- 
sea but  no  vomiting,  melena,  hemato- 
chezia,  or  weight  loss.  The  patient 
could  obtain  only  sporadic  relief  by 
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ing  about  7 cm  below  the  right  costal 
margin.  The  heart  sounds  were  mark- 
edly abnormal,  the  consensus  being  S3 
and  S4  gallops  with  tricuspid  and  pul- 
monic valvular  murmurs  that  dimin- 
ished with  inspiration.  The  rest  of  the 
examination  was  unremarkable.  A liver 
scan  showed  hepatomegaly  with  a mass 
possibly  extrinsic  to  t h e liver  paren- 
chyma. Echocardiogram,  fluoroscopy, 
and  IVP  were  all  within  normal  limits. 
Liver  studies  were  normal  except  for 
a BSP  of  28  percent.  The  initial  im- 
pression was  a primary  hepatoma  with 
possible  myocardial  or  pericardial  metas- 
tases.  Since  the  heart  findings  could 
have  resulted  from  carcinoid  disease,  a 
5-HIAA  screen  was  obtained  just  prior 
to  operation.  This  test  was  positive,  but 
due  to  the  unreliability  inherent  in  the 
test,  hepatoma  was  still  the  most  likely 
diagnosis.  No  definite  conclusion  had 
been  made  concerning  the  history  of 
diarrhea  except  that  it  might  be  related 
to  the  mass  in  the  liver. 


eliminating  the  problem  foods  from  his 
diet.  On  September  13,  1971,  he  pre- 
sented himself  to  his  local  physician  be- 
cause of  an  acute  increase  in  the  epi- 
gastric pressure.  On  physical  examin- 
ation a firm  mass  was  found  occupying 
most  of  the  right  upper  quadrant.  X- 
rays  indicated  probable  hepatomegaly. 
The  patient  was  referred  for  further 
evaluation  of  this  mass. 

Physical  examination  revealed  a prom- 
inent, very  firm,  nonpulsatile  mass  ap- 
proximately 22  cm  across  and  extend- 


At  operation,  a massively  enlarged 
liver  was  found.  The  right  lobe  had  a 
grapefruit-sized  tumor  mass  within  it 
while  the  left  lobe  had  a smaller,  cen- 
trally-located cystic  mass.  Whitish  tu- 
mor was  evident  on  the  visceral  sur- 
face of  the  liver,  but  the  peritoneal  sur- 
face was  uninvolved.  Exploration  of  the 
abdomen  revealed  a partially  obstructing 
lesion  the  size  of  a golf  ball  in  the  term- 
inal ileum  approximately  8 inches  from 
the  ileocecal  valve.  Two  metastatic  sites 
in  the  small  bowel  mesentery  were  also 
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present.  The  primary  site  was  removed 
by  wedge  resection  of  the  bowel  and  its 
associated  mesentery.  Because  of  the 
extensive  liver  involvement,  and  the  pa- 
tient’s uncertain  cardiac  status,  no  re- 
section of  metastases  was  attempted. 
Frozen  and  permanent  sections  showed 
carcinoid  t u m o r invading  the  full 
thickness  of  the  bowel  wall  and  into  the 
adjacent  mesenteric  fat.  The  mucosa 
was  intact.  Postoperatively,  the  pa- 
tient experienced  considerable  abdomin- 
al cramping  and  persistent  diaphoresis. 
There  was  no  spontaneous  flushing  even 
though  the  5-HIAA  level  in  a 24-hour 
urine  specimen  was  352  mg.  An  epine- 
phrine stimulation  test  was  negative. 
The  patient’s  recovery  was  otherwise 
uneventful.  Upon  discharge  he  was 
placed  on  an  antitumor  chemotherapy 
regimen  of  5-FU  500  mg.  parenterally 
once  a week.  After  three  weeks  of 
treatment,  there  had  not  been  any  ap- 
preciable decrease  in  liver  size. 

In  1890,  Ransom  described  the  first  car- 
cinoid tumor  with  metastases  — namely,  a 
primary  tumor  in  the  ileum  with  metastases 
to  the  liver.  The  carcinoid  syndrome  was 
first  described  in  1953-1954. 

The  origin  of  these  tumors  is  believed  to 
be  from  the  Kultchitsky  cell,  which  is  most 
commonly  found  in  the  crypts  of  Lieberkuhn. 
In  general,  this  cell  is  characterized  by  its 
argentaffin  granules  when  stained  with  am- 
moniated  silver  nitrate. 

Carcinoid  tumors  arising  in  the  bronchi 
are  listed  as  bronchial  adenomas,  and  con- 
stitute about  three  fourths  of  that  tumor 
species,  the  remainder  being  cylindromas. 
In  1961,  Weiss  and  Ingram  demonstrated 
conclusively  the  similarity  between  these 
carcinoids  and  those  in  the  gastrointestinal 
tract.  There  is  also  a new  theory  that  car- 
cinoids arising  in  the  bronchi  and  oat  cell 
carcinoma  of  the  lung  have  the  same  cell 
of  origin. 

Teratomas  containing  entodermal  elements 
have,  on  occasion,  been  found  to  contain  car- 
cinoid tumors. 

In  the  gastrointestinal  tract,  the  tumor 
arises  as  a submucosal  lesion  that  is  dis- 


crete, nodular,  homogenous  on  cut  section, 
and  varies  in  color  from  yellow  to  tan  or 
gray,  depending  on  the  lipid  content.  This 
“malignant  neoplasm  is  slow  motion”  seldom 
invades  the  mucosa ; consequently,  bleeding  is 
an  uncommon  presenting  symptom.  Since 
the  tumor  grows  outward,  it  usually  does 
not  encroach  upon  the  lumen  enough  to  cre- 
ate an  obstruction.  The  tumor  spreads  in 
a stepwise  fashion  from  local  invasion  to 
distant  metastases  with  regional  nodal  metas- 
tases almost  never  developing  in  the  ab- 
sence of  muscularis  invasion. 

Invasiveness,  and  hence  malignant  be- 
havior, must  be  demonstrated  microscopical- 
ly. The  frequency  of  malignancy  apparently 
is  related  to  the  size  of  the  primary  tumor, 
especially  in  the  gastrointestinal  tract.  Ap- 
proximately 75  percent  are  less  than  or 
equal  to  1 cm  diameter,  about  20  percent  are 
between  1-2  cm,  and  5 percent  are  over  2 
cm.  The  incidence  of  metastases  is  just  the 
reverse : 

Primary  less  than  1 cm  — 2%  have 
metastases 

1-2  cm  — 50%  have  metastases 

Greater  than  2 cm  — 80%  have  metas- 
tases 

While  carcinoid  tumors  may  arise  any- 
where in  the  gastrointestinal  tract,  most  are 
found  in  3 areas  — appendix,  ileum,  and 
rectum,  in  that  order.  In  the  collected  series 
of  3,718  cases  published  in  November,  1970, 
the  rates  for  these  sites  are  appendix  — 46 
percent,  ileum  — 27  percent,  and  rectum  — 
16  percent.  80  percent  of  carcinomas  aris- 
ing in  the  small  bowel  are  found  within  the 
terminal  2 feet  of  ileum.  In  fact,  it  is  the 
most  common  malignant  neoplasm  found  in 
the  small  bowel. 

Carcinoid  tumors  metastasize  most  fre- 
quently to  regional  lymph  nodes ; followed  by 
liver,  bone,  and  lung.  In  widely  disseminated 
disease,  metastases  may  appear  virtually  any- 
where. The  colon  has  the  highest  rate  of 
metastasis,  with  60  percent.  The  ileum  is 
second  with  34  percent,  a figure  that  is  re- 
markably consistent  from  series  to  series. 
In  the  collected  series,  there  were  only  2 in- 
stances of  metastatic  appendiceal  carcinoids 
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in  over  1600  cases.  This  apparently  “benign 
behavior”  is  seen  even  with  local  invasion. 

Tumors  arising  in  the  ileum  have  several 
interesting  features.  First,  these  tumors  are 
often  multicentric  in  origin,  the  incidence  be- 
ing around  29  percent.  This  figure  is  mark- 
edly different  from  the  4 percent  rate  seen  in 
colon  carcinoma  and  the  2 percent  rate  for 
carcinoma  of  the  stomach.  Second,  there  is  a 
marked  tendency  for  these  tumors  to  be 
associated  with  a second  primary  malig- 
nancy. The  incidence  is  about  30  percent, 
with  half  being  found  in  the  gastrointestinal 
tract.  This  phenomenon  occurs  in  only  2-8 
percent  of  the  general  population.  Third, 
there  is  often  a pronounced  desmoplastic  re- 
action of  the  mesentery  that  kinks,  buckles, 
and  matts  loops  of  bowel  together  to  pro- 
duce an  intermittent  small  bowel  obstruction. 
MacDonald  has  proposed  a fourth  feature — 
namely,  a high  association  with  peptic  ulcer 
disease.  This  item  is  still  under  debate. 

Abdominal  pain  is  the  most  common  pre- 
senting symptom.  In  half  of  the  cases,  it  is 
episodic,  colicky,  with  distention  and  bor- 
borygmi ; while  in  the  other  half  it  is  vague, 
diffuse,  and  totally  nonspecific.  A second 
prominent  finding  is  a long  history  of  symp- 
toms, sometimes  persisting  for  years.  Third, 
nausea,  vomiting,  melena,  hematochezia, 
hematemesis,  weight  loss,  and  sometimes 
diarrhea  alternating  with  constipation  are 
additional  symptoms.  Flushing,  which  is 
associated  with  the  carcinoid  syndrome,  oc- 
curs late  in  the  disease  and  is  seen  in  about 
10  percent  of  cases. 

Physical  examination  reveals  a palpable 
abdominal  mass  in  about  43  percent  of  cases. 
This  mass,  usually  the  result  of  the  desmo- 
plastic reaction  described  earlier,  is  com- 
monly found  in  the  right  midabdomen  and 
is  often  mistaken  for  a mobile  kidney.  He- 
patomegaly is  seen  in  9 percent  of  patients, 
gaseous  distention  in  about  30  percent.  No 
physical  findings  whatsoever  can  be  obtained 
in  almost  25  percent. 

The  carcinoid  syndrome  is  seen  in  10  per- 
cent of  patients  with  carcinoid  tumors  and 
is  comprised  of  the  following  symptoms : 
cutaneous  flushing  over  the  upper  body,  diar- 
rhea, asthma,  cyanosis,  and  evidence  of  car- 


diac valvular  disease.  Hypotension,  gradual 
or  rapid,  may  be  associated  with  any  of  these 
symptoms.  Flushing  is  present  in  95  percent 
of  patients  with  the  syndrome;  diarrhea  in 
85  percent;  asthma  in  25-50  percent;  and 
heart  involvement  in  over  50  percent.  The 
heart  involvement  consists  of  the  deposition 
of  a peculiar  type  of  fibrous  tissue,  devoid  of 
any  elastic  fibers,  on  the  endocardium  of  the 
valvular  cusps  and  heart  chambers,  on  the 
intima  of  the  coronary  sinus  and  great  veins, 
and  at  times  on  the  intima  of  the  great  ar- 
teries. These  “carcinoid  fibrous  plaques” 
seem  to  be  located  preferentially  in  areas 
of  excessive  turbulence  or  in  the  paths  of 
regurgitant  streams.  The  most  common 
valvular  lesions  are  tricuspid  insufficiency 
and  pulmonic  stenosis.  Indeed,  carcinoid 
heart  disease  is  unique,  and  bears  little  re- 
semblance to  other  forms  of  heart  disease. 
However,  it  can  lead  to  congestive  heart 
failure,  this  situation  being  complicated  by 
the  fact  that  the  signs  and  symptoms  seen 
can  be  accounted  for  on  the  basis  of  the  liver 
involvement  alone. 

It  is  possible  that  these  tumors  have  multi- 
potential  endocrine  properties,  in  light  of  the 
variety  of  symptoms.  The  most  commonly 
used  laboratory  value  is  the  amount  of  5- 
HIAA  — the  primary  metabolite  of  sero- 
tonin — that  is  excreted  in  the  urine  in  24 
hours.  The  normal  value  is  from  2-9  mg/ 
24  hours.  Elevated  levels  are  found  only  in 
the  presence  of  hepatic  metastases  or  when 
the  primary  tumor  has  venous  drainage  that 
bypasses  the  hepatic  circulation.  However, 
pineapples,  bananas,  phenothiazines,  metho- 
carbamol, and  glyceral  guaiacolate  can  give 
false  positive  results.  Injecting  1-5  meg 
epinephrine  or  5-15  meg  norepinephrine  IV 
in  a patient  with  spontaneous  flushes  will 
usually  produce  a similar  flush.  A negative 
result  however  does  not  rule  out  the  pres- 
ence of  the  syndrome. 

The  general  principle  in  treatment  of  car- 
cinoid tumors  is  to  resect  the  primary  lesion 
and  as  much  of  any  metastases  as  is  possible. 
This  approach  is  subject  to  the  fact  that  pa- 
tients with  the  syndrome  are  much  greater 
surgical  risks  than  the  general  population, 
primarily  because  of  the  greater  likelihood 
of  hypotensive  crises.  These  episodes  are 
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made  worse  by  the  use  of  the  usual  pressor 
agents  such  as  epinephrine.  Therefore,  ex- 
tensive procedures,  such  as  a right  hemico- 
lectomy for  tumors  within  a few  centimeters 
of  the  ileocecal  valve,  should  be  undertaken 
only  with  the  greatest  care.  A major  com- 
plication of  the  surgical  treatment  of  these 
tumors  is  that  the  acute  exacerbation  of  the 
abdominal  pain  (abdominal  crises)  mimics 
the  classical  pictures  of  obstruction,  intus- 
susception, and  intraperitoneal  hemorrhage 
so  well  that  many  patients  unnecessarily 
undergo  a second  operation. 

In  the  early  1960s,  medical  management 
of  patients  with  the  carcinoid  syndrome  was 
essentially  symptomatic.  While  many  ap- 
proaches were  tried,  the  most  effective, 
though  variable,  was  using  serotonin  antag- 
onists, especially  methysergide  (Sansert)  and 
cyproheptadine  (Periactin).  The  former  has 
a tendency  to  cause  retroperitoneal  fibrosis 
in  toxic  doses.  For  these  agents  to  be  effec- 
tive, the  daily  dosage  schedule  should  be  de- 
signed so  as  to  concentrate  the  bulk  of  the 
day’s  medication  during  those  periods  when 
the  symptoms  are  the  worst. 

The  latest  approach  in  the  medical  manage- 
ment of  the  carcinoid  syndrome  is  the  use 
of  antitumor  chemotherapy.  Although  sev- 
eral drugs  are  currently  under  investigation, 
the  best  results  — a 50  percent  antitumor 
response  in  50  percent  of  patients  — are  seen 
with  a combination  of  methotrexate  0.4  mg/ 
kg  once  a week  by  injection,  and  Cytoxan 
100-200  mg/24hours,  depending  on  the  status 
of  the  bone  marrow.  Some  authors  have 
not  found  5-FU  to  be  overwhelmingly  effec- 
tive, noting  that  it  has  the  greatest  toxicity 
of  the  agents  studied  for  the  bone  marrow. 
This  question  is  still  under  debate.  During 
such  antitumor  chemotherapy,  the  patient 
should  be  covered  with  sufficient  doses  of 
serotonin  antagonists.  The  most  common 
error  made  with  these  covering  drugs  is  they 
are  not  given  in  high  enough  doses. 

Most  of  the  figures  for  5-year  survival 
with  different  stages  in  the  progression  of 
carcinoid  tumors  were  gathered  before  the 
advent  of  antitumor  chemotherapy.  For 
small  bowel  carcinoids,  Moertel,  in  the  Mayo 
Clinic  series,  lists  the  following  rates — 


Operable  -f-  nodal  metastases  — 68% 
Inoperable  + nodal  metastases  — 38% 
Patients  with  liver  metastases  — 21% 

Brookes  reports  a 56  percent  5-year  sur- 
vival rate  for  patients  treated  by  “radical” 
operation  — i.e.  resecting  metastases  — and 
33  percent  for  those  with  a palliative  proce- 
dure (bypass  or  local  resection).  By  acting 
directly  on  the  tumor  mass  that  is  non- 
resectable,  the  antitumor  chemotherapy  ap- 
proach should  markedly  improve  these  fig- 
ures. However,  as  Mengel  has  pointed  out, 
due  to  the  relative  rarity  and  marked  vari- 
ability of  the  carcinoid  syndrome,  it  is  dif- 
ficult to  evaluate  this  approach  until  more 
patients  are  studied.  Consequently,  at  this 
time,  the  decrease  in  liver  size  is  used  as  a 
measurement  of  the  efficacy  of  treatment. 

Regardless  of  the  type  or  extent  of  treat- 
ment chosen,  none  can  be  effective  without 
good  supportive  care,  ranging  from  a good 
diet  to  digitalis  for  congestive  heart  failure, 
and  fluids  and  potassium  for  dehydration 
and  hypokalemia  secondary  to  diarrhea.  In 
addition,  patients  should  abstain  from  alcohol 
and  beverages  with  caffeine,  which  can  trig- 
ger exacerbations  of  the  symptoms. 

Summary 

A case  of  carcinoid  tumor  of  the  ileum 
with  metastases  is  presented.  A brief  dis- 
cussion of  the  problem  of  carcinoid  tumors 
is  given. 
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Kartagener's  Triad 


IN  1933  Kartagener1  reported 
four  patients  who  had  a triad 
of  situs  inversus,  bronchiec- 
tasis, and  chronic  sinusitis,  and  suggested 
that  the  occurrence  of  this  triad  was  more 
than  coincidental  and  likely  to  be  congenital. 
Since  then,  nearly  400  cases  have  been  de- 
scribed and  several  reviews  have  appeared 
in  the  literature.  The  latest  comprehensive 
review  was  in  1962  by  Kartagener  and 
Stucki2  who  collected  334  case  histories  in 
world  literature,  adding  their  own  two  cases. 

This  paper  comprises  clinical  and  labora- 
tory data  on  four  patients  (three  females  and 
one  male)  who  have  been  examined  by  the 
author  from  1959  to  the  present.  Two  of  the 
patients  had  extensive  lung  surgery  for  the 
treatment  of  bronchiectasis.  Because  of  its 
relatively  rare  incidence,  little  information 
is  available  in  publication  on  the  status  of 
lung  function  in  this  syndrome.  This  paper 
provides  concise  data  on  spirometry,  arterial 
blood  gas,  and  pulmonary  diffusion  capacity 
in  Kartagener’s  triad.  In  presenting  our 
data,  all  the  available  literature  of  recent 
years  has  been  critically  reviewed  and  some 
of  the  clinical  spectrum  in  Kartagener’s  triad 
are  discussed. 

Case  No.  1 

A 48  year-old  white  female  patient 
was  examined  in  1964  because  of  fever, 
cough,  and  increasing  weakness  of  ap- 
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proximately  two  weeks’  duration.  She 
had  chronic  cough  since  birth,  and  a 
series  of  lung  operations  since  1943: 
First,  a right  lower  lobectomy  was  done 
because  of  bronchiectasis.  This  was  fol- 
lowed by  a “right”  lingulectomy  (ana- 
tomically, the  patient’s  left  lingular  lobe) 
in  1947  and  a left  segmental  resection  in 
1948.  In  1955,  a portion  of  the  right  upper 
lobe  was  removed  and  a right  pneumo- 
nectomy was  performed  in  1957.  She 
was  also  found  to  have  situs  inversus 
and  agenesis  of  the  frontal  sinus.  In 
the  past,  she  had  several  polyps  re- 
moved from  the  nasopharynx.  Her 
father  also  had  nasal  polyposis. 

Physical  examination  showed  an 
emaciated  middle  - aged  white  female. 
Temperature  was  100.2°F,  pulse  100/ 
min,  respiration  20/min,  and  blood  pres- 
sure 140/90  mmHg.  Hypertrophy  of  the 
sternocleidomastoid  muscles  was  noted. 
There  was  no  expansion  of  the  right 
hemithorax,  but  fairly  good  expansion 
of  the  left.  Auscultation  of  the  chest 
revealed  crepitant  rales  over  the  anteri- 
or and  posterior  bases  of  the  left  lung. 

•Cardiopulmonary  Laboratory,  Immanuel  Medical  Center,  Oma- 
ha, Nebraska 
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The  heart  was  on  the  right  with  the 
apex  in  the  fifth  intercostal  space  of 
the  midclavicular  line.  There  was  a 
loud  systolic  murmur  over  the  entire 
precordium.  The  chest  x - ray  films 
showed  a complete  opacification  of  right 
lung  field,  the  deviation  of  the  trachea 
to  the  right,  prominent  markings  in  the 
perihilar  area  and  lower  lung  base,  sug- 
gesting diffuse  bronchitis  (Figure  1-A). 
The  result  of  lung  function  tests  is 
shown  in  Table  1.  It  revealed  mild  ob- 
structive (FEV1.0  = 69%)  and  severe 
restrictive  impairment  (VC  ==  41%), 
severe  arterial  hypoxemia  (S02  = 67%) 
with  mild  C02  retention  (PC02  = 46 
mmHg),  and  marked  diffusion  impair- 
ment (DL  = 4.3  ml/min/mmHg).  The 
ECG  was  consistent  with  dextrocardia 
(Figure  2- A). 

Case  No.  2 

A 24  year-old  white  female  was  ex- 
amined in  1960  with  complaint  of  pro- 
ductive cough.  She  had  had  bronchi- 
ectasis very  early  in  her  childhood.  At 
the  age  of  nine,  she  had  a right  lower 
lobectomy  and  four  years  later,  a “left” 
middle  lobectomy  (anatomically,  the  pa- 
tient’s right  middle  lobe,  because  of 
situs  inversus)  with  a segmental  resec- 
tion of  the  basilar  segment  of  the  left 
lower  lobe.  Following  these  operations, 
she  did  quite  well  until  1959  when  she 
began  to  cough  again,  raising  yellow- 
greenish  sputum.  Family  history  re- 


vealed that  the  patient’s  sister  had  bron- 
chiectasis but  no  situs  inversus. 

Physical  examination  revealed  a thin, 
chronically  ill  appearing  white  female. 
The  vital  signs  were  normal.  Ausculta- 
tion of  the  chest  revealed  scattered  sibi- 
lant rhonchi  in  both  lung  bases.  The  apex 
of  the  heart  was  palpable  on  the  right 
at  the  fifth  intercostal  space.  The  heart 
sounds  were  normal.  There  was  club- 
bing of  the  fingernails. 

The  chest  x-ray  films  revealed  dextro- 
cardia and  situs  inversus.  The  chronic 
inflammatory  changes  observed  in  both 
lung  bases  and  in  the  right  hilar  region 
were  compatible  with  bronchiectasis 
(Figure  1-B).  The  vectorcardiogram 
showed  the  orientation  of  the  main  QRS 
axis  to  the  right,  slightly  superiorly. 
There  were  no  forces  to  the  inferior  or 
posterior  direction  (Figure  2-B).  The 
pulmonary  function  test  (Table  1) 
showed  moderate  restrictive  impair- 
ment (VC  = 81%)  and  mild  airway  ob- 
struction (FEV1.0  = 68%).  The  lung 
volumes  were  somewhat  small  (RV  = 
1.33  L,  TLC  = 3.81  L)  reflecting  the 
previous  surgeries.  However,  the  ar- 
terial blood  gases  were  normal  and  so 
was  the  pulmonary  diffusion  capacity. 

Case  No.  3 

A 51  year-old  white  male  patient  was 
seen  in  1967  with  complaints  of  produc- 
tive cough,  nasal  drainage,  and  periodic 


Table  1 

LUNG  FUNCTION  IN  KARTAGENER’S  TRIAD 


Case  No.  1 
Age  48,  female 
Bilateral 
Surgery 


MW  (L/min)  29 

VC  (7c) 41 

FEV  1.0  (7c) 69 

RV  (L)  1.87 

FRC  (L)  2.36 

TLC  (L)  2.97 

S02  (7c)  67.9 

PC02  (mmHg) 46.3 

pH  7.42 

DLCO  (ml/min/mmHg) 4.3 


Case  No.  2 
ge  24,  female 
Bilateral 
Surgery 

Case  No.  3 
Age  51,  male 
No 

Surgery 

Case  No.  4 
Age  35,  female 
No 

Surgery 

53 

78 

81 

110 

68 

48 

1.32 

3.46 

2.44 

4.03 

3.81 

7.20 

94.8 

90.7 

73.0 

34.0 

37.0 

50.2 

7.43 

7.43 

7.38 

11.4 

7.1 

4.9 

ABBREVIATIONS 

MV v Maximum  Voluntary  Ventilation;  VC— Vital  Capacity;  FEV1.0— 1 second 
Forced  Expiratory  Volume ; RV— Residual  Volume ; FRC— Functional  Residual 
Capacity  : TLC  Total  Lung  Capacity ; S02 — Arterial  Oxygen  Saturation  ; PC02 — 

VoV  • ' , Tension  ; DLCO — Pulmonary  Diffusion  Capacity  for  Carbon  Monoxide 

Fillers  method). 
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Figure  1-A 


Figrure  1-C 


Figure  1-D 


Figure  1.  Chest  x-ray  films  of  4 patients  with  Kar- 
tagener's  triad.  Figures  1-A,  1-B.  1-C,  and  1-D,  correspond 
to  Cases  1,  2,  3,  and  4,  respectively 


Figure  1-B 
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hoarseness  of  the  voice  for  many  years. 
He  was  told  of  chronic  sinusitis  and 
bronchiectasis  at  the  age  of  20.  On  four 
occasions  he  had  bilateral  sinus  opera- 
tions. Family  history  disclosed  that  one 
of  his  brothers  had  asthma,  another 
brother  had  bronchiectasis,  and  one  sis- 
ter had  “bronchial  trouble.”  Two  other 
brothers  have  been  well.  However,  all 
five  brothers  have  sinusitis. 

Physical  examination  revealed  a well- 
developed,  well-nourished  white  male  in 
no  acute  distress.  Temperature  was 
98.6°F,  pulse  76/min,  regular,  and  blood 
pressure  was  140/80  mmHg.  Ausculta- 
tion of  the  chest  revealed  inspiratory 
rales  and  rhonchi  bilaterally.  The  heart 
was  on  the  right  with  the  apex  in  the 
right  midclavicular  line.  No  murmurs 
were  present. 

The  chest  x-ray  films  disclosed  situs 
inversus  and  patchy  infiltrates  through- 
out the  lower  lung  fields.  The  broncho- 
gram  showed  extensive  bronchiectasis 
in  both  lower  lobes.  The  “left”  middle 
lobe  (anatomically,  the  right  middle 
lobe)  was  highly  contracted  and  severe- 
ly bronchiectatic  (Figure  1-C).  The 
ECG  was  normal  except  for  dextrocardia 
(Figure  2-C).  Lung  function  tests  re- 
vealed marked  airway  obstruction 
(FEV1.0  = 48%),  slight  hyperinflation 
of  the  lungs  (RV  = 3.46  L,  RV/TLC  = 
48%),  mild  hypoxemia  (S02  = 90%), 
and  mild  diffusion  impairment  (DL  = 
7.1  ml/min/mmHg)  (Table  1). 

Case  No.  4 

A 35  year-old  white  female  patient 
was  examined  in  1965,  having  complaints 
of  excessive  cough,  sputum,  and  swell- 
ing of  the  ankles.  Her  chest  symptoms 
developed  following  whooping  cough  and 
measles  at  the  age  of  three.  These  con- 
sisted of  cough,  sputum  production, 
wheezing  on  exertion,  and  increased  sus- 
ceptibility to  upper  respiratory  infec- 
tions. In  1958,  a bronchogram  disclosed 
bilateral  bronchiectasis  and  emphysema. 
There  was  also  pansinusitis  and  situs 
inversus.  Family  history  showed  that 
her  mother  had  asthma  and  her  sister 
had  bronchiectasis. 


Physical  examination  revealed  a bloat- 
ed, chronically  ill  appearing  female  with 
orthopnea  and  mild  cyanosis.  Blood 
pressure  was  110/70  mmHg,  pulse  was 
112/min,  and  temperature  was  98.6°F. 
She  was  deaf  in  the  left  ear,  and  her 
nasal  mucosa  was  congested.  Ausculta- 
tion of  the  chest  revealed  numerous 
moist  rales  bilaterally.  The  heart 
sounds  were  louder  on  the  right  than 
on  the  left.  No  murmurs  were  heard. 
The  liver  was  enlarged  three  finger- 
breadths  below  the  left  costal  margin. 
There  was  also  pronounced  clubbing  of 
the  fingernails  and  mild  cyanosis. 

The  chest  x-ray  films  showed  situs  in- 
versus and  mottled  densities  in  both 
lungs  (Figure  1-D).  The  ECG  showed 
a sinus  rhythm  and  dextrocardia  (Fig- 
ure 2-D).  The  arterial  blood  gas  analy- 
sis revealed  marked  hypoxemia  (S02  = 
73%)  and  C02  retention  (PC02  = 50 
mmHg),  along  with  diffusion  impair- 
ment (DL  = 4.9  ml/min/mmHg)  as 
shown  in  Table  1). 

Comments 

The  intriguing  combination  of  situs  inver- 
sus, bronchiectasis,  and  chronic  sinusitis  has 
attracted  a continuing  interest  of  many  clini- 
cians in  varied  specialties.  As  a result,  sev- 
eral theories  concerning  the  pathogenesis  of 
Kartagener’s  triad  have  been  proposed. 
Some,  in  particular,  the  European  authors, 
favor  the  congenital  origin  and  indeed,  the 
incidence  of  this  triad  in  members  of  the 
same  family  have  been  well  documented  in 
the  literature.3-7  The  additional  feature 
which  strengthens  the  theory  of  congenital 
origin  is  the  concomitant  incidence  of 
other  congenital  anomalies  which  were  ob- 
served in  some  cases  of  Kartagener’s  triad. 
These  anomalies  include  malformation  of  the 
retinal  vessels,8  familial  eye  changes,9  renal 
anomalies,10  ventricular  septal  defect,11  ano- 
malous left  subclavian  artery,12  and  rudimen- 
tary left  upper  lobe  of  the  lung.13 

The  important  genetic  pattern  of  Kartag- 
ener’s triad  as  reflected  in  the  patient’s  pedi- 
gree are  (a)  it  appears  only  in  one  generation 
of  siblings,  and  no  incidence  in  parents  has 
ever  been  reported,  (b)  it  occurs  in  both 
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Figure  2-A 


Figure  2-C 


Figure  2.  ECG  and  VCG  in  Kartagener’s  triad.  Figures 
2-A,  2-B,  2-C.  and  2-D.  correspond  to  Cases  1,  2,  3,  and 
4,  respectively. 
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sexes  in  the  same  generation,  and  (c)  the 
number  of  siblings  with  Kartagener’s  triad 
is  always  less  than  that  of  siblings  without 
the  triad.  These  features  strongly  suggest 
that  genetically,  Kartagener’s  triad  is  a re- 
cessive autosomal  trait  with  possible  envir- 
onmental influence  in  the  embryonic  stage. 

In  an  attempt  to  establish  objective  evi- 
dence of  genetic  linkage,  Knox  et  al4  studied 
the  blood  group  of  a family  with  Kartagen- 
er’s triad  employing  Morton’s  method  of  se- 
quential test.  The  result  failed  to  reveal  any 
conclusive  linkage  except  remotely  possible 
linkage  with  Rh  system.  Similarly,  Cook  et 
al3  investigated  the  blood  group  of  three 
families  with  Kartagener’s  triad  using  the 
same  statistical  method  and  arrived  at  a con- 
clusion of  no  linkage  except  possibly  Kidd 
group.  Therefore,  it  may  be  said  that  there 
is  no  definitive  proof  of  linkage  as  reflected 
in  the  blood  groups  in  Kartagener’s  triad. 

Information  on  chromosomal  pattern  in 
Kartagener’s  triad  is  very  scarce.  The  author 
could  find  only  two  papers  which  briefly 
touch  upon  the  chromosomal  pattern.  Brown 
and  Smith14  reported  a 20-year-old  male  hav- 
ing Kartagener’s  triad  with  an  additional 
feature  of  what  appears  to  be  muco-visci- 
dosis.  They  stated  in  passing  that  there  was 
a complete  absence  of  sex  chromatin  mass  in 
the  patient’s  oral  mucosa  and  inferred  that 
the  patient’s  chromosomal  constitution  was 
normal.  In  1964,  Glick  and  Graubert15  re- 
ported a result  of  karyotyping  in  a 20-year- 
old  schizophrenic  male  with  Kartagener’s  tri- 
ad. Chromosomal  study  on  this  patient  dis- 
closed the  normal  diploid  number  of  46 
chromosomes  with  a normal  karyotype. 

An  important  consideration  from  the  view- 
point of  pulmonary  disease  is  the  seemingly 
high  incidence  of  bronchiectasis  in  dextro- 
cardia or  situs  inversus.  Olsen16  reviewed  the 
cases  of  85  patients  with  dextrocardia  and 
found  14  (16.5%)  to  have  bronchiectasis,  in 
contrast  to  an  incidence  of  less  than  0.5% 
among  all  patients  at  the  Mayo  Clinic.  Adams 
and  Churchill17  observed  that  among  23  cases 
of  situs  inversus,  five  (21.7%)  had  bronchi- 
ectasis whereas  only  0.3%  of  approximately 
240,000  general  hospital  admissions  had 
bronchiectasis.  Based  on  262,000  admissions 
to  a general  hospital,  Gross18  found  13  cases 


of  situs  inversus  and  among  them,  three 
(23%)  presented  bronchiectasis.  Therefore, 
it  is  not  surprising  to  find  that  these  sta- 
tistics are  often  used  in  support  of  the  theory 
of  congenital  pathogenesis  of  bronchiectasis. 
It  must  be  cautioned  here,  however,  that  the 
combined  lesions,  such  as  situs  inversus 
and  bronchiectasis,  do  not  necessarily  imply 
that  both  are  of  a congenital  origin  because 
the  accompanying  lesion  of  bronchiectasis 
could  be  induced  by  non-congenital  causes, 
such  as  mechanical  or  environmental  factors. 
Indeed,  Karani19  feels  that  dextrocardia  may 
mechanically  interfere  with  the  flow  of  bron- 
chial secretions  and  thus  aid  in  the  produc- 
tion of  bronchiectasis.  Therefore,  it  seems 
that  the  congenital  origin  of  bronchiectasis, 
because  of  its  close  association  with  situs  in- 
versus, is  without  real  objective  evidence  at 
the  present  time. 

One  of  the  characteristic  features  of  this 
paper  is  that  two  out  of  four  patients  re- 
ceived lung  surgery  for  the  treatment  of 
bronchiectasis,  the  surgery  ranging  from 
lobectomy  to  pneumonectomy.  This  is  an 
exceptionally  large  number  of  surgical  cases 
when  we  consider  the  fact  that  by  1962, 
Chang  et  al20  could  count  only  13  cases  of 
pulmonary  resections  among  160  cases  of 
Kartagener’s  triad  in  the  English  literature. 
Our  Case  No.  1 appears  to  be  the  first  case 
ever  reported  with  pneumonectomy  in  Kar- 
tagener’s triad. 

The  pulmonary  function  studies  in  our 
series  disclosed  various  degrees  of  restrictive 
impairment  as  reflected  in  the  vital  capacity 
(VC).  The  cause  of  such  impairment  is 
probably  the  surgery  which  these  patients 
received.  In  particular,  Case  No.  1 with 
right  pneumonectomy  had  a vital  capacity 
of  only  41%.  Furthermore,  in  all  three 
cases,  there  was  a mild  to  moderate  airway 
obstruction  as  shown  by  the  one  second 
forced  expiratory  volume  (FEV1.0).  Fur- 
thermore, lung  volumes,  i.e.,  residual  volume 
(RV),  functional  residual  capacity  (FRC), 
and  total  lung  capacity  (TLC),  were  some- 
what small  in  Case  Nos.  1 and  2,  while 
these  were  within  the  upper  normal  limit  in 
Case  No.  3.  The  ratios  of  RV/TLC  and 
FRC/TLC  were  normal  in  Case  Nos.  2 and 
3,  whereas  these  were  significantly  elevated 
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in  Case  No.  1,  indicating  possible  secondary 
pulmonary  emphysema.  Needless  to  say,  the 
reduction  in  lung  volumes  in  Case  Nos.  1 and 
2 is  due  to  the  lung  surgery,  although  a cer- 
tain amount  of  pulmonary  fibrosis  cannot  be 
entirely  ruled  out. 

Case  Nos.  1 and  4 revealed  a marked  ar- 
terial hypoxemia  with  C02  retention,  while 
Case  Nos.  2 and  3 had  a borderline  to  nor- 
mal arterial  oxygen  saturation  with  normal 
C02  clearance.  The  pulmonary  diffusion  ca- 
pacity was  low  in  Case  Nos.  1,  3 and  4, 
whereas  it  was  normal  in  Case  No.  2.  Thus, 
it  may  be  inferred  that  both  restrictive  and 
obstructive  impairments  of  lung  function  are 
observed  and  that  arterial  hypoxemia,  C02 
retention,  and  a reduction  in  pulmonary  dif- 
fusion capacity  are  also  present  in  some  cases 
of  Kartagener’s  triad  with  previous  history 
of  chest  surgery.  Secondary  polycythemia 
was  not  seen  in  any  of  our  studies. 

Summary 

Clinical  and  laboratory  data  on  four  cases 
of  Kartagener’s  triad  were  described.  Gen- 
etically these  cases  follow  the  pattern  of  re- 
cessive autosomal  trait.  There  is  still  no 
objective  evidence  to  support  the  theory  that 
the  Kartagener’s  triad  is  congenital.  An 
analysis  of  lung  function  data  reveals  that 
obstructive,  restrictive,  and/or  diffusion  im- 
pairment can  exist  in  combination  with 
marked  disturbance  in  gas  exchange  and  ar- 
terial blood  gases. 
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Polymyositis  and  Dermatomyositis,  1972 


Dermatomyositis  and  poly- 
myositis appear  to  be  the 
same  disorder,  differentiated 
only  by  the  presence  of  skin  manifestations 
in  the  former.  The  basic  disorder  occurs 
as  degeneration  and  inflammation  of  skeletal 
muscle  fibres.  It  presents  clinically  as 
muscle  weakness,  especially  in  proximal 
muscles,  and  often  symmetrically.  Polymyo- 
sitis is  considered  by  most  authorities  today 
to  be  due  to  disturbances  of  immunologic 
chemistry.  The  possible  role  of  viral  infec- 
tion has  been  cited  in  recent  studies  (Chou, 
Hashimoto,  Mastaglia,  Middleton,  Sato). 
Fifteen  percent  of  patients  with  polymyo- 
sitis have  a similar  disease  in  close  kin  (Dow- 
ben,  Lambie).  Polymyositis  is  the  most  com- 
mon primary  disease  of  muscle  in  adults. 
Acute,  subacute,  and  chronic  forms  occur. 
Relapses  and  remissions  are  not  unusual. 
Acute  forms  are  attended  by  more  systemic 
reaction,  fever,  edema,  skin  eruption,  pain 
and  tenderness  in  muscles  and  joints  and 
considerable  paralysis.  Rarely  massive  ne- 
crosis of  muscle  develops  (myolysis)  accom- 
panied by  myoglobinuria.  Chronic  forms 
are  more  common  in  the  older  patient  and 
may  be  insidiously  progressive  with  only 
muscular  weakness  manifested. 

General  features  of  the  complete  syndrome 
include : 

Females  2:1. 

Two  age  peaks  of  onset,  first  decade  or 
5th  and  6th  decades  (no  age  exempt). 

Proximal  muscle  weakness. 

Skin  lesions  in  40  to  65  percent;  40  per- 
cent typical ; 25  percent  minor  or 
atypical. 

Seventy  - five  percent  subacute  and 
chronic  illness;  25  percent  acute. 

Dysphagia  in  thirty  to  65  percent. 

Arthralgias,  “arthritis”  in  25  to  50  per- 
cent. 

Mortality  30  to  45  percent. 

Raynaud’s  phenomenon  in  15  to  30  per- 
cent. 


JOHN  A.  AIT  A,  M.D. 

Professor  of  Neurology 

University  of  Nebraska  College  of  Medicine 

Often  improve  with  vigorous  corticos- 
teroid therapy. 

At  least  15  percent  of  patients  harbor 
carcinoma.  This  percentage  is  sig- 
nificantly higher  after  age  40  years 
and  especially  in  men. 

Slight  to  considerable  evidence  of  other 
collagen  disease  overlap  in  30  to  50 
percent. 

EMG:  primary  muscle  disease. 

Biopsy  of  muscle. 

Laboratory:  elevated  sedimentation 
rate,  serum  globulin,  muscle  enzymes. 

Muscle  iveakness.  Large,  proximal,  girdle 
muscles  are  first  affected,  particularly  the 
hip  group,  then  shoulder  and  neck  muscles. 
In  acute  and  subacute  forms  especially, 
muscles  are  painful  and  tender.  Involved 
muscles  feel  doughy  or  rubbery.  In  a small 
number  of  patients,  muscles  appear  hyper- 
trophic, myotonic  features  may  occur,  or 
myasthenic  phenomena  may  be  demonstrat- 
ed. Distal  muscular  weakness  occurs  also 
in  20  to  30  percent  of  patients.  Facial  mus- 
cular weakness  appears  in  10  percent,  and 
extraocular  muscle  involvement  rarely  oc- 
curs (Ricker).  In  some  patients,  the  clin- 
ical picture  mimics  genetic  muscular  dys- 
trophies (Rothstein).  Atrophy  takes  place 
within  weeks  of  onset  in  50  to  65  percent  of 
patients,  although  weakness  usually  appears 
out  of  proportion  to  amount  of  atrophy  pres- 
ent. Contractures  or  intramuscular  calcifi- 
cation develop  eventually  in  some  patients. 
Dysphagia  is  due  to  pharyngeal  muscle 
weakness  and  esophageal  hypotonicity. 
(Bekeny,  Dowben,  Fernandez-Herlihy,  Gru- 
enbaum,  Hill,  Hollinrake,  Larsen,  W.G.,  Lo- 
gan, Mengel,  Pearson,  Ricker,  Sneddon,  Vig- 
nos,  Winkelmann.) 

Skin  changes.  Typical  and  diagnostic  skin 
features  appear  in  40  percent  of  patients 
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(especially  with  acute  and  subacute  forms) ; 
minor  or  atypical  skin  changes  in  another 
25  percent.  The  pathognomonic  rash  ap- 
pears especially  over  the  butterfly  distribu- 
tion of  nose  and  cheeks  and  the  eyelids,  is 
lilac  (pink,  lavender,  heliotrope,  violaceaus) 
in  hue  and  accompanied  by  periorbital 
edema.  It  is  also  described  as  a dusky  ery- 
thematous eruption,  at  first  red,  then  red- 
brown  to  red-blue  in  color.  It  may  be  evi- 
dent more  widely  over  the  face  and  exposed 
areas  of  upper  chest,  neck,  and  arms.  A 
scaly  erythema  is  often  noted  over  bony 
prominences.  Solar  sensitivity,  scleroderma- 
like changes,  eczematous  lesions,  and  telan- 
giectasia have  been  described.  Skin  over  in- 
volved muscles  may  be  edematous.  Even- 
tually, atrophic  and  pigmentary  changes  ap- 
pear in  involved  skin,  with  chronic  ery- 
thema and  telangiectasia.  (Banker,  Hill, 
Madden,  Pearson,  Rowland,  Sneddon,  Sorel, 
Thieffry,  Vignos,  Winkelmann.) 

Association  with  malignancy.  Almost  50 
percent  of  patients  with  polymyositis  reveal 
other  collagen  disease  features  or  malignant 
disease.  Overall,  15  to  20  percent  of  pa- 
tients with  polymyositis  (predominantly 
dermatomyositis)  disclose  malignancy.  It  is 
not  unusual  for  the  neoplastic  disease  to  be 
found  only  by  careful  search,  or  it  may 
manifest  in  the  wake  of  dermatomyositis 
months,  even  three  years,  rarely  eight  years 
later.  Remarkably,  even  patients  enjoying 
a remission  of  dermatomyositis  may  harbor 
malignant  disease.  Most  patients  so  in- 
volved are  over  age  40,  and  males.  While  a 
great  variety  of  neoplastic  diseases  have 
been  found  with  this  group,  most  involve 
ovary,  uterus,  lung,  female  breast,  stomach, 
and  colon.  Leukemia  and  lymphoma  have 
been  reported,  and  thymoma  (benign  or  ma- 
lignant) is  not  rare.  The  older  the  patient 
(and  especially  if  male),  the  more  likely  his 
dermatomyositis  will  be  accompanied  (now 
or  eventually)  by  malignancy.  A male  over 
age  40  with  dermatomyositis  has  a 50  per- 
cent chance  of  harboring  neoplastic  disease. 
Over  age  50,  this  rises  to  70  percent  in  men, 
25  percent  in  women.  Some  investigators 
have  theorized  that  all  males  over  age  50 
with  dermatomyositis  rechecked  regularly 
for  at  least  three  years  will  reveal  neoplasia. 
Rare  instances  of  dermatomyositis  with  leu- 


kemia or  lymphoma  in  childhood  are  known 
(Cook,  Hansen,  V.). 

(Alexander,  Barwick,  Batschworov,  Bon- 
duelle,  Calvert,  Chamberlain,  Deep,  Den- 
Hartog,  Dreifuss,  Fernandez-Herlihy,  Gen- 
naro,  Halprin,  Hanania,  Holt,  Katz,  Kellogg, 
Klein,  H.O.,  Klein,  J.J.,  Langston,  Larsen, 
W.G.,  Lisak,  Logan,  Machtey,  McQuillan, 
Montes,  Namba,  Pearson,  Rapoport,  Rundle, 
Schottenfeld,  Scherbel,  Shy,  Sneddon,  Stew- 
art, Thiers,  Vignos,  Warter,  Weaver,  Wilson, 
Winkelmann,  Wong.) 

Polymyositis  with  other  collagen  features 
or  diseases.  Approximately  30  percent  of 
patients  with  polymyositis  (or  dermatomyo- 
sitis) disclose  features  of  other  collagen  dis- 
eases, and  in  approximately  one  half  of 
these,  two  diagnoses  appear  tenable.  Poly- 
myositis may  appear  secondary  to  the  more 
prominent  disease.  Progressive  systemic 
sclerosis,  Sjogren’s  syndrome,  rheumatoid 
arthritis  and  systemic  lupus  are  most  com- 
mon accompaniments.  Wegener’s  granulo- 
matosis, periarteritis  nodosa  and  giant-cell 
arteritis  are  less  frequently  described  (Bur- 
goon,  Camp,  DenHartog,  Harkelroad,  Kier- 
land,  Medsger,  Mintz,  Mozai,  Pace,  Pearson, 
Ramos-Morales,  Rose,  Rowland,  Shanklin, 
Sidell,  Sobue,  Winkelmann,  Ziegler). 

Rare  associations.  Polymyositis  has  been 
described  in  association  with  lipodermato- 
arthritis,  cystinuria  and  primary  hyperpara- 
thyroidism (Anderson,  T.E.,  Fawcett, 
Strunge).  A patient  with  polymyositis  un- 
dergoing thiopentone  and  suxamethonium 
anesthesia  developed  transient,  generalized 
muscular  rigidity  (Davies). 

Polymyositis  in  childhood.  Polymyositis- 
dermatomyositis  represents  one  of  the  most 
common  collagen  diseases  of  childhood 
(after  rheumatic  fever).  The  first  decade 
of  life  presents  the  highest  incidence  of 
childhood  onset  with  dermatomyositis,  acute 
and  subacute  courses  and  generally  a lack 
of  other  disease  involvement.  Widespread 
vasculitis  appears  in  some  patients  with 
gastrointestinal  bleeding,  ulceration  or  per- 
foration. (Banker,  Dowben,  Hill,  Madden, 
Sorel,  Thieffry,  Thompson,  C.E.). 

Complications  and  mortality.  With  ad- 
vent of  corticosteroid  therapy,  mortality  in 
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polymyositis  has  decreased  from  50  per- 
cent to  20  to  25  percent.  Critical  problems 
include  aspiration,  respiratory  failure,  pneu- 
monia, myocardial  involvement  and  malig- 
nant disease.  Less  frequent  complications 
concern  pulmonary  fibrosis,  gastrointestinal 
vasculitis  (with  ulceration,  hemorrhage  or 
perforation),  fat  embolism,  complications  of 
corticosteroid  therapy  and  renal  failure. 
(Barwick,  Borlee,  Brundin,  Diessner,  Drei- 
fuss,  Drummond,  Harkelroad,  Hausner,  Hep- 
per,  Hill,  Langston,  Logan,  Madden,  Meds- 
ger,  Pearson,  Pennoit,  Ropes,  Rose,  Sand- 
bank, Schaumburg,  Siguier,  Thompson,  P.L., 
Vignos,  Waller,  Weaver,  Winkelmann.) 

Myasthenic  features.  Three  to  seven  per- 
cent of  patients  with  polymyositis  disclose  a 
spectrum  of  partial  to  complete  features  of 
myasthenia  gravis : curare  sensitivity,  re- 
sponse to  cholinergic  drugs,  decremental 
muscular  response  to  repetitive  stimuli.  A 
number  of  these  patients  have  associated 
thymomas.  Among  patients  with  myas- 
thenia gravis,  0.5  to  15%  are  found  with 
polymyositis.  It  appears  that  common  patho- 
physiologic processes  may  occur  in  these 
two  diseases.  (Barwick,  Bonduelle,  Deffe- 
minis-Rospide,  Jesel,  Johns,  Klein,  J.J., 
Klein,  H.O.,  Lisak,  Mendelow,  Namba,  Row- 
land, Sobue,  Warter,  Wolf.) 

“New'omyositis.”  Uncommonly,  polymyo- 
sitis is  accompanied  by  polyneuropathy. 
Clinical,  EMG,  and  histopathologic  studies 
have  demonstrated  this.  Nerve  roots  have 
also  been  involved.  Widespread  vasculitis 
appears  to  be  the  cause.  It  is  recalled  that 
neuropathy  is  more  frequent  in  other  col- 
lagen diseases.  A “pure”  case  of  “neuro- 
myositis” must  not  reveal  associated  peri- 
arteritis nodosa,  systemic  lupus,  visceral 
malignancy,  diabetes  mellitus,  nutritional 
depletion,  or  compressive  nerve  lesions  (Ash- 
worth, Banker,  Barron,  McEntee,  Mozai, 
Peck,  Quinones,  Takahashi). 

Clinical  laboratory  clues.  Although  no 
single  laboratory  test  is  abnormal  consist- 
ently in  high  incidence,  at  least  one  abnorm- 
ality is  discerned  in  most  patients.  Serum 
enzyme  levels  (especially  glutamic  oxalo- 
acetic transaminase  and  aldolase)  are  ele- 
vated in  50  to  75  percent  of  patients.  Serum 
protein  abnormalities  (decreased  albumin,  in- 


creased globulin,  especially  gamma  and  alpha- 
2 globulin)  appear  in  25  to  70  percent  of  pa- 
tients. Elevated  sedimentation  rate  is  noted 
in  30  to  65  percent  of  patients.  Eosinophilia  is 
reported  in  15  percent  of  patients.  Creatine- 
creatinine  and  creatine-phosphokinase  para- 
meters are  often  disturbed  in  a nonspecific 
manner  to  indicate  muscle  wasting.  A high- 
er incidence  of  diagnostic  laboratory  find- 
ings appears  in  acute  and  subacute  disease. 
Chemical  detection  of  increased  amounts  of 
myoglobin  in  serum  and  urine  has  been 
reported  in  50%  of  patients  and  especially 
in  dermatomyositis.  (Abruzzo,  Barwick, 
Diessner,  Dowben,  Escher,  Fernandez-Her- 
lihy,  Fowler,  Gravilescu,  Griffiths,  Hashi- 
moto,  Kagen,  Kreysel,  Logan,  Madden, 
Pearson,  Recordier,  Rose,  Sobue.) 

Pathology  of  muscle.  Muscle  examined 
during  remission  or  in  chronic  forms  often 
discloses  only  local  atrophy  of  muscle 
fibres,  variation  in  muscle  size  and  fibrosis. 
In  more  acute  or  subacute  polymyositis,  an 
active  site  of  involvement  discloses  primary 
focal  or  segmental  degeneration  of  muscle 
fibres,  areas  of  regeneration,  proliferation 
of  muscle  nuclei  with  migration  to  the  cen- 
ter of  the  fibres  and  considerable  variation 
in  cross-sectional  diameter  of  adjacent 
muscle  fibres.  Phagocytosis  of  necrotic 
muscle  fibres  is  often  evident.  Interstitial 
fibrosis  and  edema  are  present.  Chronic  in- 
flammatory cell  infiltration  develops  about 
small  intramuscular  blood  vessels.  (Banker, 
Dowben,  Mintz,  Norton,  Pearson,  Rose 
Sobue.) 

Electromyography . In  most  patients, 
only  a primary  muscle  defect  is  discerned 
with  degenerative  and  irritative  features. 
Noteworthy  are  reduced  mean  potential  dur- 
ation, excess  of  polyphasic  units  and  inter- 
ference pattern  on  maximal  effort;  fibrilla- 
tion and  positive  sawtooth  potentials  in  rest- 
ing muscle;  excessive  insertional  activity 
with  electrode  placement.  (Brusa,  Christo- 
pher, Daughety,  Lenman,  Marinacci,  Pear- 
son, Rose.) 

Treatment  must  be  early,  adequate  and 
for  a sufficient  period  of  time  to  maintain 
remission.  Affected  muscles  should  be  rest- 
ed although  gentle  physiotherapy  is  main- 
tained to  prevent  contractures.  High  pro- 
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tein  intake  and  anabolic  hormone  have  been 
advocated.  Since  corticosteroid  therapy 
has  been  used,  mortality  has  dropped  from 
50  percent  to  25  percent.  Corticosteroid 
therapy  must  be  vigorous  and  prednisone 
doses  as  high  as  120  mg  per  day  for  adults 
may  be  necessary.  Patients  not  responding 
to  corticosteroid  therapy  are  now  tried  on 
immunosuppressive  drugs  as  azothiaprine, 
methotrexate,  or  mercaptopurine.  Serial 


studies  of  serum  enzymes  and  EMG  supple- 
ment clinical  muscle  testing  to  guide  ther- 
apy. Long  term  maintenance  treatment  is 
necessary  (Currie,  Goldstein,  Malaviya,  Mc- 
Farlin,  Mulder,  Pearson,  Sokoloff,  Thief- 
fry,  Winkelmann). 

References  available  from  author. 

This  report  aided  in  part  by  research  grant 
NLM-EP  (2  ROl  LM  00636-04)  from  National 
Institute  of  Health. 
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Between  Cases 


On  Precocity. 

Investigators  are  diagnosing  prenatal  sex 
now:  prenatal;  what  next? 

Words  We  Can  Do  Without. 

Minimal. 

Malignant. 

Prototype. 

Initiate. 

Regimen. 

Organicity. 

I might  initiate  a minimal  regimen  of 
organicity,  or  look  into  the  malignancy  of 
prototypes,  or  even  into  the  prototypes  of 
malignancy. 

Section  On  Statistics. 

Sixty  percent  of  college  students  leave 
before  getting  their  degrees. 

Bibliography  Of  The  Month. 

If  you  steal  from  one  author,  it  is  plagi- 
arism ; if  you  rob  two,  it  is  research.  That 
was  filched  from  Anon,  who  went  around 
saying  things  all  the  time,  like  La  Roche- 
foucauld, of  whom  I think  there  were  two ; 
and  Montaigne,  who  didn’t  like  doctors. 
Besides,  I’ve  been  reading  Latin  lately,  in 
English  of  course,  because  the  Latin  loses 
something,  and  Ovid  said  that  death  holds 
less  pain  than  does  the  wait  for  death. 
Horace  said  things  like  to  save  a man 
against  his  will  is  just  like  killing. 

Anon. 

“There  is  no  subject,  however  complex, 
which,  if  studied  with  patience  and  intelli- 
gence, will  not  become  more  complex.” 

Hospital  (World)  Records. 

A male  patient  was  admitted  three  times 
in  three  successive  years,  and  his  age  went 
from  18  to  14  to  22.  There  was  the  won- 
derful answer  by  the  circulating  nurse, 
“The  needle  count  is  correct  except  for 


one  needle.”  And  finally,  I asked,  “How 
is  Mr.  Jones,”  and  the  reply  was  “Fine, 
he  hasn’t  moved  all  night.”  She  was  right. 

Surgery  In  Surgery. 

We  had  a defenestration;  they  took  the 
windows  out  of  the  operating  room. 

Sign  Seen  Somewhere. 

This  is  a LABORatory,  not  a labORA- 
TORY. 

Radio  Report. 

While  listening  to  the  wireless  on  the 
way  back  from  the  Blue  River  on  a Sunday 
morning,  I heard  someone  say,  “There  is 
a bomb  in  Gilead.”  Jeremiah  never  predict- 
ed that.  But  it  may  have  been  a news  pro- 
gram I was  listening  to,  not  a church 
service.  There  is  a Balsam  in  Gilead. 
Balm  in  Gilead? 

Department  Of  Definitions. 

Pathologist : the  doctor  who  sees  the 
failures. 

On  Bookkeeping. 

Without  me,  our  local  free  public  library 
would  go  out  of  existence  overnight.  For  it 
is  far  from  free  for  a few  like  me.  I never 
return  books  until  the  library  lawyer  writes 
to  me,  and  then  I pay  more  than  the  books 
sell  for  in  the  stores.  And  I always  deposit 
them,  surreptitiously,  in  the  book  box  out- 
side the  library,  where  I am  tempted  to  mail 
letters,  too.  Last  week,  I dropped  one  of 
these  costly  volumes  in  its  resting  place  and 
went  inside,  smirking  guilelessly,  went  over 
to  where  they  display  new  books  they  will 
let  you  take  out,  and  took  one  home,  and  it 
was  the  one  I had  returned.  So  I read  it 
again  and  I’m  waiting  for  another  letter. 
Bookkeeping  is  the  only  English  word  that 
has  three  double  letters  in  a row.  How  to 
keep  books:  don’t  lend  them. 

— F.C. 
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Down  Memory  Lane 


1.  There  are  perhaps  57  varieties,  more 
or  less,  who  claim  to  be  consultants,  and 
I have  met  them  all. 

2.  The  status  of  medicine  was  never  more 
precarious  than  it  is  today. 

3.  I remember  one  man  who  made  a long 
trip  for  me.  When  I wrote  him  the  man 
could  not  pay,  he  said,  “Can  I do  good?” 
He  made  a long  trip  and  did  not  charge  a 
cent  because  he  felt  he  could  do  good  as  a 
consultant. 

4.  The  most  characteristic  symptom  of 
sinus  disease  is  chills. 

5.  Chronic  ulcer  should  be  treated  differ- 
ently from  acute  ulcer.  It  requires  opera- 
tion for  its  cure. 

6.  There  is  no  question  in  my  mind 
that  we  are  using  too  much  medicine  in 
infants  and  children,  and  especially  the 
cathartics. 

7.  Medicine  is  as  old  as  the  first  injury; 
law  as  ancient  as  the  first  dispute. 

8.  In  the  prostate  cases,  for  years  I ad- 


vocated that  an  operation  on  the  prostate 
should  be  done  in  five  or  ten  minutes. 

9.  At  a recent  class  day  during  the  Presi- 
dent’s reception  the  writer  said  to  the  host: 
“We  date  back  to  the  time  when  it  took  but 
forty  weeks  to  make  a doctor.”  To  which 
the  host  retorted : “And  they  made  some  pret- 
ty good  ones.” 

10.  As  every  one  knows  there  has  grown 
out  of  the  late  war  thousands  of  disabling 
conditions  acting  to  impair  in  greater  or 
lesser  degree  the  economic  efficiency  and  in- 
dependence of  ex-service  men.  To  minister 
to  their  need  there  has  been  created  by  the 
Federal  Government  the  United  States  Vet- 
erans’ Bureau  with  its  fourteen  district  of- 
fices, each  embracing  certain  states  of  the 
Union. 

11.  Physicians  who  have  practiced  the 
healing  art  for  two  score  years  or  more  are 
not  so  numerous. 

Nebraska  State  Medical  Journal 
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Jan  Heins,  wife  of  Dr.  Robert  Heins  of  Lin- 
coln is  the  new  chairman  of  International  Health 
Activities.  Her  office  is  the  plane  seen  in  the 
background.  (Photo  from  SUN  by  James 
Buttke). 

The  Ninety-Nines 

From  Lincoln  to  Santa  Barbara,  Cali- 
fornia in  a series  of  hops  varying  from  200 
to  400  miles  each,  medical  supplies  found 
their  way  to  Direct  Relief  Headquarters. 
Upon  reaching  that  point,  they  were  sorted 
and  packed  for  overseas  shipment  to  Latin 
America,  Southeast  Asia,  the  Far  East  and 
Africa.  All  of  the  work  involved  is  done  by 
volunteers.  This  ingenious  transportation 
system  called  “Wings  for  International 
Health”  is  a transcontinental  aerial  relay 
system  that  presently  consists  of  60  par- 
ticipating Ninety-Nine  chapters.  The  Nine- 
ty-Nines is  an  international  organization  of 


women  pilots.  Nebraska’s  representative  is 
Jan  Heins,  the  new  chairman  of  the  Aux- 
iliary International  Health  Activities  com- 
mittee. Jan  is  well  qualified  for  this  posi- 
tion, as  she  holds  a commercial  pilot’s  license 
with  an  instrument  rating.  She  has  flown 
in  numerous  air  races  including  two  Powder 
Puff  Derbys. 

As  chairman,  Jan  will  take  an  active  role 
in  transporting  drug  samples  and  used 
equipment  from  Lincoln  to  Denver.  But  she 
needs  the  help  of  fellow  auxiliary  members 
and  their  husbands  to  collect  around  300 
pounds  for  each  trip. 

Here  is  an  excellent  opportunity  for  you 
to  clear  out  all  of  those  drug  samples  that 
seem  to  pile  up,  and  the  equipment  that’s  too 
good  to  throw  away,  even  though  it’s  been 
replaced  in  the  office.  Someone  needs  them. 

Preliminary  steps  are  in  progress  as  to 
setting  up  collection  points  throughout  the 
state.  With  the  combined  efforts  of  Nebras- 
ka 99’s  and  Auxiliary  members,  this  should 
be  a very  rewarding  year  for  International 
Health  Activities. 

If  you  or  your  auxiliary  considers  taking 
part  in  the  project,  please  contact  Jan  at 
5915  Garfield,  Lincoln  68506.  When  you 
begin  to  collect  drug  samples  for  this  proj- 
ect, be  sure  that  they  are  not  outdated  and 
that  they  are  in  the  original  package. 


Our  Medical  Schools 

Outstanding  educators 

Two  members  of  the  Creighton  School  of 
Medicine  faculty  have  been  chosen  Out- 
standing Educators  of  America  for  1972. 
The  honors  go  to  Dr.  Robert  Luby,  Assist- 
ant Dean  for  Graduate  Medical  Education 
and  Professor  of  Obstetrics  and  Gynecology, 
and  Dr.  Richard  V.  Andrews,  newly  appoint- 
ed Assistant  Dean. 
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Picture 

Gallery 


Scenes  from  recent  AMA 
meeting  in  San  Francisco. 
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Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS— 
August  5 — Scottsbluff,  St.  Marys  Hos- 
pital 

August  12  — Columbus,  Elks  Lodge 
August  26  — Ord,  Elks  Lodge 
September  23  — McCook,  St.  Catherine 
Hospital 

CANCER  CHEMOTHERAPY,  10th  Annual 
Conference  — University  of  Wisconsin; 
Park  Motor  Inn,  Madison,  September  6-8, 
1972.  Write  to:  G.  Ramirez,  714C  Uni- 
versity Hospitals,  1300  University  Ave., 
Madison,  Wis.  53706. 

AMERICAN  ACADEMY  OF  FAMILY 
PHYSICIANS  — Nebraska  Chapter; 
Dunes  Hotel  and  Casino,  Las  Vegas;  Sep- 
tember 6 to  8,  1972 ; eight  hours  of  AAFP 
approved  postgraduate  education.  Write 
to : Dr.  William  DeRoin,  8258  Hascall, 
Omaha. 

FOURTEENTH  ANNUAL  MIDWEST  IN- 
TERPROFESSIONAL SEMINAR  ON 
DISEASES  COMMON  TO  ANIMALS 
AND  MAN  — September  7-8,  1972,  fea- 
turing an  Arbovirus  Symposium  at  Ne- 
braska Center  for  Continuing  Education, 
33rd  and  Holdrege  Streets,  Lincoln,  Ne- 
braska 68503.  Write  to  Dr.  H.  E.  McCon- 
nell, Director,  State  Health  Laboratories, 
State  Capitol  Building,  Lincoln,  Nebraska 
68509. 

CLINICAL  GASTROENTEROLOGY— Sep- 
tember 10-16,  1972;  Castle  Harbour  Hotel, 
Bermuda.  ASGE  member,  $100;  guest 
nonmember,  $150.  Vernon  M.  Smith, 
M.D.,  Director,  301  St.  Paul  Place,  Balti- 
more, Md.  21202. 

32ND  ANNUAL  AMA  CONGRESS  ON 
OCCUPATIONAL  HEALTH  — Drake  Ho- 
tel, Chicago,  September  11-12,  1972. 

AMERICAN  THYROID  ASSOCIATION  — 
Annual  Meeting,  Drake  Hotel,  Chicago, 
Illinois,  Sept.  20-23,  1972.  Write  to:  A. 


B.  Hayles,  M.D.,  Secretary,  A.T.A.,  Mayo 
Clinic,  Rochester,  Minnesota  55901. 

NEBRASKA  MEDICAL  ASSOCIATION— 
Fall  Session,  September  22-24,  1972;  Holi- 
day Inn,  North  Platte,  Nebraska. 

AMERICAN  ACADEMY  OF  OPHTHAL- 
MOLOGY AND  OTOLARYNGOLOGY, 
Annual  Meeting  — Convention  Center, 
Dallas  Texas,  September  24-28,  1972. 
Write  to : C.  M.  Kos,  M.D.,  Executive  Sec- 
retary-Treasurer, A.A.O.O.,  15  Second  St. 
S.W.,  Rochester,  Minn.  55901. 

SEVENTH  NATIONAL  CANCER  CON- 
FERENCE — Sept.  27,  28,  29,  1972,  Bilt- 
more  Hotel,  Los  Angeles,  California. 
Sponsored  by  American  Society  and  Na- 
tional Cancer  Institute ; no  registration 
fee.  Write  to:  Sidney  L.  Arje,  M.D.,  c/o 
American  Cancer  Society,  219  E.  42nd 
St.,  New  York,  N.Y.  10017. 

AMERICAN  COLLEGE  OF  SURGEONS  — 
58th  Annual  Clinical  Congress ; San  Fran- 
cisco, Oct.  2-6,  1972.  Write  to:  S.  Frank 
Arado,  American  College  of  Surgeons,  55 
East  Erie  St.,  Chicago,  Illinois  60611. 

AMERICAN  ELECTROENCEPHALOG- 
RAPHIC  SOCIETY  and  the  AMERICAN 
SOCIETY  OF  ELECTROENCEPHAL- 
OGRAPHIC  TECHNOLOGISTS;  their 
1972  Annual  Meetings  — Shamrock  Hilton 
Hotel,  Houston,  Texas,  October  12,  13,  14. 
Write  to : Mrs.  Margaret  H.  Henry,  Execu- 
tive Secretary,  The  American  EEG  So- 
ciety, 36391  Maple  Grove  Road,  Willough- 
by Hills,  Ohio  44094. 

THE  ANNUAL  OTOLARYNGOLOGIC  AS- 
SEMBLY OF  1972  will  be  held  October  14 
through  20,  1972,  in  the  Eye  and  Ear  In- 
firmary of  the  University  of  Illinois  Hos- 
pital. The  Department  of  Otolaryngology, 
Abraham  Lincoln  School  of  Medicine,  Uni- 
versity of  Illinois  at  the  Medical  Center,  of- 
fers a condensed  basic  and  clinical  pro- 
gram for  practicing  otolaryngologists  un- 
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der  the  direction  of  Emanuel  M.  Skolnik, 
M.D.  It  is  designed  to  bring  to  specialists 
current  information  in  medical  and  surgi- 
cal otorhinolaryngology.  Interested  oto- 
laryngologists should  direct  their  inquiries 
to  the  mailing  address:  Otolaryngology, 
P.O.  Box  6998,  Chicago,  Illinois  60680. 

A separate,  but  correlated  course,  “CON- 
FERENCE ON  RADIOLOGY  IN  OTO- 
LARYNGOLOGY and  OPHTHALMOL- 
OGY”  will  be  held  this  year  on  Friday  and 
Saturday,  November  24  and  25,  under  the 
guidance  of  Galdino  E.  Valvassori,  M.D. 
For  further  information  about  the  radi- 
ology conference,  write  to  Professor  Val- 
vassori, Radiology  Department,  Abraham 
Lincoln  School  of  Medicine,  P.O.  Box  6998, 
Chicago,  Illinois  60680. 

AMERICAN  COLLEGE  OF  CHEST  PHY- 
SICIANS — Oct.  23-26,  1972,  Denver 
Convention  Complex,  Denver,  Colorado. 
38th  Annual  Scientific  Assembly.  Sym- 
posia, original  investigations,  clinic  visits, 
evening  seminars,  sunrise  sessions,  tutor- 
ial sessions,  luncheon  panels,  motion  pic- 
ture clinic,  fireside  conferences.  Write 
to : American  College  of  Chest  Physicians, 
112  E.  Chestnut  St.,  Chicago,  111.  60611. 

OMAHA  MID-WEST  CLINICAL  SOCIETY 
— 40th  Annual  Postgraduate  Assembly ; 
October  30,  31  and  November  1,  1972  at 
the  Hilton  Hotel  in  Omaha,  Nebr.  Write 
to:  John  A.  Haggstrom,  M.D.,  Director  of 
Clinics. 

AMERICAN  ASSOCIATION  FOR  LABORA- 
TORY ANIMAL  SCIENCE,  23rd  Annual 
Session,  October  16-20,  1972;  Chase-Park 
Plaza  Hotel,  St.  Louis,  Missouri.  Write  to: 
Joseph  J.  Garvey,  Exec.  Secy.,  AALAS, 
P.O.  Box  10,  Joliet,  Illinois  60434. 

INTERSTATE  POSTGRADUATE  MEDI- 
CAL ASSOCIATION  — 57th  Annual  Sci- 
entific Assembly;  Washington-Hilton  Ho- 
tel, Washington,  D.C.,  Nov.  13-16,  1972. 
Open  to  any  licensed  M.D.  in  the  U.S.  or 
Canada ; $25  fee.  Write  to : Alton  Ochsner, 
M.D.,  Program  Chairman,  Interstate  Post- 
graduate Medical  Association,  P.  O.  Box 
5445,  Madison,  Wis.  53705. 


LARYNGOLOGY  AND  BRONCHOESOPH- 
AGOLOGY  — The  Department  of  Oto- 
laryngology of  the  Abraham  Lincoln  School 
of  Medicine  and  the  University  of  Illinois 
Hospital  Eye  and  Ear  Infirmary,  Univer- 
sity of  Illinois  at  the  Medical  Center,  will 
conduct  a continuing  education  course  in 
Laryngology  and  Bronchoesophagology  No- 
vember 13  through  18,  1972.  The  course 
is  limited  to  fifteen  physicians  and  will  be 
under  the  direction  of  Paul  H.  Holinger, 
M.D.  It  will  be  held  largely  at  the  Eye 
and  Ear  Infirmary,  1855  West  Taylor 
Street,  Chicago,  and  will  include  visits  to 
a number  of  other  Chicago  hospitals.  In- 
struction will  be  provided  by  means  of  ani- 
mal demonstrations  and  practice  in  bron- 
choscopy and  esophagoscopy,  diagnostic 
and  surgical  clinics,  as  well  as  didactic  lec- 
tures. Interested  physicians  may  write  di- 
rectly to  the  Department  of  Otolaryngolo- 
gy, University  of  Illinois  at  the  Medical 
Center,  Postoffice  Box  6998,  Chicago,  Illi- 
nois 60680. 

AMERICAN  MEDICAL  ASSOCIATION— 
26th  Clinical  Convention,  November  26-29, 
1972;  Netherland  - Hilton  Hotel,  Cincin- 
nati, Ohio. 

ASSOCIATION  OF  MILITARY  SUR- 
GEONS OF  THE  UNITED  STATES  — 
79th  Annual  Meeting;  Convention  Center, 
San  Antonio,  Texas,  Dec.  10  through  Dec. 
13,  1972.  The  address  of  the  A.M.S.  of 
the  U.S.  is:  8502  Connecticut  Ave.,  Chevy 
Chase,  Maryland  20015. 

NEBRASKA  OB-GYN  SOCIETY  — March 
29,  30,  31,  1973,  Las  Vegas,  Nevada,  Fron- 
tier Hotel.  For  further  information,  con- 
tact: G.  W.  Orr,  M.D.,  Program  Director, 
Department  of  Obstetrics  and  Gynecology, 
University  of  Nebraska  Medical  Center, 
42nd  and  Dewey,  Omaha,  Nebraska  68105. 

NEBRASKA  MEDICAL  ASSOCIATION— 
Annual  Session,  April  29  - May  2,  1973; 
Holiday  Inn,  Kearney,  Nebraska. 

AMERICAN  MEDICAL  ASSOCIATION— 
Annual  Session,  June  24-28,  1973;  Ameri- 
cana Hotel,  New  York,  New  York. 
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It’s  New 


Information  contained  in  this  section 
has  been  obtained  from  the  manufac- 
turers, whose  literature  should  be  con- 
sulted for  complete  details  and  infor- 
mation regarding  indications  and  con- 
traindications, dose,  effects,  administra- 
tion, precautions,  and  side  effects. 

The  Journal  assumes  no  responsibility 
for  drugs  and  other  products  listed  here. 

New  fetal  heart  monitor  system 

The  Model  900  Fetal  Heart  Monitor  Sys- 
tem is  the  newest  addition  to  the  line  of 
obstetric  instrumentation  from  Berkeley  Bio- 
Engineering,  Inc.  It  accomplishes  simul- 
taneous, information  - rich  surveillance  of 
both  fetal  heart  rate  and  uterine  contrac- 
tion . . . and  sets  a new  standard  for  flex- 
ibility and  performance. 

Depending  on  the  circumstances  and  the 
stage  of  parturition,  the  obstetrician  may 
employ  one  of  several  monitoring  configur- 
ations to  obtain  desired  data.  A special 
microphone,  an  ultrasonic  transceiver,  or  a 
scalp  electrode  may  be  used  to  pick  up  fetal 


heart  rate  information.  At  the  same  time, 
uterine  activity  may  be  observed  and  re- 
corded from  either  a circumferential  belt  or 
intrauterine  cannula  transducer.  Electro- 
cardiographic transduction  is  accomplished 
with  a scalp  puncture  electrode  or  with  a 
small,  non-invasive,  soft  rubber  paddle  dif- 
ferential electrode  device. 

Output  information  may  be  displayed  on 
an  integral  oscilloscope  screen,  an  analog 
or  digital  fetal  heart  rate  meter,  and  a dual 
track  chart  record.  Filtered  fetal  heart 
sounds  may  be  reproduced  through  a high-fi- 
delity speaker  whenever  desired.  Berkeley’s 
special  experience  in  audio  monitor  design 
makes  the  Model  900’s  audio  mode  of  real 
value  rather  than  superfluous  function. 

The  Model  900  is  built  with  the  most  mod- 
ern, proven  solid-state  circuitry  to  minimize 
the  possibility  of  service  difficulty. 

For  complete  information  on  the  new 
Model  900  Fetal  Heart  Monitor  System, 
write  to:  Berkeley  Bio-Engineering,  Inc., 

1215  Fourth  Street,  Berkeley,  California 
94710. 
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WashingtoNotes 


The  1972  Democratic  campaign  platform 
calls  for  establishment  of  a federally-admin- 
istered, comprehensive  national  health  in- 
surance system  to  cover  all  Americans  and 
to  incorporate  eventually  all  federal  health 
programs. 

The  majority  of  the  Democratic  platform 
committee  proposed  that  the  system  be  fi- 
nanced by  the  federal  government.  A min- 
ority wanted  it  financed  under  social  se- 
curity. 

The  health  care  plank  was  hammered  out 
by  Democratic  policy  makers  in  Washing- 
ton prior  to  the  presidential  nominating  con- 
vention in  Miami  Beach.  Several  positions, 
including  the  stand  on  Health  Maintenance 
Organizations,  in  the  health  care  plank  were 
similar  to  those  of  the  American  Medical  As- 
sociation. 

Health  care  parts  of  the  platform  proposed 
by  the  majority  of  the  drafting  committee 
include : 

Health  care 

Good  health  is  the  least  this  society  should 
promise  its  citizens.  The  state  of  health 
services  in  this  country  indicates  the  failure 
of  government  to  respond  to  this  funda- 
mental need.  Costs  skyrocket  while  the 
availability  of  services  for  all  but  the  rich 
steadily  decline. 

We  endorse  the  principle  that  good  health 
is  a right  of  all  Americans. 

America  has  a responsibility  to  offer  to 
every  American  family  the  best  in  health 
care  wherever  they  need  it,  regardless  of 
income  or  where  they  live  or  any  other 
factor. 

To  achieve  this  goal  the  next  Democratic 
Administration  should : 

— Establish  a system  of  universal  national 
health  insurance  which  covers  all  Ameri- 
cans with  a comprehensive  set  of  benefits 
including  preventive  medicine,  mental  and 
emotional  disorders,  and  complete  protec- 


tion against  catastrophic  costs,  and  in  which 
the  rule  of  free  choice  for  both  provider  and 
consumer  is  protected.  The  program  should 
be  federally-financed  and  federally-admin- 
istered. Every  American  must  know  he  can 
afford  the  cost  of  health  care  whether  giv- 
en in  a hospital  or  a doctor’s  office; 

— Incorporate  in  the  national  health  in- 
surance system  incentives  and  controls  to 
curb  inflation  in  health  care  costs  and  to 
assure  efficient  delivery  of  all  services; 

— Continue  and  evaluate  Health  Mainten- 
ance Organizations; 

— Set  up  incentives  to  bring  health  service 
personnel  back  to  inner-cities  and  rural 
areas ; 

— Continue  to  expand  community  health 
centers  and  availability  of  early  screening 
diagnosis  and  treatment; 

— Provide  federal  funds  to  train  added 
health  manpower  including  doctors,  nurses, 
technicians  and  para -medical  workers; 

— Secure  greater  consumer  participation 
and  control  over  health  care  institutions; 

Expand  federal  support  for  medical  re- 
search including  research  in  heart  disease, 
hypertension,  stroke,  cancer,  sickle  cell  ane- 
mia, occupational  and  childhood  diseases 
which  threaten  millions  and  in  preventive 
health  care; 

— Eventual  replacement  of  all  federal  pro- 
grams of  health  care  by  a comprehensive 
National  Health  Insurance  System; 

— Take  legal  and  other  action  to  curb  soar- 
ing prices  for  vital  drugs  using  anti-trust 
laws  as  applicable  and  amending  patent  laws 
to  end  price-raising  abuses,  and  require 
generic  - name  labeling  of  equal-effective 
drugs;  and 

— Expand  federal  research  and  support  for 
drug  abuse  treatment  and  education,  espe- 
cially development  of  non-addictive  treat- 
ment methods. 
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On  birth  control,  the  platform  states: 

— Family  planning  services,  including  the 
education,  comprehensive  medical  and  social 
services  necessary  to  permit  individuals  free- 
ly to  determine  and  achieve  the  number  and 
spacing  of  their  children,  should  be  avail- 
able to  all,  regardless  of  sex,  age,  marital 
status,  economic  group  or  ethnic  origin,  and 
should  be  administered  in  a noncoercive  and 
nondiscriminatory  manner. 

On  rights  of  veterans: 

Medical  Care 

The  federal  government  must  guarantee 
quality  medical  care  to  ex-servicemen,  and 
to  all  disabled  veterans,  expanding  and  im- 
proving Veterans  Administration  facilities 
and  manpower  and  preserving  the  independ- 
ence and  integrity  of  the  VA  hospital  pro- 
gram. Staff-patient  ratios  in  these  hospitals 
should  be  made  comparable  to  ratios  in  com- 
munity hospitals.  Meanwhile,  there  should 
be  an  increase  in  the  VA’s  ability  to  deliver 
out-patient  care  and  home  health  services, 
wherever  possible  treating  veterans  as  part 
of  a family  unit. 

We  support  future  integration  of  health 
care  for  veterans  into  the  national  health 
care  insurance  program,  with  no  reduction 
in  scale  or  quality  of  existing  veterans  care 
and  with  recognition  of  the  special  health 
needs  of  veterans. 

The  VA  separate  personnel  system  should 
be  expanded  to  take  in  all  types  of  health 
personnel,  and  especially  physician’s  assist- 
ants; and  VA  hospitals  should  be  used  to 
develop  state  medical  schools  and  area  health 
education  centers. 

The  VA  should  also  assume  responsibility 
for  the  care  of  wives  and  children  of  veter- 
ans who  are  either  permanently  disabled  or 
who  have  died  from  service-connected  caus- 
es. Distinction  should  no  longer  be  made 
between  veterans  who  have  seen  “wartime;” 
as  opposed  to  “peacetime,”  service. 

For  the  elderly: 

— Establish  federal  standards  and  inspec- 
tion of  nursing  homes  and  full  federal  sup- 
port for  qualified  nursing  homes ; 


— Pending  a full  national  health  security 
system,  expand  Medicare  by  supplementing 
trust  funds  with  general  revenues  in  order 
to  provide  a complete  range  of  care  and  serv- 
ices; eliminate  the  Nixon  Administration 
cutbacks  in  Medicare  and  Medicaid;  elim- 
inate the  part  B premium  under  Medicare 
and  include  under  Medicare  and  Medicaid 
the  costs  of  eyeglasses,  dentures,  hearing 
aids,  and  all  prescription  drugs  and  estab- 
lish uniform  national  standards  for  Medicaid 
to  bring  to  an  end  the  present  situation 
which  makes  it  worse  to  be  poor  in  one  state 
than  in  another. 

Before  the  platform  was  drafted,  two  of 
the  Democrats’  big  guns  on  health  care  in 
Congress  appeared  jointly  for  the  first  time 
at  a platform  subcommittee  predrafting 
hearing  in  St.  Louis.  They  were  Rep.  Wil- 
bur D.  Mills  of  Arkansas  and  Sen.  Edward 
M.  Kennedy  of  Massachusetts.  They  showed 
themselves  together  in  support  of  a broad 
national  health  insurance  but  still  were  not 
in  agreement  over  how  it  should  be  fi- 
nanced and  administered. 

Sen.  George  McGovern  of  South  Dakota 
recently  outlined  his  views  on  health  care  in 
a Senate  speech. 

“The  nation’s  health  care  system  is  in 
critical  condition,”  McGovern  said. 

“Overall,  it  costs  about  $70  billion  a year 
in  private  payments  and  public  taxes. 

“But  it  is  not  delivering  the  treatment 
Americans  need,  when  they  need  it,  where 
they  need  it,  and  at  prices  they  can  afford. 

“And  it  is  falling  far  behind  in  recruit- 
ing and  training  the  people  we  must  have 
to  preserve  the  nation’s  health  in  the 
future  . . . 

“The  federal  government  cannot  and 
should  not  attempt  to  solve  all  health  prob- 
lems by  itself.  It  cannot  do  the  work  of 
state  and  local  governments,  doctors  and 
other  health  personnel. 

“But  certainly  it  must  take  the  leadership 
role  in  medical  care.  It  is  the  federal  gov- 
ernment’s ultimate  responsibility  to  assure 
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the  health  and  welfare  of  the  American  peo- 
ple.” 

He  proposed  five  “new  directions  to  help 
fulfill”  that  federal  obligation: 

— “First,  we  must  adopt  legislation  to  in- 
sure against  the  spiral  in  health  bills  borne 
by  the  individual  . . . 

— “Second,  we  should  greatly  improve  the 
organization  and  efficiency  of  the  entire 
health  delivery  system.  . . 

— “Third,  emergency  medical  services 
should  be  dramatically  improved  . . . 

— “Fourth,  medical  services  must  be  de- 
livered to  areas  of  acute  shortage,  particu- 
larly in  rural  areas  and  central  cities  . . . 

— “Fifth,  action  is  needed  to  stem  the 
rising  cost  of  drugs.” 


Management  of  Bleeding  Stress  Ulcers  — J. 
Kunzman  (Kaiser  Foundation  Hosp,  Wal- 
nut Creek,  Calif).  Amer  J Surg  119:637- 
639  (June)  1970. 

Bleeding  stress  ulcers  developed  in  74 
young  men  without  previous  ulcer  disease 
and  with  major  injuries  received  in  the  Viet- 
nam war.  Of  four  forms  of  management 
for  this  complication,  the  best  results  were 
obtained  by  nonoperative  treatment.  Sur- 
gery was  used  only  in  the  event  of  rapid 
blood  loss.  Vagotomy  and  pyloroplasty  with 
oversewing  of  ulcers  and  ligation  of  bleed- 
ing points  appeared  to  be  the  most  effec- 
tive of  the  three  types  of  surgical  procedure 
used.  The  aspect  of  management  having  the 
greatest  therapeutic  potential  for  this  com- 
plication is  rapid  aggressive  treatment  for 
the  underlying  illness. 


Intravascular  Changes  in  Retina  During 
Open  - Heart  Surgery  — I.  M.  Williams 
(Monash  Medical  School,  Prahran,  Aus- 
tralia). Lancet  2:688-691  (Sept  25)  1971. 

White  plugs,  some  forming  in  situ,  have 
been  seen  to  pass  through  the  retinal  micro- 
circulation  during  open-heart  surgery.  Some 


lodged  at  bifurcations,  producing  microin- 
farcts (later  demonstrated  by  stereoscopic 
fluorescein  angiography) . Necropsy  findings 
support  the  interpretation  that  these  plugs 
were  in  fact  formed  in  the  blood  stream  from 
blood  constituents.  Retractile  specks  and 
plaques  also  appeared  suddenly  and  lodged 
permanently  in  the  capillary  circulation,  pro- 
ducing microinfarcts. 


Is  Cardiac  Resuscitation  Worthwhile?  A 
Decade  of  Experience.  J.  G.  Lemire  and 
A.  L.  Johnson  (Royal  Victoria  Hosp,  Mon- 
treal), New  Eng  J Med  286:970-972  (May 
4)  1972. 

In  one  decade  (1960  to  1970),  1,204  pa- 
tients were  resuscitated  by  a mobile  team 
in  a general  hospital,  with  an  overall  sur- 
vival rate  to  discharge  of  19.1%.  In  the 
230  survivors,  the  survival  rate  of  one  year 
was  74%,  at  two  years  59%,  and  at  three 
years  51%.  In  the  largest  diagnostic  group 
(coronary  artery  disease),  the  survival  rates 
were  similar,  ie,  70%,  55%,  45%  at  the  end 
of  the  first,  second  and  third  years,  respec- 
tively. A random  study  of  15%  of  the  sur- 
vivors showed  that  their  functional  capacity 
pre-  and  post-resuscitation  was  unchanged. 
Half  were  under  60  years  of  age  and  80% 
were  under  70. 


Respiratory  Care  Service  — M.  I.  Gold  (Univ 

of  Maryland  Hosp,  Baltimore  21201) . 

Anesth  Analg  51:82-91  (Jan-Feb)  1972. 

The  structure  of  a hospital  respiratory 
care  service  for  the  management  of  patients 
in  acute  respiratory  failure  is  described  in 
terms  of  personnel,  physical  layout  and  func- 
tion. Such  a service  is  administered  by  a 
medical  director,  assistants  at  staff  level  and 
fellows  and  residents.  Administration  occurs 
usually  in  the  form  of  a division  within  a 
department  such  as  a department  of  anes- 
thesiology. There  are  five  subservices:  the 
respiratory  intensive  care  unit,  the  inhala- 
tion therapy  service,  the  chest  physiothera- 
py service,  the  blood  gas  and  pulmonary 
function  laboratory  service,  and  the  research 
and  in-service  education  of  personnel  service. 
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Physicians'  Classified  1—1 

CLINIC  AVAILABLE  — General  practice 
in  furnished  clinic.  County  seat  town,  SW 
Nebraska.  3 nursing  homes  in  town,  good 
territory.  Write  Box  8,  Beaver  City,  Nebraska. 

FOR  SALE  — A 100  M.A.  Kelly-Koett 
shockproof  X-Ray,  a Burdick  E.K.G.  and  a 
■ microscope.  Contact:  R.  L.  Hook,  M.D.,  Rush- 
ville,  Nebraska  69360. 

WANTED  — Administrative  Director  for 
Community  Blood  Bank  and  Executive  Secre- 
tary of  Lancaster  County  Medical  Society. 
Contact  L.  D.  Cherry,  M.D.,  921  Stuart  Build- 
ing, Lincoln,  Nebraska  68508. 

INTERNISTS  and  Family  Physicians  badly 
needed  in  Atlanta  suburb  near  third  busiest 
airport  in  world.  New  offices  available  ad- 
jacent to  new  385  bed  South  Fulton  commun- 
ity hospital.  Please  contact:  Mr.  Jim  Hender- 
son, Lee-Dixon  Realty,  Inc.,  5075  Old  Na- 
tional Highway,  Atlanta,  Georgia  30349. 
Phone:  404-762-8175. 

IMMEDIATE  OPENING  — For  OB-Gyn, 
Internal  Medicine,  and  Orthopedic  specialties 
to  establish  successful  practice  with  14-man 
multi-specialty  group.  Excellent  group  bene- 
fits; pension  plan;  modern  clinic  facilities; 
progressive  community  with  excellent  educa- 
tional system  including  two  colleges;  city 
population  35,000;  good  recreational  facilities; 
each  specialty  must  be  board  eligible  or  cer- 
tified; young  man  with  military  obligation  com- 
pleted. Contact:  Business  Manager,  The 

Manitowoc  Clinic,  601  Reed  Avenue,  Manito- 
woc, Wisconsin  54220. 


WANTED  — M.D.  wants  to  assist  older  or 
busy  M.D.  Nebraska  and  Iowa  medical  li- 
censes. Diplomate  of  National  Boards.  Good 
character.  No  drinking  or  smoking.  Four 
years  general  practice.  Served  two  years  resi- 
dency in  internal  medicine.  Please  address 
your  inquiry  to  Box  #35,  Nebraska  Medical 
Journal,  1902  First  National  Bank  Building, 
Lincoln,  Nebraska  68508. 


HAVE  URGENT  NEED  for  Psychiatrists 
and  General  Practice  Physicians  in  State  Hos- 
pitals. Participate  in  Community  Mental 
Health  Plans:  Out-Patient  Clinics  and  Patient- 
Care  Facilities.  Prefer  Board-Eligible  or  Cer- 
tified Specialists.  Salary  open  dependent  upon 
qualifications  and  experience.  Inquiries  should 
be  addressed  to  Jack  R.  Anderson,  M.D.,  Direc- 
tor— Medical  Services  Division,  Department  of 
Public  Institutions,  P.  O.  Box  94278,  Lincoln, 
Nebraska  68509  or  call  (402)  471-2231. 


NEW  FAMILY  PRACTICE  of  Medicine 
Residency  sponsored  by  McKennan  Hospital 
and  Sioux  Valley  Hospital  in  Sioux  Falls  is 
seeking  applicants  for  Medical  Director  of  the 
program.  Unusual  and  challenging  oppor- 
tunity to  develop  program  from  the  inception. 
If  interested,  please  contact  Mr.  B.  Scott 
Reardon,  320  East  27th  Street,  Sioux  Falls, 
office  telephone  336-0520,  home  telephone  336- 
7774;  Dr.  Robert  Olson,-  2713  West  28th 
Street,  Sioux  Falls,  office  telephone  336-0910, 
home  telephone  336-0562;  or  Dr.  Robert  Dona- 
hoe,  101  East  33rd  Street,  Sioux  Falls,  home 
telephone  332-7794,  office  telephone  336-1820. 
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Our  Medical  Schools  . . . 

Cornhusker  surgery  conference 

Clostridial  infection  will  be  the  subject 
of  the  annual  Cornhusker  Surgery  Confer- 
ence sponsored  by  the  University  of  Ne- 
braska Medical  Center  October  27  and  28, 
at  Lincoln  General  Hospital. 

Dr.  Kenneth  Kimball,  assistant  professor 
of  surgery,  will  speak  at  the  dinner  Friday, 
October  27,  at  the  Lincoln  Country  Club. 

Course  coordinators  are  Drs.  John  D. 
German,  professor  of  surgery,  and  L.  D. 
Cherry,  assistant  professor  of  surgery. 

The  course  carries  three  hours  of  credit 
with  the  American  Academy  of  Family 
Practice. 

Dr.  Dettman  named 

The  University  of  Nebraska  board  of  re- 
gents named  Dr.  Prentiss  M.  Dettman  Ep- 
pley  Foundation  Professor  of  Radiation 
Therapy  at  the  University  Medical  Center  in 
Omaha. 

Dr.  Dettman  has  been  chief  of  radiation 
therapy  at  the  Veterans  Administration  Hos- 
pital in  Cleveland,  Ohio,  since  1967. 

He  has  held  the  position  of  associate  ra- 
diologist at  University  Hospital  in  Cleveland 
since  1969  and  associate  professor  of  radio- 
therapy at  Case  Western  Reserve  University 
since  1971. 


“I  think  he’s  got  some  kind  of  blood  disease. 
The  coach  says  his  hitting  is  anemic.” 
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Manuscripts  to  be  presented  for  publication  in  the 
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side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
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“You  mean  you’ve  raised  an  office  call  to  three  chickens  and  don’t  make  house  calls  anymore?” 
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Our  Medical  Schools  . . . 


Surgery  chairman  at  U.  of  N. 

Dr.  Paul  E.  Hodgson  has  been  named 
chairman  of  the  department  of  surgery  at 
the  University  of  Nebraska  Medical  Center. 

A professor  of  surgery  at  the  Medical 
Center  since  1962,  Dr.  Hodgson  also  served 
as  assistant  dean  for  curriculum  development 
at  the  College  of  Medicine. 

A Wisconsin  native,  Dr.  Hodgson  took  his 
premedical  studies  at  Beloit  College  and  was 
graduated  cum  laude  from  the  University 
of  Michigan  College  of  Medicine  in  1945. 

Dr.  Hodgson  succeeds  Dr.  Merle  M.  Mus- 
selman  who  served  as  department  chairman 
since  1956.  Dr.  Musselman  will  remain  on 
the  faculty  at  the  Medical  Center. 


3-year  course  at  U.  of  N. 

An  all-time  high  number  of  students  ini- 
tiated the  three-year  curriculum  at  the  Uni- 
versity of  Nebraska  College  of  Medicine. 
On  Monday,  July  10,  145  registered  and  at- 
tended the  all-day  orientation  sessions,  cli- 
maxed by  small  dinner  parties  hosted  by  va- 
rious faculty  members.  The  group  began 
classes  the  next  day. 
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The  doctor’s  bill 

Physicians’  fees  increased  1.37%  during 
the  first  nine  months  of  the  Economic  Sta- 
bilization Program  while  the  overall  Consum- 
mer  Price  Index  rose  2.05%  during  the  same 
period,  an  AMA  study  disclosed  recently. 

The  Physicians’  Fee  Index  is  a compon- 
ent of  the  All  Services  Index  of  the  CPI. 
The  All  Services  Index  rose  2.16%  during 
the  nine  months  from  September,  1971, 
through  May,  1972,  compared  to  3.03%  dur- 
ing the  previous  nine  months  from  Decem- 
ber, 1970,  through  August,  1971. 

During  the  same  period,  the  Semi-Private 
Hospital  Room  Index  (which  is  part  of  the 
All  Services  Index)  increased  by  3.84%, 
compared  to  6.62%  for  the  previous  eight 
months. 

The  study  of  comparative  rates  of  increase 
was  prepared  by  the  Center  for  Health 
Services  Research  and  Development  of  the 
American  Medical  Association.  It  was  based 
on  recently  published  data  from  the  federal 
government’s  Bureau  of  Labor  Statistics. 


"This  is  the  day  you’ve  eagerly  waited  for 
. . . time  to  remove  that  tape.” 
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“Follow  this  diet.  If  it  works,  I might  try  it  myself.” 


ORGANIZATIONS.  NATIONAL 

American  Academy  of  Family  Physicians 
Roger  Tusken,  Exec.  Dir. 

Volker  Blvd.  at  Brookside,  Kansas  City,  Mo.  64112 

American  Academy  of  Pediatrics 

Stanley  L.  Harrison,  M.D.,  Secy. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 

American  College  of  Legal  Medicine 

Miss  Betty  Hanna,  Exec.  Sec. 

1340  N.  Astor,  Chicago,  Illinois  60610 

American  College  of  Obstetricians  & Gynecologists 
Michael  Newton,  M.D.,  Dir. 

79  West  Monroe  Street,  Chicago,  Illinois  60603 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Vice  Pres. 
4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 

American  College  of  Radiology 

William  C.  Stronach,  L.L.B.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60606 

American  College  of  Surgeons 
Dr.  C.  Rollins  Hanlon,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 

American  Diabetes  Association 

Mr.  J.  Richard  Connelly,  Exec.  Dir. 

18  East  48th  St.,  New  York,  New  York  10017 

American  Heart  Association 

James  M.  Hundley,  M.D.,  Exec.  Dir. 

44  East  23rd  St.,  New  York,  New  York  10010 

National  Hemophilia  Foundation 

25  West  39th  Street,  New  York,  New  York  10018 


American  Hospital  Association 

Edwin  L.  Crosby,  M.D.,  Exec.  Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 

American  Society  of  Anesthesiologists 

Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hwy.,  Park  Ridge,  Illinois  60068 

American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

525  The  Hearst  Building,  Third  at  Market  St., 

San  Francisco,  California  94103 

American  Society  of  Clinical  Pathologists 

George  F.  Stevenson,  M.D.,  Exec.  Vice  Pres. 

2100  W.  Harrison  St.,  Chicago,  Illinois  60612 

American  Medical  Association 

Ernest  B.  Howard,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 

American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  North  Carles  St.,  Baltimore,  Maryland  21201 

The  Arthritis  Foundation 

Mr.  Daniel  E.  Button,  Executive  Director 
1212  Ave.  of  the  Americas,  New  York,  N.Y.  10036 

International  College  of  Surgeons 
Virgil  T.  DeVault,  Int.  Exec.  Sec. 

1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 

National  Multiple  Sclerosis  Society 

257  Park  Avenue  South 
New  Yoik,  New  York  10010 

Radiological  Society  of  North  America 

Maurice  D.  Frazer,  M.D.,  Sec. 

713  East  Genesee  St.,  Syracuse,  New  York  13210 

Vocational  Rehabilitation  Administration 

Edward  Newman,  Commissioner 

330  Independence  Ave.,  S.W.,  Washington, 

D.C.  20201 
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ORGANIZATIONS,  STATE  — 

Alcoholics  Anonymous 

Lincoln  Center  Bldg.,  Lincoln  68508 
American  Red  Cross 

1701  “E”  St.,  Lincoln  68508 
The  Arthritis  Foundation,  Nebraska  Chapter 
Gilbert  Sanders,  Executive  Director 
904  South  75th  Street,  Omaha  68114 
Cerebral  Palsy  Association  of  Nebraska 
Joy  Piper,  Executive  Director 
4665  Leavenworth,  Omaha  68106 
Creighton  University  School  of  Medicine 
Joseph  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68131 
International  College  of  Surgeons 

Joseph  J.  Borghoff,  M.D.,  Regent  for  Nebraska 
7906  Dodge  Street,  Omaha  68114 
Multiple  Sclerosis  Society 

Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln  68522 
Muscular  Dystrophy  Assn,  of  America 
Robert  Fitzgerald,  District  Director 
6054  Ames  Ave.,  Omaha  68104 
National  Cystic  Fibrosis  Research  Foundation, 
Nebraska  Chapter 

Mark  Dorsey,  Executive  Director 
636  Medical  Arts  Bldg.,  Omaha  68102 
National  Foundation,  Inc.  (March  of  Dimes) 

Dick  Rumbolz,  1620  “M”  St.,  Lincoln  68508 
Nebraska  Academy  of  Ophthalmology 
Frank  L.  Eagle,  M.D.,  President 
8300  Dodge,  Omaha,  Nebraska  68114 
Nebraska  Academy  of  Otolaryngology 
William  Carter,  M.D.,  Secretary 
234  Doctors  Building,  Omaha  68131 
Nebraska  Association  of  Pathologists 
Robert  L.  Kruger,  M.D.,  Sec’y-Treas. 

1603  So.  79th  Ave.,  Omaha  68124 
Nebraska  Blue  Cross  - Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
72nd  and  Mercy  Road,  Omaha  68124 
Nebraska  Chapter 

American  Academy  of  Family  Physicians 
William  De  Roin,  M.D.,  Secy. 

8258  Hascall  St.,  Omaha  68124 

Nebraska  Chapter 

American  Academy  of  Pediatrics 

H.  E.  Wallace,  M.D.,  State  Chairman 
5145  “O”  St.,  Lincoln  68510 
James  Wax,  M.D.,  Sec’y-Treas. 

118  So.  88th,  Omaha  68114 

Nebraska  Chapter 

American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  M.D.,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha  68131 

Nebraska  Chapter,  American  College  of  Radiology 
Dr.  John  T.  McGreer,  III,  Secretary-Treasurer 
2300  South  16th  Street,  Lincoln 

Nebraska  Chapter 
American  College  of  Surgeons 
John  C.  Clyne,  M.D.,  Sec’y-Treas. 

130  Lakewood  Dr.,  Lincoln  68510 

Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 

Nebraska  Diabetes  Association,  Inc. 

Mrs.  E.  H.  Reitan,  Executive  Secy. 

2305  South  10th  St.,  Omaha  68108 

Nebraska  Dietetic  Association 
Celia  Ludwickson,  R.D.,  President 
2300  South  16th,  Lincoln  General  Hospital, 
Lincoln  68502 

Nebraska  Division  American  Cancer  Society 

Peter  J.  Zwier,  Executive  Vice  President 
4201  Dodge,  Omaha  68131 

Nebraska  Epilepsy  League,  Inc. 

Box  6412,  Elmwood  Station,  Omaha  68106 


Nebraska  Heart  Association 

Mrs.  Martha  Robertson,  Exec.  Director 
3624  Farnam  Street,  Omaha  68131 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln  68508 
Nebraska  Medical  Association 
Ken  Neff,  Executive  Secretary 
1902  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
307  Baird  Bldg.,  Omaha  68102 
Nebraska  Nursing  Home  Association 

Eugene  J.  Thompson,  Executive  Secretary 
3100  “O”  Street,  Lincoln  68510 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 
Dr.  Merrill  Eaton,  Director 
602  South  44th  Avenue,  Omaha  68105 
Nebraska  Public  Health  Association 
H.  E.  McConnell,  Dr.  P.H.,  President 
State  Health  Dept.,  Lincoln  68509 
Nebraska  Regional  Medical  Program 

530  South  13th  Street,  Lincoln,  Nebraska  68508 
Nebraska  Rheumatism  Association 
Dr.  Arthur  Weaver,  President 
Lincoln,  Nebraska 

Nebraska  Society  for  Crippled  Children 

3815  Dewey  Avenue,  Omaha  68105 
Nebraska  Society  for  Internal  Medicine 
Charles  M.  Root,  M.D.,  F.A.C.P.,  President 
3610  Dodge  St.,  Omaha  68131 
Nebraska  Society  of  Anesthesiologists 
Dean  Watland,  M.D.,  President 
8601  W.  Dodge  Road,  Omaha  68114 
Nebraska  Society  of  Medical  Technologists 
Marilyn  Crane,  President 
4019  Nicholas,  Omaha  68131 
Nebraska  State  Department  of  Health 
Henry  Smith,  M.D.,  Director 
State  Capitol  Bldg.,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Willis  H.  Taylor,  Jr.,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  68131 
Nebraska  State  Orthopedic  Society 
Harold  Horn,  M.D.,  Secretary 
3145  “O”  Street,  Lincoln  68510 
Nebraska  State  Society  of  American 
Association  of  Medical  Assistants 
Patricia  Madsen,  President 
201  North  29th  St.,  Council  Bluffs,  Iowa  51501 
Minnie  Briggs,  Corresponding  Secretary 
8105  Valley,  Omaha  68124 
Nebraska,  South  Dakota,  North  Dakota  District 
Branch  of  the  American  Psychiatric  Association 
Harry  C.  Henderson,  M.D.,  President 
105  South  49th  St.,  Omaha  68132 
Nebraska  Tuberculosis  & Respiratory  Disease  Assn. 
Delmer  Serafy,  Executive  Secretary 
406  W.O.W.  Building,  Omaha  68102 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  M.D.,  Sec’y-Treasurer 
903  Sharp  Building,  Lincoln  68508 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Mary  E.  Pilloud,  Executive  Secretary 
1040  Medical  Arts  Building,  Omaha  68 102 
POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha  68105 
Rehabilitation  Service  Division 

Fred  A.  Novak,  Assistant  Commissioner 
1701  So.  17th  St.,  Lincoln  68502 
University  of  Nebraska  College  of  Medicine 
Robert  D.  Sparks,  M.D.,  Chancellor 
42nd  and  Dewey,  Omaha  68105 
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Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc, 

Nutley,  N.J.  07110 


and  Efudex  (f  luorouracil) 

5%  cream  can  resolve  it. 


Call  it  actinic,  solar  or  senile  keratoses, 
many  regard  it  as  “precancerous.”1,2 

Topical  fluorouracil,  considered  by  some  dermatologists  to  be  a major 
advance  in  the  treatment  of  multiple  solar  keratoses,3-4  offers  the  physi- 
cian a relatively  inexpensive  alternative  to  cryosurgery,  electrodesic- 
cation and  cold  knife  surgery.  Of  the  topical  fluorouracils  available,  only 
Efudex  offers  2%  and  5%  solution  and  5%  cream  formulations— formula- 
tions that  have  proved  effective  in  the  treatment  of  these  mutliple  lesions. 


Usual  duration  of  therapy,  2 to  4 weeks. 

Studies  showed  that  with  the  2%  and  5%  Efudex  preparations,  the  usual 
duration  of  therapy  was  only  2 to  4 weeks. 5 Other  studies  with  topical 
fluorouracil  revealed  that  when  concentrations  of  less  than  2%  were 
used,  significant  numbers  of  lesions  recurred.6 


Treats  the  lesions  you  can’t  see,  too. 

Numerous  lesions,  not  apparent  prior  to  2%  and  5%  Efudex  therapy, 
manifested  themselves  by  definite  reactions,  while  intervening  skin 
remained  relatively  unaffected.5  The  early  eradication  of  these  subclini- 
cal  lesions  (which  may  otherwise  have  undergone  further  progression) 
probably  accounts  for  the  reduced  incidence  of  future  solar  keratoses  in 
patients  treated  with  topical  fluorouracil— especially  with  5% 
concentrations.6 

How  to  identify  solar  keratoses. 

Typically,  the  lesion  — a flat  or  slightly  elevated  brown  to  red-brown 
papule— is  dry,  rough,  adherent  and  sharply  defined.  Multiple  lesions 
are  the  rule. 


Predictable  therapeutic  response. 

The  response  to  a typical  course  of  Efudex  therapy  is  usually 
characteristic  and  predictable.  After  3 or  4 days  of  treatment,  erythema 
begins  to  appear  in  the  area  of  keratoses.  This  is  followed  by  a moderate 
to  intense  inflammatory  response,  scaling  and  occasionally  moderate 
tenderness  or  pain.  The  height  of  this  response  generally  occurs  two 
weeks  after  the  start  of  therapy  and  then  begins  to  subside  as  treatment 
is  stopped.  Within  two  weeks  of  discontinuing  medication,  the 
inflammation  is  usually  gone.  Lesions  that  do  not  respond  should 
be  biopsied. 


References:  1.  Allen,  A.  C.:  The  Skin,  A Clinicopathological  Treatise,  ed.  2,  New  York, 
Grune  & Stratton,  1967,  p.  842.  2.  Dillaha,  C.  J. ; Jansen,  G.  T,  and  Honeycutt,  W.  M. : 
“Treatment  of  Actinic  Keratoses  with  Topical  Fluorouracil,”  in  Waisman,  M.  (ed.): 
Pharmaceutical  Therapeutics  in  Dermatology,  Springfield,  111.,  Charles  C Thomas,  1968, 
p.  92.  3.  Belisario,  J.  C. : Cutis,  6 :293,  1970.  4.  Sams,  W.  M.:  Arch.  Derm.,  97 : 14,  1968. 

5.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey.  6.  Williams,  A.  C.,  and 
Klein,  E.:  Cancer,  25: 450,  1970. 


Before  prescribing,  please  consult 
complete  product  information,  a summary  of 
which  follows: 

Indications:  Multiple  actinic  or  solar 
keratoses. 

Contraindications : Patients  with  known 
hypersensitivity  to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used, 
may  increase  inflammatory  reactions  in 
adjacent  normal  skin.  Avoid  prolonged  expo- 
sure to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  was] 
hands  immediately.  Apply  with  care  near  eyes 
nose  and  mouth.  Lesions  failing  to  respond  o 
recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruri- 
tus, hyperpigmentation  and  burning  at 
application  site  most  frequent;  also  dermatitis 
scarring,  soreness  and  tenderness.  Also 
reported  — insomnia,  stomatitis,  suppuration, 
scaling,  swelling,  irritability,  medicinal  taste, 
photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and 
eosinophilia. 

Dosage  and  Administration:  Apply 
sufficient  quantity  to  cover  lesion  twice  daily 
with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop 
dispensers  — containing  2%  or  5%  fluorouracil 
on  a weight/  weight  basis,  compounded  with 
propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens 
(methyl  and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes  — containing  5%  fluor 
ouracil  in  a vanishing  cream  base  consisting 
of  white  petrolatum,  stearyl  alcohol,  propylem 
glycol,  polysorbate  60  and  parabens  (methyl 
and  propyl).  <3 


(fluorouracil) 

cream/solution 


Please  be  more  specific  with  your  chart  of  a patient’s  feelings  and  actions  . . . “Like  the 
devil”  is  a bit  too  general.  ” 


Councilor  Districts  and  Counties 

First  District:  Councilor:  Thomas 

J.  Gurnett,  Omaha.  Counties: 
Douglas,  Sarpy. 

Second  District:  Councilor:  Louis 

J.  Gogela,  Lincoln.  Counties : 
Lancaster,  Otoe,  Cass. 

Third  District:  Councilor:  H.  C. 

Stewart,  Pawnee  City.  Counties  : 
Gage,  Johnson,  Nemaha,  Pawnee, 
Richardson. 

Fourth  District:  Councilor:  Rob- 

ert B.  Benthack,  Wayne.  Coun- 
ties: Knox,  Cedar.  Dixon,  Dakota, 
Antelope.  Pierce,  Thurston,  Madi- 
son, Stanton,  Cuming,  Wayne. 

Fifth  District:  Councilor:  Robert 

Sorenson,  Fremont.  Counties: 
Burt,  Washington,  Dodge,  Platte, 
Colfax,  Boone,  Nance.  Merrick. 

Sixth  District:  Councilor:  Houtz 

Steenburg,  Aurora.  Counties : 
Saunders,  Butler,  Polk,  Seward, 
York,  Hamilton. 

Seventh  District:  Councilor:  Lyle 

Nelson.  Crete.  Counties:  Saline, 
Clay,  Fillmore,  Nuckolls,  Thayer, 
Jefferson. 

Eighth  District:  Councilor:  Robert 
Waters,  O’Neill.  Counties:  Cher- 
ry. Keyapaba,  Brown,  Rock,  Holt, 
Sheridan,  Boyd. 

Ninth  District:  Councilor:  Hiram 

Walker,  Kearney.  Counties:  Hall, 
Custer.  Valley,  Greeley,  Sher- 
man, Howard,  Dawson,  Buffalo, 
Grant.  Hooker,  Thomas,  Blaine, 
Wheeler,  Loup,  Garfield. 

Tenth  District:  Councilor:  Charles 

W.  Landgraf,  Jr.,  Hastings. 
Counties : Gosper,  Phelps,  Adams, 
Furnas,  Harlan,  Webster,  Kear- 
ney, Red  Willow.  Chase,  Frontier, 
Dundy.  Hitchcock. 

Eleventh  District:  Councilor:  Bruce 
F.  Claussen.  North  Platte.  Coun- 
ties: Lincoln,  Perkins.  Keith,  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  A.  J. 
Alderman,  C hadron.  Counties: 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyenne,  Sioux, 
Dawes. 


NEBRASKA  MEDICAL  ASSOCIATION 
Council  Districts  and  Component  County  Medical  Societies 


COMPONENT  COUNTY  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


Adams Donovan  B.  Foote,  Jr.,  Hastings_.George  L.  Welch,  Hastings 

Antelope-Pierce R.  E.  Kopp,  Plainview D.  F.  Johnson,  Jr.,  Osmond 

Boone Roy  Smith,  Albion Wm.  D.  Reardon,  St.  Edward 

Box  Butte Raymond  H.  Olson,  Alliance F.  P.  Sucgang,  Alliance 

Buffalo K.  W.  Ellis,  Kearney Gerald  Morris,  Kearney 

Cass R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp,  Elmwood 

Cheyenne-Kimball-Deuel Lloyd  O’Holleran,  Sidney Richard  Forsman,  Kimball 

Cuming Robert  Scherer,  West  Point Thomas  R.  Tibbels,  West  Point 

Custer M.  L.  Chaloupka,  Callaway Loren  Jacobsen,  Broken  Bow 

Dawson Wayne  K.  Weston,  Lexington Wm.  B.  Elfeldt,  Lexington 

Dodge W.  H.  Hill,  Fremont W.  B.  Eaton,  Fremont 

Five  County Henry  J.  Billerbeek,  Randolph Charles  G.  Muff  ley,  Pender 

Four  County Paul  R.  Martin,  Ord Otis  W.  Miller,  Ord 

Gage John  Porter,  Beatrice Klemens  E.  Gustafson,  Beatrice 

Garden-Keith-Perkins L.  C.  Potts,  Grant Berl  Spencer,  Ogallala 

Hall John  Easley,  Grand  Island John  Reilly,  Grand  Island 

Hamilton P.  J.  Madden,  Aurora P.  J.  Madden,  Aurora 

Holt  & Northwest William  F.  Becker,  Lynch Donald  Bailey,  O’Neill 

Howard R.  G.  Hanisch,  St.  Paul E.  C.  Hanisch,  St.  Paul 

Jefferson Gordon  O.  Johnson,  Fairbury Frank  Falloon,  Fairbury 

Knox JR.  L.  Tollefson,  Wausa D.  J.  Nagengast,  Bloomfield 

Lancaster B.  F.  Wendt,  Lincoln Dwight  L.  Snyder,  Lincoln 

Lincoln George  D.  Cooper,  North  Platte- Miles  Foster,  North  Platte 

Madison R.  E.  Klaas,  Norfolk F.  Martin,  Norfolk 

N.W.  Nebraska Bernard  Owen,  Rushville R.  L.  Hook,  Rushville 

Omaha-Douglas T.  T.  Smith,  Omaha Donald  J.  Pavelka,  Omaha 

Otoe G.  E.  Burbridge,  Nebraska  City-C.  J.  Formanaek,  Syracuse 

Phelps Wayne  Jackson,  Holdrege Rex  J.  Kelly,  Holdrege 

Platte-Loup  Valley T.  J.  Lemke,  Jr.,  Columbus A.  H.  Liebentritt,  Columbus 

Saline Clarence  Zimmer,  Friend Jerry  Adler,  Crete 

Saunders E.  J.  Hinrichs,  Wahoo John  E.  Hansen,  Jr.,  Wahoo 

Scotts  Bluff John  C.  Shaffer,  Mitchell J.  C.  Baumgartner,  Scottsbluff 

Seward Paul  R.  Hoff,  Seward Roger  A.  Jacobs,  Seward 

S.E.  Nebraska Wendell  Fairbanks,  Auburn John  Krickbaum,  Auburn 

S.W.  Nebraska Richard  A.  Cottingham,  McCook- James  Carson,  McCook 

South  Central  Nebraska L.  G.  Bunting,  Hebron Chas.  F.  Ashby,  Geneva 

Washington-Burt L.  E.  Sauer,  Tekamah Isaiah  Lukens,  Tekamah 

York-Polk James  D.  Bell,  York B.  N.  Greenberg,  York 
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Advertisement 


“ The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice .” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art  ” 


Wfould  it  be  useful 
in  clinical  practice  to  have 
government  predetermine 
drugs  of  choice? 


Results  of  a survey  of  physicians : 

13.3% 

Yes,  it  would  be  useful. 


86.7% 

No,  it  would  not  be  useful. 


Would  it  be  useful  in  clinical  practice 
to  have  government  predetermine 

drugs  of  choice? 


Doctor  of  Medicine 


Walter  Modell,  M.D., 
Professor  of  Pharmacology, 
Cornell  University 
Medical  College, 
Editor, 

Clinical  Pharmacology 
& Therapeutics, 
Drugs  of  Choice, 
Rational  Drug  Therapy 


The  proposition  that  gov- 
ernment should  determine 
one  or  two  “drugs  of 
choice”  within  a given 
therapeutic  class  reflects 
the  belief  that  a similarity 
in  molecular  structure  in- 
sures a close  similarity  in 
pharmacologic  effect.  But 
this  is  by  no  means  the 
rule.  An  obvious  example 
would  be  in  the  field  of  diu- 
retics, where  a small  change 
in  chemical  structure  ac- 
counts for  substantial  dif- 


ferences in  concomitant 
effects  such  as  potassium 
excretion. 

Any  attempt  to  dictate 
the  “drug  of  choice”  would 
be  complicated  by  the  fact 
that  some  populations  dem- 
onstrate a bimodal  distribu- 
tion in  their  reaction  to 
drugs.  If  the  data  on  drug 
response  are  mixed  for  the 
total  population,  one  drug 
will  appear  to  be  as  useful 
as  the  other.  But  if  drug 
response  is  reported  sepa- 
rately for  different  seg- 
ments of  the  population, 
drug  A will  be  found  to  be 
better  for  one  group  and 
drug  B for  the  other. 

It  may,  of  course,  be  pos- 
sible to  determine  drugs  of 
choice  in  particular  cate- 
gories on  a broad  statistical 
basis.  But  there  are  always 
certain  patients  in  whom  a 
drug  produces  odd,  unpre- 
dictable or  idiosyncratic  re- 
actions. So,  though  a drug 
might  statistically  be  the 
most  useful  one  in  a given 
situation,  individual  varia- 
tions in  response  might 
make  it  the  incorrect  one. 

The  point  I wish  to  make 
is  that  if  two,  three,  four  or 
more  drugs  in  one  class  are 
of  approximately  equal 
merit,  that  in  itself  is  justi- 
fication for  their  avail- 
ability. Exceptional  cases 
do  arise  in  which  one  drug 
would  be  useful  to  a certain 


segment  of  the  population 
and  another  drug  would  be 
of  no  use  at  all.  In  the 
practice  of  medicine,  the 
physician  must  be  prepared 
to  treat  the  routine  as  well 
as  the  unusual  case. 

Another  objection  to  the 
determination  of  a drug  of 
choice  is  that  precise  state- 
ments of  relative  efficacy 
are  very  difficult  to  make- 
much  more  difficult  than 
statements  of  efficacy.  For 
example,  in  testing  drug  ef- 
ficacy, it  is  easy  to  deter- 
mine the  difference  be- 
tween a drug  that  is  effec- 
tive in  treating  a condition 
and  one  that  is  not  at  all 
effective.  Thus,  it  is  fairly 
easy  to  determine  whether 
a drug  is  more  effective 
than  a placebo.  But  if  you 
compare  one  drug  that  is 
effective  with  another  drug 
that  is  also  effective,  and 
the  relative  differences  be- 
tween them  are  very  slight, 
statements  of  relative  effi- 
cacy may  be  very  difficult 
to  make  with  assurance. 

I do  not  mean  to  imply 
that  relative  efficacy  state- 
ments are  not  useful  or  can 
never  be  made.  With  some 
groups  of  drugs  (e.g.,  anal- 
gesics), extensive  study  and 
precise  methodology  have 
yielded  useful  information 
on  relative  efficacy.  But  in 
most  situations,  such  infor- 
mation can  be  acquired  only 
through  studies  encompass- 
ing three  to  five  years  of 
use  in  many  more  patients 
than  are  used  to  compare 
drugs  v/ith  a placebo  for 
the  introduction  of  a drug 
into  commerce.  It  is  really 
only  after  practitioners  use 
a drug  extensively  that 
relative  safety  and  efficacy 


in  practice  can  really  b 
determined. 

The  Bureau  of  Drugs  he 
suggested  the  package  ir 
sert  as  a possible  means  c 
communicating  informatio 
on  relative  efficacy  of  dru£ 
to  the  physician.  I find  th; 
objectionable,  since  I d 
not  believe  the  physicia 
should  have  to  rely  on  thi 
source  for  final  scientif. 
truth.  There  is  also  a pra< 
tical  objection:  Since  fe' 
physicians  actually  dis 
pense  drugs,  they  seldoi 
see  the  package  insert.  I 
any  event,  I would  mail 
tain  that  the  physicia 
should  know  what  drug  b 
wants  and  why  without  d< 
pending  on  the  governmer 
or  the  manufacturer  to  te 
him. 

Undoubtedly,  physiciar 
are  swamped  by  excessiv 
numbers  of  drugs  in  son- 
therapeutic  categories.  Ar. 
I am  well  aware  that  mar 
drugs  within  such  cat< 
gories  could  be  eliminate 
without  any  loss,  or  pe 
haps  even  some  profit,  1 
the  practice  of  medicin 
But,  in  my  opinion,  neith< 
the  FDA  nor  any  oth< , 
single  group  has  the  expe 
tise  and  the  wisdom  nece 
sary  to  determine  the  or 
“drug  of  choice”  in  a, 
areas  of  medical  practice,  j 
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i vertisement 


One  of  a series 


Maker  of  Medicine 


fmeth  G.  Kohlstaedt,M.D., 
Vice  President, 
Medical  Research, 

‘lli  Lilly  and  Company 


h my  opinion,  it  is  not 
function  of  any  govern- 
it  or  private  regulatory 
hey  to  designate  a “drug 
hoice.”  This  determina- 
1 should  be  made  by  the 
Tsician  after  he  has  re- 
7ed  full  information  on 
properties  of  a drug, 

1 then  it  will  be  based  on 
experience  with  this 
g and  his  knowledge  of 
individual  patient  who 
eeking  treatment, 
f an  evaluation  of  com- 
ative  efficacy  were  to  be 
de,  particularly  by  gov- 
ment,  at  the  time  a new 
g is  being  approved  for 
rketing,  it  would  be  a 
at  disservice  to  medi- 
9 and  thus  to  the  patient 
le  consumer.  For  exam- 
, when  a new  therapeu- 
agent  is  introduced,  on 
basis  of  limited  knowl- 
e,  it  may  be  considered 
be  more  potent,  more 
ective,  or  safer  than 
>ducts  already  on  the 
rket.  Conceivably,  at 
s time  the  new  drug 
ild  be  labeled  “the  drug 
choice.”  But  as  addi- 
lal  clinical  experience  is 
umulated,  new  evidence 
y become  available. 
;er,  it  may  be  apparent 


that  the  established  prod- 
ucts should  not  be  so  easily 
dismissed. 

Variation  in  patient  re- 
sponse to  drugs  constitutes 
one  of  the  major  obstacles 
to  the  determination  of 
“drugs  of  choice.”  We  are 
just  beginning  to  open  the 
door  on  pharmacogenetics, 
but  it  is  evident  that  genetic 
differences  cause  wide  var- 
iations in  the  way  drugs  are 
absorbed,  metabolized,  etc. 
This  fact  alone  is  sufficient 
to  make  unrealistic  the 
idea  that  there  is  one  drug 
in  each  class  to  be  used  for 
every  human  being. 

The  problem  of  deter- 
mining relative  drug  effi- 
cacy is  an  extremely  com- 
plicated one.  Comparison 
with  other  drugs  of  the 
same  class  should  not  be 
a prerequisite  for  market- 
ing a new  substance.  In 
some  therapeutic  areas,  it 
may  be  difficult  to  make  ac- 
curate comparisons.  For 
example,  in  the  treatment 
of  infections  it  is  not  possi- 
ble to  conduct  crossover 
studies.  Recovery  may  be 
influenced  by  factors  which 
cannot  be  controlled  or 
measured,  i.e.,  natural  host 
resistance  and  virulence  of 
infective  agents.  A drug’s 
acceptability  must  often  be 
judged  on  the  basis  of  its 
own  performance,  and  this 
may  be  limited  to  experi- 
ence in  a relatively  small 
patient  population.  If  the 
introduction  of  a new  drug 
must  await  the  adequate 
establishment  of  relative  ef- 
ficacy, the  duration  of  clini- 
cal trial  and  extent  of 
studies  would  be  greatly 
prolonged,  particularly  for 
rare  or  unusual  conditions. 
The  availability  of  a new 
drug  would  be  delayed. 
Many  patients  might  suf- 
fer needlessly  and  lives 
might  be  lost. 


Relative  efficacy  can  best 
be  established  by  experi- 
ence in  a general  patient 
population  through  regular 
channels  of  clinical  prac- 
tice. The  physician  consid- 
ers the  patient  as  a whole, 
which  means  the  patient 
often  has  multiple  prob- 
lems and  drugs  must  be 
selected  with  this  in  mind. 
Hence,  a “drug  of  choice” 
in  an  uncomplicated  case 
may  not  be  the  best  drug 
for  a patient  with  associ- 
ated problems.  Publica- 
tion of  well-controlled 
studies  in  medical  journals 
may  provide  comparative 
evidence;  discussions  at 
medical  meetings,  presen- 
tations at  postgraduate 
courses,  and  the  new  audio- 
visual technology  may 
bring  evidence  to  physi- 
cians on  comparative  ther- 
apy. In  a free  medical 
marketplace,  a drug  that 
does  not  measure  up  will 
fall  into  disuse.  For  exam- 
ple, broad  clinical  experi- 
ence has  established 
vitamin  Bi2  as  the  “drug  of 
choice”  for  the  treatment 
of  primary  pernicious  ane- 
mia. No  amount  of  adver- 
tising or  promotional  effort 
by  the  manufacturer  could 
increase  the  use  of  liver  ex- 
tract for  this  anemia.  How- 


ever, a physician  may  wish 
to  employ  parenteral  liver 
preparations  for  a special 
purpose. 

In  the  field  of  surgery, 
peer  review  in  the  hospi- 
tal has  brought  significant 
improvement  in  the  use  of 
new  techniques  and  proce- 
dures. Something  of  this 
nature  would  be  useful 
in  the  area  of  drug  ther- 
apy. However,  it  should  be 
developed  by  the  medical 
profession  itself  and  would 
necessitate,  for  its  proper 
function,  an  improvement 
in  the  dissemination  of  re- 
liable data  on  clinical  phar- 
macology of  drugs  under 
consideration. 

Ideally,  information  on 
the  relative  efficacy  of 
drugs  should  be  gathered 
and  assessed  by  the  physi- 
cians who  actually  admin- 
ister the  specific  agents  to 
a specific  patient  popula- 
tion. To  do  this,  they  will 
need  even  more  informa- 
tion on  the  drugs  they  use 
— information  that  the 
pharmaceutical  manufac- 
turers must  begin  to  pro- 
vide if  government  regula- 
tion of  “drugs  of  choice ” is 
to  be  avoided. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

Send  us  your  comments  on  the  above  issue. 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


A SHORT  COURSE  IN  PSYCHOLOGY 

If  you  ask  anyone  to  name  a color,  it  will 
be  red.  If  you  tell  somebody  to  suggest  a 
number,  it  will  be  three. 

If  you  say  you  don’t  feel  well,  the  an- 
swer is  always,  “I  don’t  either.” 

When  you  can’t  find  your  watch,  a friend 
will  be  sure  to  ask  where  you  saw  it  last. 
If  you  ask  if  this  is  Monday,  someone  will 
say,  “All  day.” 

If  you  nearly  strangle  at  the  table,  a din- 
ner companion  will  ask,  “Did  something  go 
down  the  wrong  way?” 

When  you  drive  up  to  a gasoline  station, 
the  attendant  will  have  a lighted  cigarette 
in  his  mouth. 

If  you  order  a steak  medium,  or  pink,  it 
will  come  any  old  way.  This  works  in  any 
restaurant. 

If  you  make  a telephone  call  from  a pay 
station  without  paying,  you  do  not  feel  dis- 
honest. A banana  cake  is  called  a bread. 

You  never  ask  anyone,  “How  old  are  you?” 
When  someone  asks  how  old  you  are,  he’s 
younger  than  you,  and  he  knows  it. 

If  a car  cuts  in  on  you  from  the  right, 
the  driver  will  go  only  ten  yards  and  dart  up 
an  alley  to  the  right.  If  you  ask  a surgeon 
how  long  it  will  take  him,  he  will  say  twenty 
minutes;  it  will  take  him  two  hours. 

If  you  want  to  hide  anything,  put  it  up 
high ; nobody  looks  up.  If  you  mispronounce 
someone’s  name  or  forget  it,  you  will  irritate 
him.  If  you  sneeze,  people  will  bless  you; 
if  you  cough,  they  will  turn  away.  People 
will  bet  on  horses  and  numbers,  even  though 
they  cannot  win. 

If  you  ask  anybody  any  question  that  has 
to  do  with  time,  but  not  with  ivhat  time  it  is, 
he  will  look  at  his  watch.  Once  I asked  a 
nurse  how  long  she  had  been  married,  and 
she  consulted  her  watch.  If  you  ask  a pa- 
tient how  much  she  weighs,  she  will  tell 
you  that  she  does  not  know,  but  everybody 
knows. 


Tuberculous  people  may  become  cooks. 
Women  are  poor  drivers. 

— F.C. 


TAKE  A DEEP  BREATH 

It  may  be  better  to  do  something  than 
to  do  nothing.  Certainly,  it  makes  the  pa- 
tient feel  better  if  we  prescribe  pills  that 
may  or  may  not  help,  and  it  is  difficult  to 
extract  a fee  when  we  have  not  done  any- 
thing. If  there  are  morbid  states  for  which 
one  doctor  will  apply  heat  while  another 
uses  cold,  one  is  driven  to  concluding  that 
room  temperature  is  as  good,  but  perhaps 
a change  in  temperature  in  either  direction 
is  better. 

Sponging  for  fever  and  enemas  before 
surgery  are  open  to  question,  as  is  admin- 
istering antibiotics  where  they  are  not  in- 
dicated, for  the  sake  of  doing  something. 
Sometimes  a patient  feels  better  if  you 
tell  him  that  his  cough  is  due  to  bronchitis. 

All  of  this  brings  me  to  measuring  the 
chest.  Chest  circumferences  are  taken  be- 
fore and  after  inhaling,  and  are  reported  on 
consultation  forms,  and  while  a book  here 
and  there  says  it  is  good  to  see  how  well 
patients  expand  their  chests,  I cannot  find 
a standard  to  tell  us  what  is  abnormal,  and 
by  how  much. 

The  tape  measure  may  be  all  right  for 
some  things,  as  muscle  atrophy  and  beauty 
contests,  but  where  is  the  standard  for  ex- 
panding the  chest? 

It’s  called  vital  capacity. 

—F.C. 


DOCTORS  AND  DEPLETION 

A tax  loophole  I have  not  understood  until 
now  is  the  depletion  allowance,  given  to  a 
businessman  who  says  that  by  the  very 
nature  of  his  trade  he  diminishes  the  source 
of  his  future  earnings,  and  should  therefore 
be  given  a more  lenient  tax  status  to  take 
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care  of  this.  I have  heard  of  oil  depletion 
and  of  depletion  of  just  about  everything 
else,  including  air. 

We  earn  our  living  because  there  are  dis- 
ease and  injury.  Whether  the  patient  pays 
us  when  he  is  well  or  when  he  is  not  makes 
no  difference.  If  there  were  no  diseases,  he 
would  never  pay  the  doctor. 

But  do  we  not  practice  preventive  medi- 
cine? And  have  we  not  eradicated  disease? 
We  do  not  see  smallpox  any  more;  and  I 
remember  polio  very  well,  but  we  do  not 
see  it  now,  not  as  we  once  did.  We  get  out 
our  vaccines  and  antitoxins  when  there  are 
typhoid  and  influenza  and  tetanus  to  be 
feared,  and  we  stop  infections  before  they 
start,  with  antibiotics. 

So  I suggest  to  the  Congress  that  physi- 
cians are  in  the  depletion  class,  as  well  as 
businessmen,  for  we,  as  well  as  they,  dry 
up  the  very  source  of  our  income.  Our  live- 
lihood is  founded  on  disease,  and  we  both 
treat  it  and  stamp  it  out.  I recommend 
that  the  Congress  give  every  doctor  a de- 
pletion allowance  to  make  up  for  this  ob- 
vious loss  of  revenue,  and  reduce  his  income 
tax  by  half,  or  better  still,  eliminate  it  entire- 
ly, in  a burst  of  confidence. 

— F.C. 


THE  CLEAN  SLATE 

The  tabula  rasa  or  clean  slate  theory  says 
that  your  child  came  into  this  world  with  a 
brain  free  of  external  impressions,  and  with 
a mind  that  is  the  equivalent  of  a clean 
slate.  Any  bad  things  that  happen  to  the 
little  one’s  psyche  are  therefore  your  fault; 
you  put  them  there. 

This  is  a cruel  thesis  and  it  has  probably 
driven  many  a dad  to  drink  or  desperation. 
I cannot  help  but  think  that  it  is  a part  of 
our  submissive  philosophy  that  has  done  us 
no  good.  Chasten  thy  son  while  there  is 
hope;  and  spare  the  rod  and  spoil  the  child. 
I am  not,  or  maybe  I am,  suggesting  that 
we  go  back  to  chastening,  but  I do  think 
that  many  fathers  are  needlessly  perse- 
cuted by  unwarranted  feelings  of  guilt,  and 


that  the  tabula  rasa  theory  may  have  gone 
far  too  far.  Fathers  are  little  boys,  too. 

Then,  too,  what  you  have  done  to  your 
youngster  is  the  result  of  what  your  father 
did  to  you.  This  goes  for  mothers,  too. 

There’s  a clean  plate  thing  for  children, 
too,  but  nobody  remembers  that. 

—F.C. 

READ  THE  TOP  LINE 

The  eye  doctor  used  to  have  a big  E at 
the  top  of  the  chart,  and  after  a while  I was 
able  to  memorize  this  letter  and  have  20 
over  something.  But  now  I see,  after  walk- 
ing all  the  way  to  the  wall,  that  it  has  be- 
come a K. 

So  I have  got  to  forget  the  E and  start 
trying  to  remember  the  K.  But  how  did 
these  people  ever  choose  the  E,  and  why  is 
it  a K now?  It  is  something  like  picking  a 
name  for  a dog;  it  must  be  simple  and  dis- 
tinctive. But  the  E has  at  least  one  kind 
of  symmetry,  which  is  a drawback,  I should 
think,  having  had  no  training  in  opthal- 
mology.  And  the  K does,  too ; you  can’t 
tell  if  it’s  upside  down. 

I suggest  that  there  are  better  letters,  as 
the  J,  which  may  be  too  simple,  and  the  F, 
P,  and  R.  The  E must  have  been  for  excel- 
lence. 

Numbers  might  be  even  better,  and  I 
wonder  why  chart  makers  have  not  thought 
of  this,  and  if  a fair  amount  of  research 
has  gone  into  the  testing  of  visual  acuity. 
Four  is  a good  number,  and  so  is  nine.  And 
numbers  won’t  spell  out  four-letter  words. 
Or  we  could  have  pictures,  of  birds  (the 
brown  crested  nuthatch),  and  monuments 
(Eisenhower  waving  a sword),  and  girls. 

That  last  might  improve  people’s  vision, 
and  the  chart  could  be  therapeutic  as  well  as 
diagnostic. 

After  a few  years,  editors  generally  use 
larger  type  in  their  journals.  So  they  can 
read  the  top  line. 

—F.C. 
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COME  BACK  WHEN  IT  HURTS 

Apart  from  cancer,  many  diseases  come 
and  go,  at  least  their  symptoms  do.  But 
the  coming  may  be  of  shorter  duration  than 
the  going,  so  that  you  wait  until  the  pain 
has  struck  you  for  the  dozenth  time  before 
you  go  to  the  doctor,  but  it  doesn’t  hurt 
when  you  get  there,  like  the  toothache  in 
the  dentist’s  office.  Or  the  oft-dislocated 
shoulder  isn’t  dislocated,  or  the  knee  isn’t 
popped  out,  and  this  poses  a problem. 

For  when  signs  and  symptoms  are  absent, 
the  patient  may  expect  the  doctor  to  have 
tests  that  will  tell  what  is  wrong  even  when 
nothing  seems  to  be  wrong.  In  some  cases, 
there  are  such  tests,  but  in  others  it  is  hard 
to  tell  what  is  hurting  a patient  when  it 
doesn’t  hurt. 

I brought  my  car  in  and  I said  it  makes 
a funny  noise  sometimes,  and  the  automobile- 
doctor  said  it  isn’t  making  a funny  noise 
now,  so  how  could  he  tell  what  was  wrong? 
I have  to  bring  it  back  when  it  makes  a 
noise. 

Of  course,  we  have  provocative  tests,  but 
we  do  not  often  use  them.  Still,  I was  not 
happy  in  the  garage,  and  the  patient  is  no 
more  satisfied  in  the  doctor’s  office. 

— F.C. 


Post-biopsy  Breast  Carcinoma:  Natural  Ex- 
periment in  Cancer  Immunology  — M.  M. 

Black  (New  York  Medical  College,  New 
York  10029).  Cancer  29:61  - 65  (Jan) 
1972. 

Prior  studies  suggested  that  patients  with 
in  situ  breast  cancer  are  characterized  by 
particularly  high  levels  of  prognostically 
favorable  immunologic  responses.  If  sec- 
ond breast  cancers  artsing  in  such  patients 
are  antigenically  similar,  one  would  expect 
such  cancers  to  exhibit  particularly  favor- 
able stage  and  survival  characteristics. 
Breast  cancers  arising  in  patients  with  a 
history  of  precancerous  mastopathy  were 
found  to  have  more  favorable  stage  and  sur- 


vival characteristics  than  breast  cancers  pre- 
ceded by  normotypic  benign  lesions,  prior 
invasive  cancers,  or  unselected  breast  can- 
cers. The  findings  are  consistent  with  the 
existence  of  crossreacting  immunologic  re- 
sponses in  patients  with  in  situ  breast  can- 
cer. Negative  findings  in  this  natural  ex- 
periment would  raise  serious  questions  re- 
garding the  ultimate  development  of  effec- 
tive immunoprophylaxis  or  immunotherapy 
of  breast  cancer. 


Comparison  of  Liver  Scans  and  Liver  Snaps 

— R.  J.  Davies  et  al  (D.  N.  Croft,  St.  Thom- 
as’s Hosp,  London),  Lancet  1:927-929 
(April  29)  1972. 

Liver  images  obtained  with  the  rectilinear 
scanner  (“scans”)  have  been  compared  with 
those  produced  by  the  gamma  camera 
(“snaps”).  In  50  patients  snaps  and  scans 
done  concurrently  were  reported  independ- 
ently by  four  observers  on  three  separate  oc- 
casions without  recourse  to  clinical,  bio- 
chemical, or  pathological  information.  There 
was  no  appreciable  difference  in  the  repro- 
ducibility of  interpretation  by  the  two  meth- 
ods. Since  liver  snaps  are  more  quickly 
obtained  and  easier  to  do  on  ill  patients,  they 
are  the  method  of  choice  for  routine  clinical 
use. 


Antibiotic  Resistance  of  Coliform  Bacilli  in 
Urinary  Infection  Acquired  by  Women 
Outside  Hospital  — W.  A.  Gillespie  et  al 
(Univ  of  Bristol,  Dept  of  Bacteriology, 
Bristol,  England).  Lancet  2:675-  676 
(Sept  25)  1971. 

The  drug  resistance  of  coliform  bacilli  in 
urinary  infections  acquired  by  women  out- 
side hospital  increased  only  slightly  during  a 
12-year  period.  The  proportion  of  drug  re- 
sistance was  similar  in  the  predominant  coli- 
form flora  of  the  feces  of  healthy  adults  in 
the  population.  The  results  suggest  that  sul- 
fonamides will  probably  retain  their  value  for 
primary  treatment  of  acute  urinary  infection 
outside  hospital  for  some  years  to  come. 
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ORIGINAL  ARTICLES 


Treatment  of  Recurrent  Pulmonary 
Embolism  by  Intravenous  Interruption 
Of  the  Inferior  Vena  Cava* 


THE  incidence  of  pulmonary  em- 
bolism is  high  in  seriously  ill, 
debilitated  patients.1  Unfor- 
tunately, the  treatment  of  this  disorder 
is  often  difficult  and  fraught  with  complica- 
tions. The  purpose  of  this  paper  is  to  de- 
scribe the  relatively  simple  placement  of  a 
recently  developed  prosthesis  for  the  control 
of  embolization  in  a patient  with  recurrent 
pulmonary  emboli,  and  to  discuss  briefly 
some  of  the  practical  aspects  of  the  present 
controversy  surrounding  the  treatment  of 
recurrent  pulmonary  emboli. 

Case  Report 

A 55  year  old  male  was  admitted  to 
the  Creighton  Memorial  St.  Joseph  Hos- 
pital on  8-22-71  because  of  pleuritic,  left 
anterolateral  chest  pain  of  three  days 
duration.  He  had  no  previous  similar 
difficulty  and  the  remainder  of  the  his- 
tory was  unremarkable. 

On  admission,  he  was  a healthy  ap- 
pearing male  with  a blood  pressure  of 
120/84,  temperature  99.2.  A pleural 
friction  rub  was  easily  heard  over  the 
left,  anterolateral  lung  fields.  Physical 
examination  was  otherwise  unremark- 
able. The  chest  x-ray  revealed  a left 
pleural  effusion  and  an  infiltrative 
process  in  the  left  base.  A lung  scan 
revealed  markedly  decreased  perfusion 
of  the  left  base  and  pulmonary  angi- 
ography demonstrated  filling  defects  in 
the  pulmonary  arterial  vasculature  of 
the  left  lower  lobe  (Fig.  1). 

Anticoagulation  therapy  was  institut- 
ed, using  intravenous  heparin.  The  chest 
pain  diminished,  but  three  days  after 
admission,  he  suffered  a sudden  onset 
of  severe,  left  posterolateral  chest  pain. 
His  temperature  increased  to  100.2°. 
Chest  x-ray,  lung  scan,  and  pulmonary 
angiograms  were  repeated.  It  was  felt 
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that  they  demonstrated  evidence  of  fur- 
ther embolization  to  the  left  lower  lobe 
despite  adequate  intravenous  heparin 
therapy.  In  view  of  this,  an  inferior 
vena  cava  umbrella  filter*2* 3 was  in- 
serted transvenously  by  way  of  the  in- 
ternal jugular  vein  under  local  anes- 
thesia. Heparin  was  continued.  Oral 
anticoagulant  therapy  was  begun  short- 
ly before  dismissal. 

Thus  far,  he  is  doing  well  and  has  had 
no  evidence  of  recurrent  emboli. 

Discussion 

Once  a diagnosis  of  pulmonary  emboliza- 
tion is  made,  intravenous  heparin  for  a 
period  of  two  to  three  weeks  is  generally 
considered  to  be  the  initial  therapy  of  choice. 
If  there  is  no  recurrence,  anticoagulation,  us- 
ing a perorally  administered  warfarin  com- 
pound, is  subsequently  continued  for  approxi- 
mately six  months.  Hence,  treatment  of  an 
isolated  episode  of  pulmonary  embolization 
is  relatively  straightforward  and  simple, 
especially  if  there  is  a predisposing  factor 
such  as  recent  surgery,  trauma,  or  acute 
congestive  heart  failure.  Unfortunately,  a 
significant  number  of  patients  suffer  recur- 
rent embolization  in  spite  of  “adequate”  anti- 
coagulation. When  this  occurs,  therapy  be- 
comes more  difficult  and  is  associated  with 
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significant  complications.  Until  recently, 
interruption  of  the  inferior  vena  cava  has 
required  major  surgery  and  usually  the  use 
of  general  anesthesia,  an  approach  not  al- 
ways tolerated  by  the  severely  ill,  debilitat- 
ed, elderly  patient.  It  is  these  individuals 
who  have  necessitated  the  development  of 
a technique  which  obstructs  the  passage  of 
emboli  from  the  pelvis  or  lower  extremities 
to  the  lung,  which  is  simple  and  does  not  re- 
quire general  anesthesia.  The  transvenous 
insertion  of  an  inferior  vena  cava  umbrella 
filter  usually  avoids  both  major  surgery  and 
the  need  for  general  anesthesia.2’ 3 

Recently,  new  therapeutic  agents,  as  exem- 
plified by  the  plasminogen  activators  uro- 
kinase and  streptokinase,  have  appeared.4*5 
These  drugs  appear  to  accelerate  effectively 
the  resolution  of  pulmonary  thromboemboli. 
While  further  evaluation  of  these  drugs  is 
certainly  indicated,  the  necessity  of  surgical 
intervention  for  recurrent  pulmonary  embo- 
lization remains. 


While  femoral  vein  ligation  was  initially 
attempted,  it  quickly  became  apparent  that 
inferior  vena  cava  ligation  or  plication  was 
more  effective.6  This  approach  has  remained 
in  favor  in  those  cases  which  do  not  re- 
spond to  anticoagulation  or  in  those  indi- 
viduals in  whom  anticoagulation  is  contra- 
indicated. Disregarding  the  morbidity  and 
mortality  associated  with  general  anesthesia 
and  this  major  surgical  approach,  caval  liga- 
tion is  associated  with  a greater  than  50% 
incidence  of  venous  stasis  and  edema  of  the 
lower  extremities.  Further,  as  many  as 
20%  to  more  than  50%  of  patients  develop 
recurrent  emboli  by  collateral  vessels  around 
the  occluded  vena  cava.7*  8> 9 Whether  the  in- 
cidence of  these  problems  is  in  any  way 
altered  by  the  use  of  an  umbrella  prosthesis 
has  not  yet  been  demonstrated.  It  would  ap- 
pear reasonable,  however,  that  the  incidence 
of  these  complications  will  be  similar  to  that 
following  surgical  intervention.  Neverthe- 
less, early  reports  tend  to  indicate  that  the 


Figure  1.  Pulmonary  angiography  with  the  catheter  positioned  in  the  left  pulmonary  artery  reveals  an 
abrupt  “cut  off”  of  pulmonary  vessel  in  the  area  marked. 
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incidence  of  proximal  propagation  of  clots 
is  low,  as  are  other  early  complications  when 
using  umbrella  prostheses.  Those  complica- 
tions that  have  been  reported  stress  the 
need  for  excellent  fluoroscopic  visualization 
during  umbrella  placement,  as  well  as  definite 
information  as  to  the  site  of  insertion  of  the 
renal  veins  into  the  inferior  vena  cava.  If 
peripherally  injected  contrast  medium  does 
not  adequately  indicate  the  position  of  the 
renal  veins,  selective  catheterization  of  these 
vessels  may  be  necessary  so  as  to  be  certain 
the  umbrella  is  positioned  below  them.  In 
general,  the  umbrella  is  released  from  the 
inserting  capsule  at  the  level  between  the 
third  and  fourth  lumbar  vertebrae  (Fig.  2). 


It  is  helpful  if  prior  to  the  insertion  of  the 
vena  caval  umbrella,  the  level  of  placement 
is  isolated  fluoroscopically  and  marked  ex- 
ternally by  clipping  a hemostat  to  the 
sheets  covering  the  patient  (Fig.  3).  With 
this  exception,  the  details  of  umbrella  in- 
sertion have  been  completely  described  by 
others.2* 3 

When  adequate  image  intensification  and 
experienced  personnel  are  available,  the 
transvenous  insertion  of  an  inferior  vena 
caval  umbrella  for  the  interruption  of  recur- 
rent pulmonary  embolization  appears  to  be  a 
safe,  simple  procedure  in  the  critically  or 
chronically  ill  patient,  and  should  be  consid- 


Figure  2.  “Umbrella”  device  after  placement. 
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Figure  3.  A hemostat  positioned  externally  on  the  patient’s  abdomen  to  mark  the  third  lumbar  interspace 
as  an  aid  to  “umbrella”  positioning.  Note  the  “umbrella”  has  been  advanced  out  of  the  capsule  but  it  is  still 
attached. 


ered  even  though  studies  have  not  yet  dem- 
onstrated the  incidence  of  associated  long- 
term complications. 

Final  Summary 

A patient  is  presented  with  recurrent  pul- 
monary emboli  despite  adequate  heparin 
therapy,  in  whom  an  inferior  caval  pros- 
thesis was  placed  via  the  jugular  vein.  The 
intravenous  approach  to  caval  interruption 
is  discussed. 
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Drug  Abuse  — Practical  Approach 


AS  you  walk  down  hotel  and 
motel  corridors  you  frequently 
see  the  sign  “Please  do  not 
disturb.”  I think  this  sets  the  attitude  that 
a lot  of  physicians  have  towards  the  drug 
problem. 

The  problems  of  drug  abuse  in  the  United 
States  have  reached  proportions  that  have 
provoked  the  President  to  put  a tremendous 
amount  of  funds  in  programs  and  into  a 
campaign  of  rehabilitation,  research,  educa- 
tion, and  control  of  drug  traffic.  As  much 
as  national  action  can  be  immensely  help- 
ful in  combatting  the  forces  that  contribute 
to  drug  abuse,  this  action  should  not  absolve 
the  medical  profession  and  general  hospitals 
of  their  responsibility  to  the  communities. 

It  was  not  until  two  years  ago  that  the 
American  Hospital  Association  recommend- 
ed that  the  primary  avenue  for  treatment  of 
acute  phases  of  drug  addiction  should  be 
through  the  general  hospital.  That  recom- 
mendation was  based  on  the  recognition 
that  drug  addiction  is  an  illness  and  is  treat- 
able. 

Many  hospitals  and  physicians  have  not 
gotten  involved  and  instituted  programs  for 
the  rehabilitation  of  drug  abusers;  this  re- 
flects persistent  misconceptions  about  the 
nature  of  addiction.  These  prejudices  are 
compounded  by,  if  not  founded  directly  on, 
moral  considerations.  The  misconceptions 
are  many,  but  can  generally  be  reduced  to 
four:  (1)  The  addict  has  brought  his  prob- 
lem upon  himself,  and  therefore  should  not 
expect  the  hospital  to  extend  its  overbur- 
dened staff  and  facilities.  (2)  Addicts  are 
sociably  offensive  and  uncontrollable,  and 
treatment  will  therefore  require  special  fa- 
cilities. (3)  The  consequences  of  addic- 
tion preclude  employment,  and  therefore  in- 
creases the  risk  of  treatment  without  pay- 
ment. (4)  Treatment  programs  have  not 
been  confirmed  and,  therefore,  programs 
should  not  be  undertaken  at  this  time. 

Experiences  of  ongoing  programs  in  hos- 
pitals for  treating  addicts  have  established 
that  the  disease  is  treatable.  Success  in  most 
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of  these  rehabilitation  programs  derives 
from  the  establishment  of  realistic  goals  and 
I might  spend  just  a moment  here  talking 
about  these  realistic  goals. 

I’m  sure  your  communities,  as  ours,  have 
different  approaches  and  have  different 
goals  than,  for  example,  the  ghetto  areas 
of  a large  metropolitan  city.  In  fact,  it’s 
stated  that  in  a large  ghetto  area  if  a heroin 
addict  uses  heroin  less  often,  steals  less  and 
is  employable,  that  this  is  considered  a ther- 
apeutic success  and  a realistic  goal.  How- 
ever, our  community  certainly  would  not 
agree  with  this  goal,  as  we  feel  that  a real- 
istic goal  is  that  a successful  patient  is  one 
who  no  longer  uses  drugs  and  is  employed 
full  time. 

If  medicine  is  to  assume  its  proper  role 
as  provider  of  comprehensive  health  services 
for  its  community,  it  cannot  ignore  the 
growing  disease  of  drug  abuse.  Although 
the  medical  profession  is  not  expected  to 
provide  all  rehabilitation  services  required 
for  these  patients,  we  do  have  the  responsi- 
bility to  stimulate  and  develop  such  serv- 
ices or  resources  to  provide  them  if  they 
are  lacking  in  our  communities  as  well  as 
the  responsibility  to  correlate  and  maintain 
such  programs. 

As  far  as  practical  application  is  con- 
cerned, at  this  time  I would  like  to  go 
through  what  I feel  is  a successful  treat- 
ment program  for  communities  our  size 
and  share  with  you  how  these  patients 
would  be  handled  under  these  circumstances 
including  a patient  who  is  strung  out  with 
hallucinogenics,  a patient  who  is  speeding 
with  amphetamines,  a patient  who  is  taking 
downers  such  as  barbiturates,  and  also  the 
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heroin  patient  in  withdrawal  or  who  comes 
in  OD. 

Amphetamine  abuse  ranges  from  taking 
a few  pep  pills  to  the  actual  intravenous  in- 
jection of  large  amounts  up  to  the  point  of 
the  true  “speed  freak.”  The  casual  taker 
of  pep  pills  does  not  think  of  his  habit  as 
drug  abuse,  and  the  long-term  speed  abuser 
wants  the  reaction  he  gets  and  rarely  sees 
a physician  about  it,  so  the  patients  that 
you  are  most  likely  to  see  are  the  kids 
somewhere  between,  who  are  shooting  the 
amphetamine  for  the  first  time  or  finally 
find  the  reactions  a bit  too  much  to  handle. 

The  amphetamine  abuser  generally  pre- 
sents a picture  of  verbosity,  hypermotility, 
euphoria,  and  aggressive  behavior.  Para- 
noia is  much  more  common  among  heavy 
amphetamine  users  than  with  any  of  the 
other  drugs.  A doctor  who  deals  with  these 
patients  should  take  care  to  avoid  actions 
that  might  be  interpreted  as  antagonistic, 
and  should  be  able  to  recognize  and  deal 
with  any  suspicion  that  does  arise.  As  a 
physician,  you  may  become  upset  at  the  er- 
ratic behavior  of  a person  using  ampheta- 
mines or  an  LSD  abuser.  However,  stay 
cool,  there  is  a very  little  likelihood  of  vio- 
lence. 

The  heavy  amphetamine  user  will  usually 
have  elevated  blood  pressure,  tachycardia, 
increased  respiratory  rate,  and  fever  which 
are  common  especially  in  emergency  situa- 
tions. However,  if  a patient  has  been  using 
amphetamines  over  a long  duration  of  time, 
he  develops  a tolerance,  so  that  these  symp- 
toms may  not  always  be  present. 

Usually  talking  the  amphetamine  high 
down  is  all  that  is  necessary  in  his  treat- 
ment in  most  programs,  as  in  ours,  we  use 
previous  drug  users  as  an  essential  portion 
of  this  program  in  the  initial  stage.  With 
an  amphetamine  high,  medication  is  usually 
unnecessary,  however,  the  drug  choice  if  one 
must  be  used  is  Valium,  usually  10  mg  IM 
and  repeated  as  necessary. 

Recovery  after  an  amphetamine  binge  can, 
however  can  be  misleading.  The  patient’s  ap- 
parent improvement  may  be  a mask  for  un- 
derlying depression  and  suicidal  tendencies. 
I think  it  is  very  important  to  determine  the 


length  of  time  that  the  patient  has  been 
speeding.  If  it  has  been  over  any  duration  of 
time,  the  patient  should  be  looked  after  in  a 
crash  house  type  of  atmosphere  or  be  hos- 
pitalized. However,  the  paranoia  that  goes 
along  with  long-term  amphetamine  use  is 
very  strong,  and  sometimes  hospitalization 
causes  the  paranoia  and  reaction  to  be  more 
severe. 

The  recovery  time  varies  from  one  indi- 
vidual to  another.  You  can  occasionally  see 
someone  freak  out  on  speed  and  stay  out 
as  long  as  three  or  four  months.  I feel 
definitely  that  these  patients  generally  are 
borderline  schizophrenics  to  begin  with,  and 
all  the  amphetamines  do  is  to  precipitate 
actual  psychosis.  At  the  other  end  are  kids 
who  get  high  on  a single  dose  or  an  occa- 
sional dose  and  stay  up  as  long  as  12  to  24 
hours  before  crashing  down  into  a depres- 
sion. Valium  at  this  point  does  help  and 
hurry  the  recovery  along. 

The  chronic  abusers  will  not  appear  as 
freaked  out  in  some  ways  as  the  casual 
overdose  victim  but  they  are  hyperactive, 
suspicious  and  these  patients  usually  need 
in  the  neighborhood  of  two  weeks  hospital- 
ization to  allow  them  to  come  down  to  nor- 
mal to  prevent  any  of  the  self-destructive 
effects  of  the  depression  which  normally 
underlies  the  whole  association  with  am- 
phetamine abuse  which  commonly  emerges 
after  withdrawal. 

Hallucinogens  are  usually  taken  in  a so- 
cial setting.  Most  often  if  one  of  the  group 
has  a bad  trip,  his  friends  can  control  him 
and  talk  him  down.  Usually  they  will  bring 
the  patient  to  an  emergency  room  or  rap 
house  if  they  don’t  think  they  can  handle 
it  themselves. 

There  are  many  similarities  between  the 
LSD  bad  trip  and  the  amphetamine  over- 
dose, but  there  is  one  major  difference. 
Speed  overdose  is  usually,  as  explained,  char- 
acterized by  paranoid  behavior,  while  the 
LSD  bad  trip  may  produce  hallucinations 
that  may  be  frightening  to  the  patient.  Un- 
like the  patient  with  DTs  from  alcohol,  how- 
ever, the  patient  on  LSD  knows  that  what 
he  sees  or  feels  is  a drug  effect.  He  has 
just  forgotten  for  the  moment,  and  you  can 
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help  him  by  reminding  and  reassuring  him. 
This  may  fluctuate  back  and  forth  in  a mat- 
ter of  minutes.  Sometimes  the  friends  who 
bring  any  bad  trip  victim  have  had  enough 
experience,  so  that  this  sort  of  thing  can 
make  them  valuable  allies  in  the  early  stages 
of  talking  the  patient  down.  This  would  be 
extremely  helpful  in  any  program  which 
did  not  have  a number  of  previous  drug 
users  available  for  this  type  of  process.  On 
the  other  hand,  one  must  be  very  careful  too 
that  these  individuals  are  not  too  emotionally 
involved  with  the  victim  to  be  of  help. 

There  are  no  hard  and  fast  rules  for  talk- 
ing a patient  down,  but  several  points  should 
be  kept  in  mind:  (1)  It  works  best  in  a 
warm  friendly  atmosphere,  and  this  is  the 
reason  that  in  rap  houses,  the  atmosphere 
is  nearer  to  their  normal  habitat  compared 
to  a hospital  emergency  room.  (2)  Physical 
contact  is  important  also.  This,  of  course, 
must  be  in  the  form  of  a nonseductive  physi- 
cal contact,  and  is  an  important  part  of  re- 
lating to  the  patient  along  with  a quiet 
manner  of  talking  and  listening.  As  long  as 
the  drug  is  active,  the  patient  will  go 
through  cycles  of  alternating  mental  clarity 
and  hallucinations.  During  all  this,  it  is 
the  physician’s  job  to  be  quiet,  to  relax, 
and  to  be  sympathetic.  More  than  anything 
else,  the  patient  needs  rest,  reassurance,  and 
support.  This  is  not  the  time  for  serious 
counseling  until  the  trip  is  over  and  the 
patient  is  back  in  the  real  world  and  capable 
of  discussing  the  real  problems  behind  his 
drug  abuse. 

The  most  commonly  used  hallucinogen  is 
LSD.  At  the  present  time,  it  is  most  diffi- 
cult to  get  this  in  the  pure  form  so  you  are 
frequently  dealing  with  a good  number 
of  contaminates  such  as  atropine,  strych- 
nine, and  other  chemicals  that  are  used  to 
lace  down  the  straight  product.  However 
as  in  the  emergency  situation,  all  the  hallu- 
cinogenics  fall  into  the  same  pattern.  Again, 
the  drug  of  choice  is  Valium.  It’s  actually 
a highly  satisfactory  antidote  for  an  LSD 
bad  trip  and  if,  again,  personnel  are  not 
available  to  help  talk  the  patient  down,  you 
may  well  prefer  this  treatment  for  the  first 
few  hours  by  itself  if  you  cannot  spare 
the  time.  You  can  give  this  in  the  form 


intramuscularly  or  slow  IV  injection  over 
a period  of  approximately  two  minutes.  If 
you  have  someone  usually  stay  with  the 
patient  for  a period  of  15  to  30  minutes, 
usually  they  will  have  their  head  straight 
enough  at  this  time  that  they  can  be  sent 
home  with  a responsible  friend  or  relative, 
as  long  as  it’s  someone  who  will  take  a non- 
punitive  attitude  toward  the  patient  and  his 
problem. 

However,  I think  at  least  as  a physician, 
if  you  have  been  directly  involved  in  talk- 
ing a patient  down,  you  can  gain  a great 
deal  of  insight  into  how  LSD  affects  people 
and  also  be  in  a better  position  at  the  end 
to  enter  into  a discussion  that  faces  the  prob- 
lems of  why  he  takes  the  drugs.  If  you’re 
not  involved  as  a physician  in  the  counsel- 
ing, certainly  these  points  can  be  given  to 
the  counselor  or  I would  suggest  that  the 
counselors  be  involved  in  the  talking  down 
of  these  patients  so  that  they  also  will  obtain 
this  direct  insight. 

There  is  one  circumstance  in  hallucino- 
genic bad  trips  that  should  be  emphasized 
and  this  is  that  Valium  should  always  be 
used  in  a highly  agitated  and  suicidal  pa- 
tient and  also  that  this  patient  be  hos- 
pitalized immediately. 

Now  unlike  abusers  of  amphetamines  and 
LSD,  the  typical  victim  of  heroin  or  bar- 
biturate overdose  usually  comes  in  the 
emergency  room  much  looking  like  any  other 
emergency  patient.  He  may  be  semiconscious 
or  comatose,  and  treatment  here  is  far  closer 
to  traditional  medical  practice.  Since  both 
opiates  and  sedatives  depress  the  respiratory 
centers  in  the  brain,  death,  as  most  of  you 
know,  comes  from  respiratory  failure  so  the 
main  point  immediately  is  to  keep  the  patient 
breathing  while  counteracting  the  effect 
from  the  drug  as  in  heroin  overdose  or  until 
the  drug  wears  off  in  barbiturate  overdose. 

This  would  be  a good  place  to  talk  about 
a regime  to  be  followed  in  the  case  of  the 
emergency  room  when  the  patient  enters 
in  the  comatose  situation.  In  our  situation 
we  diaw  blood  for  drug  screening,  a blood 
count,  urinalysis,  liver  function  test,  BUN, 
electrolytes,  and  blood  sugars  immediately. 
Usually  an  IV  of  Ringer’s  lactate  solution 
is  started  immediately,  and  the  patient’s 
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vital  signs  and  temperature  are  obtained. 
As  most  of  you  know  in  heroin  overdosage, 
the  pupils  show  a typical  pinpoint  constric- 
tion. When  you  see  a patient  with  heroin 
overdose,  he  may  be  brought  in  collapsed, 
he  may  be  half  walking  or  half  carried  by 
friends  or,  and  I caution  you  about  this  fact, 
he  may  not  be  a victim  at  all.  Watch  for 
the  individual  who  may  be  an  addict  and 
merely  thinks  that  he  can  con  you  into  giv- 
ing him  narcotic  drugs.  Usually,  diagnos- 
ing heroin  overdose  is  quite  simple  and  quick. 
We’re  fortunate  in  the  fact  that  there  are 
specific  medications  for  this  because  ODing 
on  heroin  can  kill  within  a few  minutes.  If 
the  patient  has  pinpoint  pupils  plus  a good 
set  of  needle  tracks  in  the  antecubital  fos- 
sae, these  are  almost  specific  sufficient  evi- 
dence that  you  can  move  fast  with  a heroin 
antagonist  in  respiratory  insistence. 

The  response  to  a drug  like  Nalline  is  ex- 
tremely rapid;  in  10  to  30  seconds  after  an 
IV  injection  of  5 to  10  mg,  the  patient  will 
come  out  of  a coma,  sit  up  wide  awake  and 
usually  start  cursing  you  for  ending  his  so- 
called  pleasant  high.  Usually,  however,  the 
hyperactivity  and  angry  attitude  only  last 
for  3 to  6 minutes  and  calm  down  quickly, 
especially  if  you  explain  to  the  patient  that 
he  was  almost  dead  and  the  medication  you 
gave  saved  his  life.  Most  heroin  addicts 
are  very  much  aware  of  this  possibility  and 
certainly  give  you  the  benefit  of  the  doubt. 
However,  occasionally  a patient  will  remain 
violent  and  hysterical  for  longer  periods  of 
time  and  would  require  hospitalization. 
However,  the  most  dangerous  portion  of  this 
treatment  is  that  you  cannot  be  sure  that 
you  are  treating  an  overdose  of  just  one 
drug.  A large  heroin  overdose  for  example, 
will  usually  over-ride  visible  signs  of  bar- 
biturate use.  Consequently,  Nalline  can  be 
extremely  deadly  since  narcotic  antagonists 
like  Nalline  will  augment  a barbiturate  in- 
duced respiratory  depression.  However, 
there  is  a solution  at  hand;  a new  and  safer 
narcotic  antagonist  called  Nalloxone  or  Nar- 
con  put  out  by  Endo  Laboratories.  Narcon 
will  effectively  reverse  the  overdose  with- 
out exacerbating  the  respiratory  depression 
and  I’m  sure  this  will  be  completely  replac- 
ing the  other  antagonists  in  the  treatment 
of  heroin  victims. 


Now  the  person  with  barbiturate  intoxi- 
cation is  confused.  He  staggers,  he  drowses 
and  acts  more  like  an  intoxication  from  alco- 
hol. His  speech  is  slurred,  his  content  is 
slurred  by  a foggy  memory  and  he  may  be 
irritable.  There  is  no  quick  way  to  counter- 
act the  effect  of  the  barbiturate  overdose 
and  if  there  were,  of  course,  it  would  not  be 
safe  in  the  chronic  abuser  who  tends  to  go 
into  convulsions  when  withdrawal  is  rapid. 
Respiratory  assistance  will  be  prolonged  in 
many  cases. 

If  in  the  course  of  therapy  the  patient  de- 
velops anxiety,  nausea,  and  tremor,  then 
Amytal  should  be  given  for  prevention  or 
control.  Other  anti-convulsants  such  as 
Dilantin  are  ineffective  for  this  purpose. 

Now  we  have  talked  briefly  about  the 
treatment  of  the  specific  problems.  I feel 
that  treatment  from  this  point  on  depends 
upon  the  resources  in  the  community.  If 
the  treatment  is  either  hospital  or  on  an 
outpatient  basis,  we  feel  that  personal  indi- 
vidual counseling  at  a minimum  of  3 hours 
a week  is  necessary.  As  this  counseling 
progresses,  and  when  the  counselor  feels 
that  the  patient  is  ready  to  go  into  group 
therapy,  he  is  then  placed  in  a group  of 
8 to  10  people.  From  this  he  progresses  into 
actual  encounter  sessions.  During  this  pe- 
riod of  time,  the  patient  is  found  housing 
and  employment  which  we  feel  is  most  im- 
portant in  his  rehabilitation. 

If  you  can  keep  track  of  your  heroin  ad- 
dicts, I feel  it  is  unnecessary  to  have  a 
methadone  treatment  or  a methadone  main- 
tenance program.  The  actual  physical 
heroin  withdrawal  symptoms  are  short- 
lived and  can  be  controlled  with  Valium  as 
easily  as  they  can  with  methadone.  In  a 
large  metropolitan  area  where  the  addicts 
cannot  be  kept  track  of,  then  certainly 
methadone  has  an  important  place  in  the 
treatment. 

One  last  comment,  I feel  strongly  that  if 
we  as  physicians  do  not  contribute  our  help, 
somebody  else  will  offer  theirs.  Then  you 
must  take  the  chance  that  they  may  be  far 
less  able  and  their  motivations  less  honor- 
able. 
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Neurologic  Manifestations  of 
Periarteritis  Nodosa  (1972) 


THERE  are  several  synonymous 
terms  for  periarteritis  nodosa 
(PN)  including  polyarteritis, 
panarteritis,  and  pol/yangiitis  usually  fol- 
lowed by  nodosa.  Sometimes  these  terms 
are  used  descriptively  and  loosely  to  desig- 
nate unique  and  unclassifiable  forms  of  ar- 
teritis, incomplete  or  abortive  types  or  vari- 
ants that  have  many  characteristics  of 
other  collagen  diseases  as  well  as  of  PN  (as 
rheumatic  fever,  rheumatoid  arthritis,  Weg- 
ener’s granulomatosis,  allergic  vasculitis, 
polymositis,  thrombotic  thrombocytopenic 
purpura,  and  giant  cell  arteritis).  Today, 
the  diagnosis  of  PN  requires  clinical  and 
especially  pathologic  qualification. 

Clinical  PN  is  caused  by  a disseminated 
arteritis  of  small  and  medium  sized  ar- 
teries. It  may  appear  acutely  or  insidiously, 
and  usually  progresses  in  a subacute  or 
chronic  course,  remissions  and  relapses  be- 
ing common  until  the  disease  is  well  under- 
way. Multiple  system  involvement  is  soon 
apparent  with  renal,  intestinal,  pulmonary 
and  nervous  system  manifestations;  muscu- 
lar and  joint  aching,  elevated  sedimentation 
rate  and  leucocytosis.  The  main  and  com- 
plete clinical  features  include: 

Males  predominate,  although  the  previ- 
ous 4:1  ratio  appears  to  have  dropped 
to  2:1  or  less. 

Onset  at  any  age,  including  infants,  more 
over  age  20,  most  in  30  to  60  year 
group. 

Headache,  malaise,  weakness. 

Pyrexia,  commonly  lowgrade  (75%). 

Abdominal  pain.  15%  present  with  this. 
50%  develop  this.  Acute  and  chronic 
syndromes  due  to  mesenteric  and  vis- 
ceral hemorrhages  or  thrombosis : 
renal,  perirenal,  liver,  intestine,  retro- 
peritoneal. 

Glomerulonephritis,  renal  insufficiency, 
oliguria. 
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Hypertension  found  in  65%  to  70%  of 
patients.  Acute  hypertensive  crisis 
not  unusual. 

Myocardial  thrombosis,  cardiac  failure, 
pericarditis. 

Pleurisy,  pneumonitis;  x-ray  evidence 
of  pulmonary  infiltration,  fibrosis  (re- 
cent), pleural  reaction.  Asthma  is  a 
remarkable  accompaniment,  often 
preceding  PN  by  months  or  years. 
Appears  recorded  less  frequently 
now,  dropping  from  25%  to  15%  of 
patients. 

Neuropathy,  commonly  multiple  mono- 
neuropathy. 

Arthralgia,  arthritis  (55  to  60%). 

Myositis;  aching,  tenderness,  atrophy 
(30%). 

Skin  lesions  (30  to  50%). 

Eye  involvement;  retinopathy,  scleritis, 
keratitis,  diplopia. 

Cerebral  and  cranial  nerve  involve- 
ment. 

Occasionally  other  features  are  outstand- 
ing as  befits  the  disseminated  arteritis: 
“hepatitis,”  Raynaud’s  syndrome,  digital 
gangrene,  biliary  tract  syndromes,  appendi- 
citis, pancreatitis,  polyradiculitis  (mimick- 
ing Guillain-Barre  syndrome),  spinal  cord 
infarction,  steatorrhea.  Rarely,  PN  appears 
after  certain  medications  (as  diphenylhy- 
dantoin,  sulfa,  iodides,  antibiotics,  guanethi- 
dine,  estrogens)  are  given  for  other  dis- 
eases, and  the  assumption  follows  that  this 
is  a toxic  or  immunologic  response.  Con- 
firmatory reports  are  lacking  (Dewar,  Haas, 
Keylaun). 
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PN  has  been  fatal  commonly  a few  months 
to  several  years  after  onset.  Patients  suc- 
cumb to  renal  failure,  congestive  heart  fail- 
ure, coronary  occlusion,  hemorrhage,  peri- 
tonitis, multiple  intracerebral  infarctions  or 
hemorrhage,  or  intercurrent  pneumonia. 

Skin  manifestations  appear  in  30  to  50 
percent  of  patients ; particularly  subcu- 
taneous nodules  (some  aneurysmal),  necrotic 
ulcerative  nodules,  livido  reticularis  or  race- 
mosa  (cutaneous  vasculitis),  subcutaneous 
hemorrhage,  purpura,  petechiae,  ecchymoses, 
rash,  Raynaud’s  phenomena,  superficial 
gangrene ; less  often,  urticaria,  vesicobul- 
lous  lesions,  macules,  papules.  Some  of  these 
lesions  provide  valuable  biopsy  specimens. 
In  occasional  patients  skin  lesions  predom- 
inate and  other  clinical  or  pathologic  clues 
of  disseminated  PN  cannot  be  found.  These 
may  represent  limited,  latent,  benign  or 
abortive  forms  of  PN  or  comprise  a special 
group  of  cutaneous  vasculitis.  (Alarcon- 
Segovia,  Anderson,  R.,  Barlow,  Barzilai, 
Belisario,  Borrie,  Boitnott,  Bruno,  Cheru- 
bin,  Church,  Dollery,  Donahue,  Fisher, 
Ford,  R.G.,  Frohnert,  Gillot,  Keech,  Kay- 
laun,  Kierland,  Lippmann,  Mandelbaum, 
Munro,  Starobinski-Sirman,  Thiers,  Varay, 
Wroblowa.) 

Ocular  involvement  develops  in  at  least 
thirty  to  forty  percent  of  patients:  retino- 
pathy is  most  frequent  (non-specific  exu- 
dates and  small  hemorrhages,  often  related 
to  hypertension  or  renal  failure),  papil- 
ledema (10%),  papillitis,  subsequent  optic 
atrophy,  ophthalmic  or  retinal  artery  oc- 
clusion, retinal  detachment,  choroiditis, 
iritis,  scleritis,  corneal  ulcer,  pseudotumor 
of  orbit  (granuloma)  with  exophthalmos, 
dacryoadenopathy.  Neuro  - ophthalmologic 
involvement  is  not  common  and  appears 
late:  ophthalmoplegia,  visual  tract  deficit. 
Cogan’s  syndrome  (keratitis)  will  be  dis- 
cussed below.  (Astrom,  Boyd,  Deutsch, 
Ford,  R.G.,  Gambill,  Hollenhorst,  Kimbrell, 
Maclure,  Moore,  Nanjiani,  Oliver,  Rosen, 
Sheeam,  Van  Wien.) 

Neurologic  Manifestations  of  PN 

At  least  70  to  80  percent  of  patients  will 
reveal  neurologic  symptoms  sometime  dur- 
ing their  illness.  Peripheral  neuropathy  is 
the  most  common  neurologic  feature  of  PN, 


often  appearing  early  in  the  course  although 
usually  in  a setting  of  general  or  other- 
system  symptoms.  It  seldom  appears  alone 
although  it  may  be  among  early  and  out- 
standing presentations.  Sixty  to  70  percent 
of  patients  will  develop  neuropathy,  and  in 
approximately  one  half  of  these,  cerebral 
symptoms  add  to  the  complexity  of  the  neu- 
rologic picture  in  the  latter  part  of  the  dis- 
ease. Of  patients  with  neuropathy,  55  to 
60  percent  reveal  isolated  peripheral  nerve 
involvement,  single  or  multiple  (mono- 
neuropathy or  multiple  mononeuropathy). 
Single  nerve  involvement  is  commonly 
joined  by  others  so  multiple  forms  are  fre- 
quent. If  neuropathy  progresses  and 
coalesces  (and  it  may  do  so  rapidly),  dif- 
fuse polyneuritic  and  even  ‘ ‘ascending”  syn- 
dromes appear. 

Of  patients  with  neuropathy,  also  15  to 
20  percent  present  with  a polyneuropathy , 
a symmetrical  deficit  of  all  distal  nerves 
to  lower  limbs  or  to  all  four  extremities. 
Twenty  to  25  percent  of  patients  demon- 
strate clinically  a mixture  of  mononeuro- 
pathy and  polyneuropathy.  A small  but  reg- 
ular incidence  of  flaccid  quadriplegia,  “as- 
cending” and  polyradicular  (Guillain-Barre- 
like)  clinical  forms  are  recorded. 

Neuropathy  of  PN  manifests  with  pares- 
thesias, is  often  painful  (although  accom- 
panying myositis  may  also  be  culpable)  but 
shortly  produces  muscular  weakness  that  is 
frequently  more  outstanding  than  sensory 
loss.  Muscular  atrophy  and  contractures 
develop  rapidly  in  some  patients.  In  most 
patients,  the  neuropathy  remains,  remis- 
sions without  treatment  being  uncommon. 
Nerve  biopsies  of  small  sensory  nerves  (dis- 
tal musculocutaneous  nerve  in  leg,  inter- 
digital nerve  in  foot)  are  sometimes  of  diag- 
nostic value). 

Peripheral  neuropathy  is  more  frequently 
an  accompaniment  of  PN  than  any  other 
collagen  disease.  After  it,  SLE,  rheuma- 
toid arthritis  and  Wegener’s  granulomatosis 
are  likely  to  disclose  neuropathy. 

(Alarcon-Segovia,  Awad,  Balcells,  Bares, 
Bartholomew,  Bartko,  Boudin,  Bron,  Brown, 
H.W.  Jr.,  Calmettes,  Canivet,  Castleman, 
Colton,  Dewar,  Dollery,  Erbsloeh,  Frohnert, 
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Ford,  R.G.,  Ghita,  Harris,  A.,  Harris,  R., 
Kazmeir,  Keech,  Kelley,  Lang,  Lippmann, 
Liss,  Lovelace,  McCombs,  Moeschlin,  Munro, 
Pereira,  Schroeter,  Stehbens,  Theilen,  War- 
embourg,  Weinberg,  Wohl,  Wroblowa.) 

Cerebral  manifestations  of  PN  appear  in 
40  to  50  percent  of  patients  eventually. 
These  usually  occur  in  the  latter  part  of  the 
illness  and  in  themselves,  lack  a character- 
istic clinical  picture.  They  occur  amid  the 
prior  and  present  expressions  of  PN,  rarely 
presenting  alone.  Thirty  to  35  percent  of 
patients  with  PN  eventually  disclose  cere- 
bral involvement  atop  preceding  neuropathy. 
Ten  to  15  percent  of  patients  with  PN  dis- 
close cerebral  effects  without  neuropathy. 

Underlying  neuropathology  consists  of  the 
same  disseminated,  focal  inflammatory  ar- 
teritis of  small  and  middle  sized  arteries 
which  affects  many  systems.  The  result  is 
focal  thromboses  and  hemorrhages,  mostly 
small,  occasionally  large,  from  which  de- 
velops then  the  clinical  picture  of  focal, 
multifocal,  or  disseminated  (“encephalitic”), 
infarctions  and  hemorrhages  in  cerebrum, 
brainstem,  cerebellum,  or  meninges.  Rarely, 
subdural  hematoma  is  recorded  (Shibata). 
Chiasmal  arachnoiditis  may  occur  (Oliver). 
Clinical  expression  then  is  variable,  most 
common  of  which  are  headaches  and  mental 
changes  (not  related  to  uremia).  Convul- 
sions occur  in  10  to  20  percent  of  patients 
with  PN  (30%  of  children),  sometimes  re- 
lated to  acute  hypertensive  crisis  or  uremia, 
sometimes  not.  Visual  disturbances,  ver- 
tigo, dizziness,  focal  cerebral  deficits  and 
coma  are  not  unusual.  Brainstem  and  cere- 
bellar deficits  are  less  common  and  even  a 
rare  patient  with  chorea  is  described  (Ford, 
R.G.). 

Uremia  and  acute  hypertensive  crisis  add 
their  toll  to  the  above.  If  hypertension  de- 
velops, and  treatment  of  PN  and  hyperten- 
sion are  ineffective,  hypertension  progresses 
relentlessly;  and  if  the  patient  survives  long 
enough,  acute  (malignant)  hypertensive 
crisis  is  common.  There  appears,  interest- 
ingly, no  difference  in  duration  of  life  in 
patients  with  and  without  cerebral  involve- 
ment (unless  uremia  or  hypertensive  crisis 
cannot  be  reversed).  Arteriograms  of  cere- 
bral arteries  in  PN  often  reveal  nothing  di- 


agnostic although  occasionally  smaller  ar- 
teries present  irregular  lumina,  dilatations 
and  even  aneurysms  (Roos). 

Cranial  nerves  are  affected  in  15  to  20 
percent  of  patients,  most  commonly  II 
through  VIII. 

(Alarcon-Segovia,  Bartko,  Barzel,  Bron, 
Castaigne,  Church,  Dewar,  Eadie,  Efsen, 
Ford,  R.G.,  Frohnert,  Gherardi,  Harris,  A., 
Keylaun,  LaPresele,  Leff,  Levine,  Macchi, 
Maclure,  Moon,  Munro,  Norton,  Oliver, 
Pereira,  Raffi,  Ritchie,  Roos,  Rudusky, 
Schiess,  Schroeter,  Sedgewick,  Shibata,  Steh- 
bens, Varriale,  Victor,  Warembourg). 

Spinal  cord  involvement  in  PN  is  rare 
clinically  but  reported  in  at  least  two  per- 
cent of  pathologic  examinations.  Like  other 
neurologic  symptoms  of  PN,  this  does  not 
present  initially  but  appears  in  the  cluster 
of  other  PN  symptoms  and  may  be  obscured 
by  the  common  neuropathies,  by  myositis, 
by  cerebral  lesions  or  by  the  infrequent  poly- 
radiculitis. The  few  reports  of  clinical  spinal 
cord  involvement  that  appear  convincing  or 
are  confirmed  by  neuropathologic  study 
demonstrate  infarctive,  hemorrhagic,  tran- 
secting (“transverse  myelitis”)  syndromes 
(Bares,  Castaigne,  Garland,  Ghita,  Haft, 
Hayashi,  Jellinger,  Malamud,  Riser,  Scott, 
Sheeham,  Thenabadu,  Warembourg,  Wech- 
sler). 

PN  in  Infants  and  Children 

PN  may  appear  at  any  age,  uncommonly 
including  the  newborn,  infants  and  chil- 
dren. In  general,  this  clinical  picture  of 
PN  is  not  much  different  from  that  of  adults 
although  under  one  year  of  age,  neurologic 
manifestations  appear  uncommon  (except- 
ing as  terminal  phenomena)  and  cardiac  in- 
volvement outstanding.  Fever,  anemia,  leu- 
cocytosis,  gastroenteritis,  rash,  conjunctiv- 
itis and  abnormal  urinary  sediment  are 
likewise  often  described  among  infants  with 
PN  (Benyo,  Block,  Canet,  Chamberlain, 
DeMatteis,  Gillot,  Iizuka,  Leff,  Melam,  Raffi, 
Roberts,  Sacrez,  Schultz,  Shanklin,  Sorel). 

Cogan’s  Syndrome 

As  was  noted  with  cutaneous  manifesta- 
tions of  PN,  there  may  be  limited,  latent, 
benign  or  abortive  forms  of  arteritis  or  there 
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may  be  special,  localized  forms  of  arteritis. 
Some  of  these  appear  related  to  or  associat- 
ed with  PN.  Cogan’s  syndrome  consists  of 
non-syphilitic  interstitial  keratitis,  mixed 
conduction  and  nerve  deafness  and  labyrin- 
thine deficits.  Approximately  50%  of  pa- 
tients have  an  associated  systemic  disease, 
most  common  of  which  is  PN.  Yet  most  pa- 
tients are  young  adults  under  thirty  years, 
female  incidence  at  least  equals  male  and 
neurologic  involvement  beyond  VIII  cranial 
nerve  is  rare.  Cogan’s  syndrome  usually 
runs  a chronic  course  with  unpredictable  re- 
currences. A number  of  patients  proceed 
to  generalized  PN,  the  remainder  appear 
to  recover  eventually  with  residual  especial- 
ly of  deafness.  Like  PN,  Cogan’s  syndrome 
responds  to  vigorous  corticosteroid  treat- 
ment. Oral  glycerin  recently  has  been  rec- 
ommended. (Beckman,  Bernhard,  Boyd, 
Cody,  Cogan,  Crawford,  Eisenstein,  Gilbert, 
Isom,  Leff,  Norton,  Oliner,  Peitersen,  Quinn, 
Roberts,  J.,  Serrins,  Smith,  J.L.). 

Pathology  of  PN 

In  simplest  terms,  PN  is  characterized  by 
focal,  disseminated,  inflammatory  lesions  of 
small  and  medium  sized  arteries.  Lesions 
are  segmental,  “nodal”  and  result  in  scar- 
ring, occlusion,  small  aneurysms  or  hemor- 
rhage. Many  tissues  are  affected  but  most 
lesions  are  found  in  kidney,  heart,  liver, 
gastrointestinal  tract,  spleen,  and  skeletal 
muscles.  (Alarcon-Segovia,  Benitez,  Bron, 
Dollery,  Donahoe,  Dudley,  Erbsloeh,  Ford, 
R.G.,  Gambill,  Karetzky,  Kazmeir,  Kelly,  J. 
J.,  Keylaun,  Liss,  Moskowitz,  Page,  Shank- 
lin,  Stehbens,  Victor). 

Biopsy  specimens  are  of  diagnostic  value 
if  an  involved  site  is  adequately  procured 
and  studied.  No  site  offers  a high  percent 
of  diagnostic  possibilities  but  skin,  liver, 
renal,  testis  and  small  nerves  are  commonly 
used.  Rectal  biopsy  has  recently  been  ac- 
claimed as  useful.  (Anderson,  R.,  Bar- 
tholomew, Bron,  Bruno,  Gillot,  Herschman, 
Kelley,  Lovelace,  Moeschlin,  Rosenmann, 
Rupe). 

Overlap  With  Other  Collagen 
Diseases 

Overlap  or  difficulty  in  differentiation 
occasionally  occurs  with  rheumatoid  ar- 


thritis, SLE;,  Wegener’s  granulomatosis,  Ta- 
kayasu’s  aortitis,  thrombotic  thrombocyto- 
penic purpura,  allergic  vasculitis,  polymyo- 
sitis and  giant  cell  arteritis  (Astrom,  Beni- 
tez, Bleehen,  Cogan  1963,  Dudley,  Love- 
lace, Paronetto,  Peterson,  C.  Jr.). 

Laboratory  Tests 

Clinical  laboratory  information  will  depend 
on  tissues  and  systems  affected.  Significant 
urinary  sediment  is  found  in  eighty  to  nine- 
ty percent  of  patients.  Elevated  sedimenta- 
tion rate  appears  in  fifty  to  ninety  percent, 
elevated  blood  urea  nitrogen  (often  progres- 
sively so)  in  approximately  fifty  percent. 
Leucocytosis  is  common.  Some  patients 
show  elevated  serum  globulins,  macroglobu- 
linemia,  cryoglobulinemia,  eosinophilia.  A 
recent  study  cites  a cytotoxic  IgG  serum  fac- 
tor. Evidence  of  gastrointestinal  bleeding 
may  be  present.  Spinal  fluid  examination 
and  EEG  tracings  will  depend  on  underlying 
occurrences.  (Batholomew,  Barzilai,  Bron, 
Brown,  H.W.  Jr.,  Bruno,  Colton,  Dines,  Dol- 
lery, Dudley,  Ford,  R.G.,  Frohnert,  Kimbrell, 
Schroeter,  Starobinski-Sirman,  Thiel en,  Va- 
ray,  Wroblowa,  Yust). 

Arteriography 

As  arteriography  from  the  aorta  has  be- 
come a routine  procedure,  its  value  in  dem- 
onstrating diagnostic  lesions  of  PN  has  be- 
come known.  These  consist  of  multiple 
small  aneurysms,  fusiform  dilatations,  con- 
strictions, infarcted  areas,  occasionally  A-V 
fistulas  or  hematomas.  These  are  often 
intravisceral  and  demonstrable  in  kidney, 
mesentery,  liver,  occasionally  widespread 
among  other  intraabdominal  and  retroperi- 
toneal arteries.  Less  commonly  cerebral  ar- 
teriography shows  similar  defects  in  small 
and  medium  sized  intracranial  arteries. 
(Anderson,  R.,  Bron,  Capps,  Chudacek,  Cze- 
kala,  Dornfeld,  Efsen,  Essinger,  Evens, 
Fleming,  Herschman,  Kohn,  Lang,  Peter- 
son, C.  Jr.,  Roos). 

Treatment 

Generous  if  not  large  doses  of  corticoster- 
oids are  employed  with  moderate  benefit. 
Without  this,  five  year  survival  is  13  per- 
cent; with  it,  48  percent.  The  incidence  of 
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hypertension  is  seven  times  greater  with- 
out corticosteroid  therapy.  Anticoagulants 
and  immunosuppressive  treatment  are  also 
being  tried.  Otherwise  treatment  is  directed 
toward  management  of  abdominal  crises, 
hypertension,  cardiac  problems  and  paralyses 


(Dines,  Dollery,  Frohnert,  Ghita,  Kimbrell, 
Levin,  Melam,  Moeschlin,  Rupe). 

References  available  from  author. 
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Comments  on  the  Adverse  Effect  of 
Concurrent  Pyridoxine  Administration  on 
The  Efficacy  of  L-Dopa  in  Treating 

Parkinsonism 


THE  contemporary  treatment  of 
Parkinson’s  disease  with  L- 
dopa  (L  - dihydroxyphenylala- 
nine)  is  the  result  of  extensive  research  be- 
gun in  the  late  1950s,  which  demonstrated 
a deficiency  of  dopamine  (dihydroxyphenyl- 
ethylamine)  in  the  basal  ganglia  of  patients 
with  this  disease.  As  a result  of  this  re- 
search, dopamine  has  been  implicated  as  an 
important  neurotransmitter  (in  addition  to 
its  role  as  precursor  of  norepinephrine  and 
epinephrine).  Moreover,  Parkinson’s  disease 
has  been  linked  to  a severe  and  progressive 
decrease  in  the  amount  of  dopamine  in  a 
nerve  tract  which  has  its  cell  bodies  in  the 
substantia  nigra  and  which  terminates  in 
the  neostriatum  and  paleostriatum  (Anden 
et  al,  1964 ; Berti  and  Shore,  1967 ; Bertler 
et  al,  1964;  Hornykiewicz,  1966;  Klawans, 
1968;  and  Sourkes,  1961,  1966). 

The  substantia  nigra  normally  has  an  in- 
hibitory effect  on  the  basal  ganglia.  The 
basal  ganglia  themselves,  probably  by  way 
of  the  thalamus  and  the  cortex,  have  a de- 
pressant effect  on  spontaneous  motor  activ- 
ity. In  Parkinson’s  disease  the  influence  of 
the  substantia  nigra  is  lost,  and  the  de- 
pressant effect  of  the  basal  ganglia  goes 
unchecked.  This  accounts  for  two  of  the 
three  major  signs  of  Parkinsonism  — 
rigidity  and  akinesia. 

The  cause  of  tremor  in  Parkinson’s  dis- 
ease is  more  complex.  To  induce  tremor  ex- 
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perimentally  in  monkeys,  it  is  necessary  to 
produce  lesions  not  only  of  the  nigro-stri- 
atal  fibers,  but  also  of  fibers  in  the  dorso- 
medial  cerebral  peduncle  and  of  the  teg- 
mental bundles  in  the  rubro-tegmental- 
spinal  tract  (Sourkes,  1966).  It  has  also 
been  demonstrated  that  administering  a com- 
bination of  L-dopa  and  5-hydroxytryptophan, 
the  precursor  of  serotonin,  produces  more 
beneficial  effects  on  tremor  than  L-dopa 
alone,  and  that  producing  lesions  of  fibers 
in  the  cerebral  peduncle  decreases  serotonin 
levels  in  the  brain,  while  placing  lesions  in 
the  substantia  nigra  does  not.  This  sug- 
gests that  serotonin,  by  way  of  fibers  in 
the  dorsomedial  cerebral  peduncle,  might 
have  an  important  effect  on  the  presence 
or  absence  of  tremor  (Anden  et  al,  1964; 
Friedhoff,  et  al,  1963;  Sourkes,  1966;  and 
Hornykiewicz,  1966). 

With  the  knowledge  that  decreased  levels 
of  dopamine  were  associated  with  Parkin- 
son’s disease,  methods  of  increasing  the  low- 
ered levels  were  sought.  Dopamine  itself 
could  not  be  used  because  it  does  not  cross 
the  blood-brain  barrier  and  enter  the  brain. 

In  the  late  1960s,  Cotzias  et  al,  (1967) 
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began  administering  D, L-dopa  (and  later 
just  the  levo  isomer),  the  immediate  pre- 
cursor of  dopamine,  to  patients  with  Parkin- 
son’s disease,  and  observed  that  dopa  crossed 
the  blood-brain  barrier  and  was  converted  to 
dopamine,  resulting  in  a marked  improve- 
ment in  the  condition  of  many  of  the  pa- 
tients in  whom  it  was  tested.  The  findings 
of  Cotzias  have  been  substantiated  by  other 
investigators,  and  L-dopa  has  come  to  be 
recognized  as  a major  advance  in  the  treat- 
ment of  Parkinson’s  disease  (Carlsson,  1964; 
Cotzias  et  al,  1967;  Cotzias,  1969a;  “Parkin- 
sonism and  Dopa,”  1969,  Friedhoff  et  al, 
1963 ; Iverson,  1967 ; Klawans,  1968 ; Paul- 
sen et  al,  1969;  Sourkes,  1961). 

Methods  of  improving  or  prolonging  the 
effect  of  the  administered  L-dopa  were  then 
sought.  Theoretically  (see  Fig.  A)  there  are 
two  methods  of  achieving  higher  dopamine 
levels  from  administered  L-dopa:  one  could 
either  decrease  the  rate  of  catabolism  of 
dopamine  or  one  could  increase  its  rate  of 
synthesis. 

Monoamine  oxidase  (MAO)  inhibitors 
would  decrease  dopamine  catabolism.  The 
use  of  MAO  inhibitors  is  not  clinically  feas- 
ible, however,  since  there  are  no  MAO  in- 
hibitors that  act  specifically  on  dopamine, 
and  interference  with  the  oxidation  of  other 
monoamines  might  render  the  patient  unman- 
ageable (Scherbel,  1960). 

The  other  method  of  increasing  dopamine 
levels,  increasing  the  rate  of  synthesis, 
could  be  accomplished  by  stimulating  the 
enzyme  responsible  for  the  conversion  of 
dopa  to  dopamine  — dopa  decarboxylase. 
Theoretically,  the  rate  of  synthesis  could  be 
increased  by  the  administration  of  Vitamin 
B6,  which,  as  pyridoxal-5 '-phosphate,  is  a 
cofactor  with  dopa  decarboxylase  in  this 
step.  One  must  bear  in  mind,  however,  that 
tyrosine  hydroxylase  is  the  rate  limiting 
step  in  the  biosynthesis  of  dopamine  (at 
least  in  animals)  rather  than  dopa  decar- 
boxylase, and  that  any  effects  achieved  by 
administration  of  vitamin  B„  might  be  caused 
by  feedback  effects  on  the  tyrosine  hydroxy- 
lase (Levitt  et  al,  1965). 

Vitamin  Bs  actually  consists  of  three  re- 
lated compounds:  pyridoxine,  pyridoxal,  and 


pyridoxamine  (See  Fig.  B).  The  compound 
found  predominantly  in  foodstuffs  is  pyri- 
doxine. It  can  then  be  converted  to  pyri- 
doxal which,  in  turn,  can  be  converted  to 
pyridoxamine.  These  three  compounds  are 
phosphorylated  by  the  enzyme  PL-kinase  to 
form  pyridoxine  phosphate,  pyridoxal  phos- 
phate and  pyridoxamine  phosphate  respec- 
tively. Pyridoxine  phosphate  and  pyridoxa- 
mine phosphate  can  also  be  converted  to 
pyridoxal  phosphate  (PLP) , which  is 
the  biologically  active  compound  in  the 
body  (See  Fig.  C).  Pyridoxal  phosphate  acts 
as  a prosthetic  group,  the  nonprotein  organic 
portion  of  an  enzyme,  of  dopa  decarboxy- 
lase and  thus  is  essential  for  the  synthesis 
of  dopamine  (For  review,  see  Holtz  and 
Palm,  1961;  Hornykiewicz,  1966). 

Since  pyridoxal  phosphate  is  a cofactor  in 
the  conversion  of  dopa  to  dopamine,  the 
administration  of  pyridoxine  might  enhance 
the  effects  of  I^dopa  administration  in  Par- 
kinsonian patients.  Indeed,  in  1941,  im- 
provement was  reported  in  some  Parkinson- 
ian patients  treated  with  pyridoxine  HCL 
alone  (Baker,  1941).  With  this  in  mind, 
pyridoxine  was  administered  in  the  amounts 
of  750-1000  mg/day  to  patients  receiving 
L-dopa  (Duvoisin  et  al,  1969).  Surprising- 
ly, they  discovered  that  the  effects  of  the 
L-dopa  were  annulled  within  72-96  hours 
after  beginning  the  pyridoxine  treatment. 
It  also  required  7-10  days  after  cessation  of 
B6  treatment  to  restore  the  patients  to  their 
former  levels  of  improvement.  Further 
study  revealed  that  smaller  doses  of 
pyridoxine  had  similar,  but  less  pro- 
nounced effects.  Duvoisin  and  coworkers 
then  measured  blood  levels  of  dopa  and  ho- 
movanillic  acid  after  treatment  with  L-dopa 
alone  and  after  concomitant  administration 
of  L-dopa  and  pyridoxine.  They  found  that 
the  combination  of  pyridoxine  and  L-dopa 
produced  lower  values  than  L-dopa  alone, 
although  HVA  levels  remained  relatively 
constant.  Golden  and  Jameson  also  have  re- 
ported instances  of  apparent  interference 
of  pyridoxine  with  L-dopa.  (Golden  et  al, 
1970;  Jameson,  1970). 

Several  explanations  have  been  advanced 
to  explain  this  apparently  paradoxical  inhi- 
bition of  dopa  decarboxylase  by  its  cofactor. 
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Duvoisin  and  coworkers  favored  the  idea 
that  pyridoxine  caused  increased  decarboxy- 
lation of  dopa  peripherally,  so  that  less  dopa 
was  available  to  pass  the  blood-brain  barrier. 
They  also  suggested,  however,  the  possibility 
of  interaction  between  L-dopa  and  pyridoxal 
phosphate  to  form  a Schiff  base,  the  product 
of  a condensation  between  an  aromatic  alde- 
hyde (pyridoxal  phosphate)  and  an  amino 


acid  (L-dopa),  as  an  alternative  explanation 
(Duvoisin  et  al,  1969).  The  Schiff  base 
could  then  be  cyclized  to  form  a tetrahydro- 
isoquinoline  (See  Fig.  D). 

The  fact  that  L-dopa  and  pyridoxal  phos- 
phate are  capable  of  interacting  had  been 
shown  as  far  back  as  the  early  1950s  (Schott 
and  Clark,  1952).  These  investigators  found 
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Schiff’s  Base  Formation  Between  3,4-dihydroxyphenylalanine  (DOPA)  and  Pyridoxal  Phosphate  (PLP) 


that  if  L-dopa  and  pyridoxal  phosphate  were 
mixed  together  before  being  added  to  a sys- 
tem containing  dopa  decarboxylase,  the  ac- 
tivating power  of  pyridoxal  phosphate  on 
the  enzyme  was  lost;  whereas  if  they  were 
added  separately  the  pyridoxal  phosphate 
was  effective.  When  m-hydroxypropadrine 
was  mixed  with  pyridoxal  phosphate  in  a re- 
action analagous  to  that  with  L-dopa,  a pre- 
cipitate of  tetrahydroisoquinoline  derivative 
was  formed,  which  was  inactive  when  inject- 
ed into  cats.  These  authors  suggested  that 
L-dopa  and  pyridoxal  phosphate  similarly 
were  capable  of  forming  a tetrahydroiso- 
quinoline (See  Fig.  D)  (Schott  and  Clark, 
1952).  It  was  also  known  that  Schiff  bases 
are  formed  between  pyridoxal  phosphate  and 
tryptophan,  histamine  and  histidine  (See 
Holtz  and  Palm,  1964,  for  review) . Further- 
more, in  vitro  and  in  unphysiological  con- 
centrations dopa  can  inhibit  its  own  decar- 
boxylation by  combining  irreversibly  with 
the  coenzyme  (pyridoxal  phosphate),  thus 
causing  inactivation  of  the  coenzyme  and 
pharmacological  inactivation  of  the  amines 
(Holtz,  1959;  and  Holtz  and  Palm,  1964,  for 
review) . 

Hence,  it  appeared  that  a reaction  takes 
place  between  L-dopa  and  pyridoxal  phos- 
phate in  vitro.  Whether  the  same  reaction 
occurs  in  vivo  was  the  next  logical  question. 
In  1952,  Schott  and  Clark  demonstrated  that 
in  vivo  pressor  response  to  norepinephrine 
was  not  significantly  reduced  by  previous 
or  simultaneous  administration  of  large 
amounts  of  pyridoxal  phosphate.  They  con- 
cluded, therefore,  that  norepinephrine  and 
pyridoxal  phosphate  do  not  react  in  vivo  — 
at  least  not  fast  enough  to  prevent  the  pres- 
sor effects  of  norepinephrine  (For  review, 
see  Clark,  1959). 

However,  there  are  three  basic  differ- 
ences between  the  experiment  of  Schott  and 
Clark  and  the  situation  we  are  discussing, 
that  is,  the  possible  reaction  between  L-dopa 
and  pyridoxine  in  vivo.  They  were  studying 
the  transient  effect  of  norepinephrine  on  the 
cardiovascular  system.  We  are  dealing  with 
the  long-term  effects  of  L-dopa  on  the  CNS 
that  occur  over  a period  of  3-4  days.  There- 
fore, one  must  be  careful  in  transposing 
information  from  Schott  and  Clark’s  ex- 
periment to  the  problem  before  us. 


If  the  proposed  tetrahydroisoquinoline  de- 
rivative is  formed,  one  would  expect  that 
the  effect  of  L-dopa  would  be  annulled  and 
that  the  Parkinson  symptoms  would  re- 
turn. One  would  also  expect  to  find  this  de- 
rivative in  urine  and  spinal  fluid.  I could 
find  no  report  of  the  presence  or  absence 
of  the  tetrahydroisoquinoline  in  the  urine 
or  CSF. 

But  one  must  look  further  to  differen- 
tiate between  decarboxylation  of  dopa  to 
dopamine  peripheral  to  the  blood-brain  bar- 
rier and  Schiff  base  formation,  since  both 
of  these  theories  account  for  the  inactiva- 
tion of  L-dopa.  The  most  common  side  ef- 
fects of  L-dopa  treatment  for  Parkinson’s 
disease  are  the  nausea  and  vomiting  that  oc- 
cur if  the  dosage  of  L-dopa  is  increased  too 
quickly.  The  nausea  is  more  apt  to  occur 
when  L-dopa  is  ingested  while  fasting,  al- 
though it  can  occur  anytime  if  the  dosage 
is  increased  too  rapidly.  A tolerance  de- 
velops to  the  drug  with  gradual  increments 
in  the  dosage  (Yahr  et  al  1969).  These  ob- 
servations suggest  that  the  nausea  is  caused 
by  an  effect  on  the  chemoreceptors  of  the 
vomiting  centers  ( the  chemoreceptor  trig- 
ger zone)  rather  than  to  gastric  irritation 
(although  this,  too,  may  play  a role).  It 
should  be  recalled  that  the  chemoreceptor 
trigger  zone  is  located  outside  the  blood- 
brain  barrier  and  thus  subject  to  peripheral 
effects  of  dopa  and  dopamine,  while  patients 
with  Parkinson’s  disease  respond  to  the  cen- 
tral effects  of  the  drug  (For  review,  see  Ko- 
ella  and  Sutin,  1967). 

Cotzias  (1969b)  has  observed  that  admin- 
istration of  alpha-methyl-hydrazine,  which 
blocks  dopa  decarboxylase  in  tissues  outside 
the  blood-brain  barrier,  inhibited  nausea 
and  vomiting  in  one  patient  being  treated 
with  L-dopa.  With  inhibition  of  dopa  de- 
carboxylase one  would  expect  a resultant 
decrease  in  the  amount  of  dopamine  present 
and  one  might  speculate  that  there  is  a rela- 
tionship between  the  reduced  dopamine  and 
reduced  nausea. 

Such  a relationship  becomes  more  evi- 
dent when  one  studies  the  effects  of  several 
other  drugs.  Monoamine  oxidase  inhibitors 
increase  the  concentration  of  catecholamines 
that  reach  receptor  sites  by  preventing  intra- 
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cellular  metabolism  of  catecholamine  by 
monoamine  oxidase.  Thus,  in  the  case  of 
dopaminergic  neurons,  there  would  be  the 
effect  of  increased  dopamine  levels  and,  sub- 
sequently, increased  stimulation  of  the  recep- 
tor sites.  One  of  the  side  effects  of  over- 
dosage with  such  monoamine  oxidase  inhib- 
itors as  phenylzine,  nialamide,  and  isocar- 
boxazid is  nausea  (Scherbel,  1960). 

Chlorpromazine  is  thought  to  interfere 
with  dopaminergic  neurons  by  decreasing 
the  permeability  of  the  presynaptic  mem- 
brane and  by  forming  a monolayer  over  the 
post  synaptic  receptor  sites,  the  result  of 
both  of  these  actions  being  that  less  dopa- 
mine reaches  the  receptor  sites  (Berti  and 
Shore,  1967;  Klawans,  1968).  Other  in- 
vestigators have  also  reported  that  chlorpro- 
mazine elevates  the  concentration  of  pyri- 
doxal  phosphate,  which  in  turn  increases 
dopamine  turnover  (Ebadi,  1970;  Gey  and 
Burkard,  1969). 

Chlorpromazine  is  capable  of  producing 
Parkinson-like  symptoms.  This  is  readily 
explained  by  the  effective  decrease  in  dopa- 
mine concentration  caused  by  the  drug. 
Chlorpromazine  also  possesses  antiemetic 
properties.  (Army,  Navy,  Air  Force  Motion 
Sickness  Team,  1956).  Again,  the  relation- 
ship between  nausea  and  dopamine  levels 
seems  to  be  present. 

A third  drug  of  interest  is  apomorphine. 
Apomorphine  is  a potent  emetic  that  is 
used  in  treatment  of  many  accidental  poison- 
ings. Its  method  of  action  is  located  cen- 
trally (Borison  et  al,  1960).  Apomorphine 
has  also  been  reported  to  retard  dopamine 
depletion.  This  retardation  is  thought  to 
result  from  reduced  activity  in  dopamine 
neurons  caused  by  a negative  feedback  mech- 
anism that  is  prematurely  shut  off  by  activa- 
tion of  the  receptor  sites  by  apomorphine 
(Anden  et  al,  1967).  It  is  also  known  that 
chlorpromazine  can  antagonize  apomorphine- 
induced  vomiting  (Cook  and  Toner,  1954). 
So  with  apomorphine  (as  with  monoamine 
oxidase  inhibitors),  there  may  be  increased 
stimulation  of  dopaminergic  receptor  sites 
in  conjunction  with  increased  nausea  and 
vomiting. 

From  the  effects  of  these  drugs  it  seems 
logical  to  suggest  that  the  chemoreceptors 


in  the  brainstem  controlling  nausea  and 
vomiting  may  be  dopaminergic  in  nature, 
thus  accounting  for  the  actions  described  for 
the  drugs  and  also  explaining  the  correla- 
tions between  nausea  and  L-dopa  treatment 
of  Parkinson’s  disease. 

If  one  accepts  the  theory  that  the  chemo- 
receptors for  nausea  and  vomiting  are  dopa- 
minergic, one  should  be  able  to  differen- 
tiate, considering  the  paradoxical  effect  of 
concurrent  L-dopa  and  pyridoxine  adminis- 
tration, between  increased  peripheral  decar- 
boxylation of  dopa  or  formation  of  Schiff 
bases  from  dopa  and  pyridoxal  phosphate. 

It  is  emphasized  that  the  chemoreceptors 
for  nausea  and  vomiting  are  outside  the 
blood-brain  barrier  (For  review  see  Koella 
and  Sutin,  1967).  If  the  pharmacological 
inhibition  of  L-dopa  were  caused  by  in- 
creased peripheral  decarboxylation  of  dopa 
to  dopamine,  the  chemoreceptors  for  nausea 
and  vomiting,  also  being  peripheral,  would 
be  exposed  to  a large  increase  of  dopamine 
concentration  and  nausea  or  vomiting  would 
seem  likely.  If  the  pharmacological  inhibi- 
tion were  due  to  Schiff  base  formation,  how- 
ever, dopamine  concentration  would  not  in- 
crease. In  fact,  the  concentration  would  de- 
crease and  thus  no  nausea  or  vomiting  would 
result.  There  might  even  be  an  antiemetic 
effect. 

In  summary,  it  is  known  that  L-dopa  is  de- 
carboxylated  to  dopamine  by  the  enzyme 
dopa  decarboxylase,  which  has  as  its  co- 
factor pyridoxal  phosphate.  When  pyridox- 
ine is  administered  concurrently  with  L-dopa 
to  patients  with  Parkinson’s  disease,  how- 
ever, the  effects  of  the  L-dopa  on  the  patient 
are  annulled  and  the  Parkinsonian  symptoms 
return.  Two  hypotheses  have  been  advanced 
to  explain  the  mechanism  of  this  paradox. 
One  is  that  pyridoxine  increases  decarboxy- 
lation of  dopa  to  dopamine  peripheral  to  the 
blood-brain  barrier.  The  second  is  that  there 
is  formation  of  a Schiff  base  between  L-dopa 
and  pyridoxal  phosphate,  with  subsequent 
conversion  to  a tetrahydroisoquinoline  deriv- 
ative. I favor  the  latter  explanation  because 
of  the  apparent  relationship  between  dopa- 
mine levels  and  nausea  and  vomiting  caused 
by  stimulation  of  the  central  chemoreceptors 
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for  nausea  ; these  centers  are  located  outside 
the  blood-brain  barrier. 
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The  Syndrome  of  Midsystolic  Extra  Sound 
And  Late  Systolic  Murmur* 


MID-LATE  systolic  clicks  and  the 
associated  late  systolic  mur- 
murs are  frequently  encoun- 
tered in  clinical  practice.  Concepts  concern- 
ing the  generation  of  these  auscultatory  phe- 
nomena have  undergone  rapid  evolution  in 
the  last  ten  years.  Traditionally,  these 
sounds  were  considered  to  be  benign  extra- 
cardiac events  generated  by  the  motion  of 
pleural-pericardial  adhesions.  However,  it  is 
now  established  that  they  are  related  to 
mild  mitral  regurgitation  and  emanate  from 
tension  on  a large  ballooning,  redundant  pos- 
terior mitral  valve  leaflet.  Moreover,  in  a 
substantial  proportion  of  cases,  there  is  a 
strange  familial  association  of  mid  late  sys- 
tolic extrasounds  and  late  systolic  murmurs 
indicating  a congenital  etiology  for  the  val- 
vular abnormality. 

Auscultation 

The  mid  late  systolic  extrasound  or  click 
is  a high  pitched  transient,  usually  best 
heard  at  the  apex  but  often  radiating  widely. 
The  most  salient  feature  is  its  extreme  vari- 
ability. The  sound  may  vary  with  position 
and/or  respiration  in  an  unpredictable  fash- 
ion. Its  quality,  intensity,  and  position  in 
the  cardiac  cycle  can  vary  from  moment  to 
moment  without  provocation.  In  certain  pa- 
tients the  sound  is  appreciated  only  in  the 
standing  positions,  while  in  others,  only  in 
the  left  lateral  or  the  supine  position.  Thus, 
careful  auscultation  will  be  necessary  to  de- 
tect its  presence.  Frequently,  there  is  an 
associated  systolic  murmur  of  mitral  re- 
gurgitation. In  most  instances  the  murmur 
will  be  confined  to  late  systole  and  follow 
the  systolic  click.  However,  pansystolic  and 
midsystolic  murmurs  also  occur  with  the 
systolic  extrasound  and  also  indicate  mitral 
regurgitation.  The  murmur  also  displays 
some  variability,  but  to  a lesser  degree  than 
the  sound.  It  may  be  high  pitched  and  is 
frequently  located  at  the  apex  with  poor 
radiation.  The  murmur,  as  well  as  the 
sound,  may  be  difficult  to  hear  and  again 
careful  auscultation  is  necessary. 


WILLIAM  E.  SHELL,  M.D.f 


Cineangiocardiography 

The  cineangiocardiograms  in  the  majority 
of  patients  with  either  systolic  extrasounds 
or  late  systolic  murmurs  show  a peculiar 
retroversion  of  the  posterior  mitral  leaflet 
during  mid  to  late  systole.  The  valve  leaflet 
balloons  backward  like  a sail  caught  in  a 
strong  wind  and  fills  with  contrast  me- 
dium. The  systolic  extrasound  occurs  at  the 
height  of  the  excursion  of  this  redundant 
leaflet.  The  floppy  valve  can  be  easily  seen 
in  either  oblique  position.  Frequently,  there 
is  a mild  degree  of  mitral  regurgitation 
usually  confined  to  late  systole. 

Pathologic  Studies 

There  have  been  few  postmortem  examin- 
ations reported  in  patients  with  these  aus- 
cultatory phenomena.  Barlow  reported  a 
man  who  died  suddenly  and  who  had  en- 
larged redundant  posterior  leaflet  with  nor- 
mal chordae  tendineae.  We  have  examined 
the  valves  of  two  patients  with  midsystolic 
extrasounds,  late  systolic  murmurs,  and  ab- 
normal cineangiocardiograms.  The  findings 
were  similar  in  both  patients.  The  anterior 
leaflet  area  was  2-4  times  larger  than  nor- 
mal, while  that  of  the  posterior  leaflet  was 
4-6  times  greater  than  expected.  Both  pa- 
tients had  extensive  deposition  of  a sulfated 
mucopolysaccharide  in  the  media  of  the  valve 
leaflets  while  the  chordae  tendineae,  as  well 
as  the  coronary  arteries,  were  normal. 

Clinical  Syndrome 

The  majority  of  patients  with  either  mid- 
systolic extrasounds  or  late  systolic  mur- 
murs are  asymptomatic  and  the  auscultatory 
phenomena  are  found  incidentally.  Two  ma- 
jor symptom  complexes  merit  discussion. 
Many  of  the  patients  complain  of  chest  pain. 

♦Prepared  by  the  Nebraska  Heart  Association  for  the  Ne- 
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The  pain  is  substernal  and  crushing  in  qual- 
ity. It  is  brought  on  by  exercise  but  may 
occur  at  rest.  It  lasts  minutes  to  hours  and 
is  poorly  responsive  to  nitroglycerin.  The 
pain  has  been  attributed  to  angina  pectoris, 
coronary  insufficiency,  myocardial  infarc- 
tion, and  noncoronary  chest  pain  depending 
on  which  components  are  most  prominent 
in  a particular  patient.  Coronary  arterio- 
grams have  been  normal  in  patients  studied. 
The  bouts  of  prolonged  chest  pain  rarely  are 
accompanied  by  enzyme  rises.  In  a recent 
study  of  young  females  with  chest  pain, 
positive  exercise  tests  and  normal  coronary 
arteries,  4%  had  the  midsystolic  click-late 
systolic  murmur  syndrome.  The  exact  eti- 
ology of  the  chest  pain  is  currently  obscure. 

These  patients  frequently  complain  of  pal- 
pitations. Several  types  of  arrhythmia  have 
been  documented  including  premature  ven- 
tricular contractions,  exercise  induced  ven- 
tricular tachycardia,  paroxysmal  atrial  fi- 
brillation, and  paroxysmal  atrial  tachy- 
cardia. Etiology  is  not  entirely  clear.  Sud- 
den death  may  occur  in  patients  with  the 
syndrome  and  among  their  first  degree  rela- 
tives. 

Electrocardiograms 

Electrocardiograms  are  frequently  ab- 
normal in  patients  with  late  systolic  mur- 
murs and/or  mid  late  systolic  extrasounds. 
The  abnormalities  consist  of  T-wave  flatten- 
ing and  inversion  in  leads  II,  III,  avf,  Vy6. 
Evidence  of  transmural  myocardial  infarc- 
tion is  seen  rarely.  Exercise  electrocardio- 
grams in  patients  with  chest  pain  and  aus- 
cultatory evidence  of  floppy  valves  are  fre- 
quently positive  exhibiting  ST  segment  de- 
pression despite  normal  coronary  arterio- 
grams. Exercise  testing  may  precipitate 
arrhythmias,  including  multiple  premature 
ventricular  contractions  and  ventricular 
tachycardia.  Thus,  such  tests  in  patients 
with  the  ballooning  mitral  valve  syndrome 
should  be  performed  with  caution  and  care- 
ful monitoring. 


Diagnostic  Studies 

A number  of  noninvasive  tests  may  be 
used  to  establish  the  origin  of  the  late  sys- 
tolic murmur  as  mitral  regurgitation.  Amyl 
nitrite  administration  causes  the  mid  late 
systolic  extrasound  to  move  earlier  in  sys- 
tole frequently  merging  with  the  first  heart 
sound.  The  late  systolic  murmur  also  moves 
earlier  in  systole  and  may  become  pansys- 
tolic;  its  intensity  does  not  change. 

Handgrip  may  be  very  effective  in  evalu- 
ating these  auscultatory  phenomena.  Hand- 
grip may  bring  out  a systolic  extrasound 
which  is  evanescent  and  difficult  to  docu- 
ment. , 

Ultrasound  examination  of  the  mitral 
valve  often  is  characteristic  in  the  syndrome. 
Abnormal  motion  of  the  anterior  leaflet  as 
well  as  clear  separation  of  the  leaflets  on  the 
echogram  are  common.  When  present,  these 
signs  are  nearly  pathognomic  of  the  balloon- 
ing posterior  leaflet  syndrome. 

A majority  of  patients  with  either  midsys- 
tolic extrasounds  or  late  systolic  murmurs 
are  asymptomatic.  Their  prognosis  for 
longevity  appears  independent  of  the  ex- 
tent of  abnormality  in  the  mitral  leaflets. 
However,  the  occurrence  of  chest  pain  and 
arrhythmias  is  associated  with  consider- 
able prognostic  uncertainty.  The  rate  of 
progression  of  the  mitral  regurgitation  is 
unknown.  Thus,  asymptomatic  patients  with 
the  auscultatory  phenomena  of  the  syn- 
drome must  be  followed  periodically. 

When  chest  pain  is  prominent,  treatment 
with  propranolol  and  long  acting  nitrates 
may  be  initiated.  This  mode  of  therapy  has 
afforded  significant  relief  in  some  patients. 
Control  of  arrhythmias  is  indicated  in  light 
of  the  incidence  of  sudden  death.  Ventricu- 
lar extra  systoles  should  be  treated  with  pro- 
pranolol and  digitalis,  while  atrial  arrhyth- 
mias can  often  be  managed  effectively  with 
digitalis  alone. 
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Surgical  Treatment  of  Familial 
Plantar  Hyperkeratosis 


Hyperkeratosis  of  the  plan- 
tar and  palmar  surfaces  is  a 
well  known  dermatologic  find- 
ing. It  has  appeared  in  the  literature  under 
a variety  of  terms,  such  as:  keratoma  pal- 
maris  et  plantaris;1  congenital  hyperkera- 
tosis; keratoma  heridataria  mutilans;2-4  pal- 
mare et  plantare  hereditarium  and  others.5 

Plantar  and  palmar  hyperkeratosis  is  gen- 
erally an  early  appearing,  chronic,  benign 
neoplasm  which  is  often  autosomal  reces- 
sive in  its  inheritance.  The  chief  feature  is 
symmetrical  hyperkeratotic  plaques  which 
uniformly  cover  the  palmar  and  plantar  sur- 
faces, with  a sharp  line  of  demarcation  be- 
tween normal  skin  and  the  affected  area.  In 
a well  marked  case,  the  horny  layer,  or 
stratum  corneum,  of  the  epidermis  is  thick- 
ened to  form  a yellowish,  translucent  horny 
plate  about  1/16  to  1/8  of  an  inch  thick. 
This  plate  is  usually  quite  hard  and  dry, 
although  fissures  can  develop.  Occasional- 
ly, there  is  acanthosis  and  a chronic  inflam- 
matory infiltrate  in  the  upper  dermis. 
Weight-bearing  portions  of  the  feet  are  the 
most  frequently  affected,  with  resultant 
deepening  of  the  lines  of  flexion,  an  increased 
hinderance  to  movement,  and  a decrease  in 
sensitivity. 

Specific  treatment  of  palmar  and  plantar 
hyperkeratosis  is  diversified  and  varied. 
Emolients  such  as  Aquaphor  or  petrolatum, 
vitamin  A acid  and  5-fluorouracil  have  been 
choices  in  its  management.  Recently,  Heiss 
and  Gross  (1970)  reported  that  topical  ap- 
plications of  3 percent  vitamin  A acid  in 
petrolatum  were  successful.6 

Frequently,  these  topical  applications  do 
not  produce  satisfactory  results,  and  a more 
radical  procedure  is  necessary.  Such  a pro- 
cedure was  first  introduced  in  1953  by  Wynn- 
Williams7  and  Dencer.8.  Each  described  a 
treatment  for  hyperkeratosis  using  split- 
skin  grafts.  In  1966,  Keir  reported  a similar 
operation  on  an  11  year  old  girl  with  the 
removal  of  the  dermis  down  to  the  plantar 
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aponeurosis.1  This  procedure  was  subse- 
quently utilized  by  Salamon  (1969)  in  his 
treatment  of  identical  twins.9 

In  treating  these  current  cases  of  plantar 
hyperkeratosis,  three  stage  pedicle  grafts 
were  employed  as  an  operative  repair  on  two 
brothers,  with  good  results.  The  lesions 
were  excised  down  to  the  plantar  aponeu- 
rosis. 

Stage  I — The  calf  of  the  leg  makes  a 
suitable  donor  site  as  it  possesses  an  ade- 
quate supply  via  the  peroneal  and  inferior 
genicular  vessels.  The  donor  site  is  marked 
on  the  skin  corresponding  to  the  diagram 
of  the  lesions  on  the  afflicted  foot.  The  base 
of  the  graft  should  be  at  least  one  half  that 
of  the  length.  The  pedicle  flap  is  dissected 
distally  with  all  bleeders  ligated  using 
chromic  catgut.  The  graft  is  resutured  into 
place  and  surgical  dressings  applied.  This 
initial  stage  promotes  the  development  of  a 
good  vascular  supply  system  to  the  graft 
proximally  and  should  be  executed  approxi- 
mately one  week  prior  to  stage  II. 

Stage  II  — The  lesion  on  the  sole  of  the 
afflicted  foot  is  excised  to  the  plantar 
aponeurosis,  taking  a wide  margin  about  one 
inch  around  the  lesion.  The  knee  is  bent, 
approximating  the  sole  of  the  foot  to  the 
donor  site,  and  the  graft  sutured  into  place 
using  4-0  silk.  A split  - thickness  graft 
measuring  10-15/1000  of  an  inch  in  thick- 
ness is  removed  from  a portion  of  the  thigh 
and  sutured  into  place  covering  the  defect 
from  which  the  pedicle  was  removed.  Fura- 
cin  gauze  pressure  dressings  are  applied 
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and  the  legs  held  in  apposition  with  a plaster 
cast  for  approximately  two  weeks. 

At  the  discretion  of  the  surgeon,  one  week 
following  this  procedure  the  base  of  the 
pedicle  may  be  transected  under  local  anes- 
thesia about  % of  an  inch  on  each  side. 
This  promotes  the  development  of  distal 


recipient  vascularization.  The  area  is  then 
redressed  and  a new  cast  applied. 

Stage  III  — Approximately  two  weeks 
after  Stage  II,  the  pedicle  is  completely  tran- 
sected, trimmed,  and  sutured  into  place, 
using  4-0  silk  covering  the  remaining  de- 
fect on  the  heel  of  the  afflicted  foot.  The 


Case  1.  Preoperative  photograph. 


Figure  2 

Case  1.  Gross  specimen  from  left  heel. 
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donor  area  is  trimmed  and  sutured  with  a 
4-0  silk  to  the  previously  well  taken  split- 
thickness graft.  Gentle  weight  bearing  is 
permitted  in  two  weeks  with  full  recovery 
in  six  weeks. 

Case  Reports 

Case  # 1 — The  patient,  age  56,  began 
to  develop  hyperkeratotic  lesions  on  the 
plantar  surfaces  of  both  feet  two  years 
prior  to  treatment.  The  hyperkeratosis 
was  limited  exclusively  to  the  plantar 
surfaces  with  no  involvement  of  the 
palmar  areas  of  either  hand.  (Figure 
1).  During  this  period,  the  patient 
would  peel  off  large  areas  of  dry  skin 
from  the  weight  bearing  portions  of  the 
feet.  The  soles  rapidly  increased  in 
thickness,  became  tender  to  palpation, 
and  reduced  the  patient’s  ability  to 
walk.  The  feet  did  not  bleed,  however, 
nor  was  there  any  evidence  of  infec- 
tion. 

On  examination,  the  right  foot  pre- 
sented an  elevated  multicentric  area  of 
hyperkeratotic,  hard,  yellowish  tissue 
8 x 8 cm  in  diameter  on  the  heel.  The 
left  foot  presented  similar  lesions,  5x5 
cm  on  the  heel  and  8 x 10  cm  on  the 
ball  of  the  foot.  (Figure  2).  The  arch 
was  erythematous  and  edematous  but 
there  was  no  evidence  of  infection. 

The  patient  was  treated  by  excising 
the  entire  sole  of  the  left  foot  and  heel 
of  the  right  foot  to  the  plantar  apo- 
neurosis and  consequent  pedicle  graft- 
ing. To  minimize  the  time  necessary 
for  recovery,  certain  stages  of  pedicle 
grafting  were  performed  simultaneous- 
ly. (Figure  ).  The  initial  stage  of  ped- 
icle flap  dissection  was  done  on  both 
legs  at  the  same  time.  The  second 
stage  pedicle  of  the  right  leg  and  the 
third  stage  pedicle  of  the  left  leg  were 
also  performed  simultaneously.  The 
entire  treatment  took  three  months  to 
heal  completely.  (Figure  4).  During 
this  time,  the  progress  of  the  graphs 
were  carefully  observed  with  debride- 
ment and  necrosis  being  minimal. 

Case  # 2 — This  patient,  age  49,  had 
a history  of  intermittent  hyperkera- 


tosis on  the  soles  of  both  feet  for  the 
past  25  years.  He  experienced  a gradu- 
al increase  in  the  thickness  of  the  skin 
with  the  attendant  difficulty  in  walk- 
ing. Occasional  hemorrhages  did  occur, 
but  there  was  no  evidence  of  infection. 

On  examination,  the  lesions  of  his 
feet  presented  similar  hard,  yellowish, 
hyperkeratotic  tissue.  The  hyperkera- 
tosis extended  over  the  plantar  surface 
of  both  feet. 

Treatment  was  essentially  indentical 
to  that  of  his  brother.  (Figure  5). 

Summary  and  Conclusions 

Two  cases  of  familial  plantar  hyperkera- 
tosis have  been  presented  with  a brief  dis- 
cussion of  pathology  and  treatment. 

If  treatment  of  hyperkeratosis  with  top- 
ical applications  is  unsuccessful,  pedicle 
grafting  is  a suitable  method  of  treating 


Figure  3 

Case  1.  Postoperative  photograph  illustrating 
pedicle  organs  — retouched. 
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disabling  forms  of  hyperkeratosis.  The 
lesions  should  be  excised  down  to  the  plantar 
aponeurosis.  Complications  due  to  infection 
or  necrosis  are  minimal  if  good  technics  are 
employed  and  followed.  Both  patients  re- 
sponded well  to  this  type  of  treatment  with 
no  recurrence  of  hyperkeratotic  tissue. 


The  financial  burden  on  the  patient  from 
both  the  medical  and  hospital  cost  and  from 
prolonged  unemployment  must  also  be  care- 
fully considered.  Surgical  ablation  of  the 
lesion,  although  requiring  extended  and  re- 
peated hospitalization,  results  in  a complete 
and  permanent  eradication  of  this  disease. 


Figure  4 

Case  1.  Completely  healed. 


Figure  5 

Case  2.  Completely  healed. 
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Down  Memory  Lane 


1.  The  increasing  number  of  cases  of  epi- 
demic encephalitis  has  made  the  disease  al- 
most as  common  as  poliomyelitis. 

2.  In  1912  luminal,  a drug  of  the  barbital 
group,  previously  introduced  as  a hypnotic, 
was  first  used  for  the  control  of  seizures. 

3.  A review  of  the  literature  back  to  1906 
reveals  only  a few  cases  of  diphtheria  fol- 
lowing the  tonsil  operation. 

4.  Since  pyelitis  and  its  associated  patho- 
logical conditions  are  often  overlooked,  many 
useless  operations  are  performed  on  the  ap- 
pendix, biliary  apparatus,  and  female  organs. 

5.  On  the  other  hand,  a body  of  mass 
m is  to  be  regarded  as  a store  of  energy 
of  magnitude  me2. 

6.  As  a profession  we  do  not  take  enough 
interest  in  politics. 


Between  Cases 

Department  of  statistics. 

There  are  5,800  languages  and  dialects 
in  the  world. 

The  history. 

“Corrective  abdominal  surgery  for  pep- 
tic ulcer  times  five.” 

Words  we  can  do  without. 

Viable,  controlled  substance,  modular, 
unremarkable,  causation,  presuppose,  in 
lieu  of,  meaningful,  artifact,  from  the 
desk  of. 

The  physical. 

“He  smelled  of  acute  alcoholic  intoxi- 
cation.” 

Funny  facts. 

Shakespeare  died  on  his  birthday. 

Vice  presidents  aside,  there’s  only  a hun- 
dred percent  of  anything.  There  was  a 


7.  The  book  will  be  sent  postpaid  by  the 
American  Medical  Association,  535  North 
Dearborn  Street,  Chicago,  on  receipt  of  one 
dollar  and  fifty  cents. 

8.  While  large  doses  of  the  Salicylates 
are  necessary  and  usually  well-borne,  aside 
from  temporary  nausea,  ringing  in  the  ears, 
and  sometimes  vomiting,  it  may  be  well  to 
recall  some  definite  effects  of  these  drugs 
on  the  body  which,  under  certain  circum- 
stances, might  produce  serious  results. 

9.  Practically  everything  that  is  written 
is  from  the  specialist’s  viewpoint. 

10.  Some  patients  get  along  very  com- 
fortably with  the  use  of  bromides  with  a 
marked  reduction  in  frequency  and  sever- 
ity of  seizures. 

Nebraska  State  Medical  Journal 
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baseball  player  who  sold  stock  in  himself 
and  got  up  to  800  percent  before  they  ar- 
rested him.  He  said  he  thought  there  was 
a thousand  percent  of  everything,  like  bat- 
ting averages. 

There  and  back. 

A friend  says  back  and  forth  should 
be  forth  and  back,  and  I agree;  we  don’t 
say  thither  and  hither. 

Department  of  definitions. 

Return  to  prehospital  activities:  back 
to  bed. 

The  chart. 

“The  patient  is  a dark  white  male.” 

Records  I’ve  reviewed. 

“He  has  equal  leg  length.  The  left  leg 
is  one  inch  smaller  than  the  right.” 
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I’ll  wait. 

For  an  allergist  named  Gray  to  write 
Gray’s  Allergy. 

For  a pathologist  to  dissect  someone 
named  Ernest,  so  I can  say  he’s  in  deep 
earnest. 

For  psychiatrists  to  invent  a better 
name.  There  was  dementia  praecox  and 
the  insanity  of  the  young,  and  then 
schizophrenia,  which  is  one  of  the  worst 
words  to  have  to  say  and  spell.  I vote 
for  psychosis  vulgaris,  which  I just  made 
up. 

The  voice  of  authority. 

Paderewski  was  told  that  he  was  wast- 
ing time. 

Van  Gogh  was  demoted,  after  he  had 
painted  “The  Potato  Eaters.” 

Caruso  was  advised  to  find  some  other 
way  of  earning  a living. 


IPs  the  heat. 

I once  had  a running  argument  with  a 
walking  companion  who  insisted  that  you 
can  feel  the  humidity  when  you  are  out  of 
doors.  I know  when  it  is  100  percent, 
because  it  is  raining,  but  I do  not  believe 
you  can  tell  10  from  60  without  looking 
at  a water  meter.  Summers  are  warm 
and  sticky,  but  we  have  heat  sensors  that 
tell  us  when  the  fahrenheits  have  gone  up, 
and  wetness  usually  goes  up,  too,  and 
we’re  uncomfortable  all  the  way  from  an 
air-conditioned  house  to  an  air-conditioned 
car,  so  we  say  it’s  humid  or  muggy. 

But  do  we  really  have  moisture  sensors  ? 

It  may  be  so  but  I don’t  know. 

Heroin  addicts  don’t  get  colds. 

Clocks  in  saloons  are  five  minutes  fast. 

A bone  does  not  break  twice  in  the  same 
place. 

Wine  tastes  best  at  room  temperature. 

— F.C. 
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The  Woman’s  Auxiliary  to  the  Nebraska 
Medical  Association  will  begin  activity  in 
September,  when  wives  attending  the  North 
Platte  NMA  House  of  Delegates  meeting 
with  their  husbands  will  be  offered  an  op- 
portunity to  have  lunch,  visit,  and  partake 
of  the  AMA-ERF  and  NMF  goodies. 

Nebraska  received  the  award  of  merit  for 
$10  or  more  per  capita  donation  to  AMA- 
ERF  during  the  convention  in  San  Fran- 
cisco. Our  total  contribution  for  1971-1972 
was  over  $11,000.  Since  its  beginning  in 
1951,  the  WA-AMA  has  contributed  over 
5 million  dollars  to  the  fund. 

NMF  needs  a boost  so  we  hope  that  there 
are  some  active  sales  as  well  as  other  dona- 
tions to  this  fund. 

On  September  28th,  the  Fall  Board  meet- 
ing will  be  held  in  Verdigre.  Invited  to  the 
meeting  to  learn  about  the  auxiliary  re- 
source material  are  representatives  of  area 
extension  clubs,  woman’s  clubs,  church 
groups,  and  4-H  leaders,  as  well  as  area  MD’s 
wives.  I certainly  hope  that  many  of  you 
will  be  able  to  attend. 

On  October  8-11,  the  Fall  Conference  will 
be  held  in  Chicago.  Following  that  meeting, 
the  Fall  Workshops  will  be  held  on  Oct.  19- 
20  in  Kansas  City,  Missouri.  In  addition  to 
the  President  and  President-elect,  the  chair- 
men of  committees  on  AMA-ERF,  legislation, 
health  education  and  health  services  will  be 
invited  to  attend. 

November  will  be  devoted  to  visitation  of 
all  organized  auxiliaries  in  Nebraska.  I be- 
lieve you  have  been  notified  of  the  dates. 

On  February  21,  a no-host  dinner  will  take 
place  for  board  members  arriving  in  Lincoln 
for  the  February  22  midwinter  meeting  and 
the  senators  luncheon. 


newsletter  and  attendance  at  meetings  will 
be  very  much  appreciated. 

Mrs.  James  G.  Carlson 
President,  Woman’s 
Auxiliary  to  NMA 


REPORT  ON  THE  NATIONAL 
CONVENTION  OF  THE  WOMAN’S 
AUXILIARY  TO  THE  A.M.A. 

A special  tribute  was  given  to  the  Wom- 
an’s Auxiliary  at  the  opening  session  of  the 
A.M.A.  House  of  Delegates  highlighting  the 
50th  Anniversary  Convention  held  June  18- 
22,  1972,  San  Francisco,  California. 

The  program  featured  an  audiovisual, 
multi-media  presentation  preceded  by  a 
musical  tribute  to  the  physicians,  and  a 1920s 
style  show  by  8 auxiliary  models.  The  film 
sketched  the  highlights  of  50  years  of  aux- 
iliary achievement  which  included  the  follow- 
ing: 

1.  The  founding  meeting  in  St.  Louis  in 
1922  by  Mrs.  Samuel  Clark  Red,  wife 
of  a Houston  physician. 

2.  The  first  annual  meeting  in  San  Fran- 
cisco the  following  summer. 

3.  The  growing  involvement  of  the  Aux- 
iliary in  politics  and  legislation. 

4.  Auxiliary  leadership  during  World 
War  II  in  recruiting  nurses  for  the 
U.S.  Cadet  Nurses  Corps;  and  the 
service  of  thousands  of  Auxiliary 
members  in  many  ways  during  the  war 
years. 

5.  Auxiliary  leadership  in  sponsoring 
health  career  clubs,  and  raising  more 
than  six  million  dollars  since  then  for 
nursing  and  allied  health  career  schol- 
arships and  loans. 

Dr.  Wesley  Hall,  A.M.A.  President,  pre- 
sented a citation  to  Mrs.  G.  Prentiss  Lee 
at  the  opening  meeting,  and  Dr.  C.  A.  Hoff- 
man, A.M.A.  President-elect,  presented  Mrs. 
Robert  F.  Beckley,  Auxiliary  President-elect 
with  fifty  red  roses. 


It  sounds  like  a busy  year.  Your  support 
through  membership,  contributions  to  the 


The  Auxiliary  House  of  Delegates  was 
called  to  order  at  9 :00  a.m.  Monday,  June 
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19th  at  the  St.  Frances  Hotel  by  the  Presi- 


dent, Mrs.  G.  Prentiss  Lee. 

Total  registration  was  . ....1,544 

Board  of  Directors  and  National 

Chairmen  35 

Past  National  presidents  14 

Presidential  delegates  49 

Delegates  278 

Alternates  82 

Members  „ 550 

Guests  331 

Junior  registrations  205 


Those  delegates  attending  from  Nebraska 
were: 

1.  Mrs.  Leland  Olson,  Presidential 
delegate 

2.  Mrs.  John  F.  Filkins,  Delegation 
chairman 

3.  Mrs.  Warren  Bosley,  President-elect 

4.  Mrs.  John  Denker,  Delegate 

5.  Mrs.  J.  Whitney  Kelley,  Board  of 
Directors. 

Mrs.  Colin  B.  Schack  served  as  an  alter- 
nate delegate. 

Following  the  invocation,  pledge  of  al- 
legiance to  the  flag,  auxiliary  pledge  and 
roll  call,  the  Delegation  was  given  a warm 
welcome  by  the  President  of  the  California 
Auxiliary. 

Mrs.  G.  Prentiss  Lee,  in  her  presidential 
report  compared  the  auxiliary  to  a great 
ship,  “A  ship  is  built  to  withstand  angry 
seas.  It  is  free  to  roam  the  world  over. 
There  is  a quality  of  unity  to  a great  ship, 
and  it  is  a living,  moving  entity,”  she  said. 
She  went  on  to  say  that  the  Auxiliary  ex- 
hibits these  same  virtues.  There  has  been 
service  to  mankind,  and  a great  deal  of  team- 
work for  fifty  years. 

Mrs.  Lee  stated  that  health  is  the  number 
one  concern  of  the  nation,  and  that  health 
education  is  the  key  to  the  “Quality  of  Life.” 

The  luncheon  on  Monday  honoring  the 
A.M.A.  Officers,  Trustees  and  their  wives 
shared  honors  with  the  State  Auxiliary 
Awards  of  Merit  for  contributions  to  A.M.A.- 


E.R.F.  Our  own  Nebraska  Auxiliary  was 
one  of  those  receiving  an  award.  It  was  with 
a great  deal  of  pleasure  and  pride  that  this 
writer  was  privileged  to  receive  the  award 
for  Nebraska.  Our  total  contribution  for 
the  year  1971-1972  was  $10,406.53,  or  $12.37 
per  capita. 

Mrs.  Lee  presented  a check  for  $740,338.00 
to  Dr.  John  Chenault,  President  of  A.M.A.- 
E.R.F.  This  marked  the  largest  single  con- 
tribution ever  made  to  A.M.A.-E.R.F.  by 
the  Auxiliary.  Since  1951  the  Auxiliary  has 
raised  $5,487,399  for  A.M.A.-E.R.F. 

The  keynote  speaker  for  the  Monday 
luncheon  was  Art  Linkletter  whose  topic  was, 
“Changing  Patterns  in  Drug  Abuse.”  In 
his  inimitable  way,  Mr.  Linkletter  began  his 
talk  by  relating  a few  of  the  stories  taken 
from  “Kids  Say  the  Darnedest  Things,”  but 
quickly  g’ot  into  the  “meat”  of  his  subject. 
He  urged  the  physicians  wives  to  campaign 
for  realistic  drug  education  in  the  schools 
starting  in  kindergarten;  he  urged  them 
also,  to  launch  a drive  to  have  hospitals  make 
room  for  addicts,  and  treat  them  like  sick 
people  rather  than  criminals. 

Linkletter  was  very  critical  of  the  drug 
education  films.  “Some  of  the  worst  films 
about  drugs  have  been  made  by  some  of  the 
nicest,  most  well  meaning  people,”  he  said. 
“Either  they  exaggerate  and  the  kids  know 
that  they  aren’t  telling  it  like  it  is,  or  they 
use  scare  tactics  that  the  kids  laugh  at.” 

Victor  Weingarten,  director  of  the  Presi- 
dent’s Committee  on  Health  Education,  told 
those  people  attending  the  Tuesday  morning 
session  that  the  physicians’  wives  could  be  a 
formidable  force  on  many  things,  “you  can 
get  your  auxiliaries  going  on  health  educa- 
tion programs,”  he  said.  “You  have  enough 
muscle  to  change  legislation  too.”  He  went 
on  to  say  that  there  are  many  legislative 
impediments  in  health  education  regarding 
sex  education,  drug  education,  alcohol  and 
others.  “We  must  deal  with  the  entire  popu- 
lation, not  just  the  individual.”  he  said. 
“There  is  no  problem  on  a state  or  nation 
level  that  can’t  be  resolved  by  women.” 

Mr.  Weingarten  urged  auxiliary  members 
to  do  a series  of  pilot  programs  on  health 
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education.  “Health  information  and  health 
education  have  very  little  in  common/’  he 
said.  “You  should  educate  and  encourage 
each  citizen  to  keep  healthy.” 

One  of  the  most  interesting  features  of 
the  convention  was  the  “Ideas  Exchange”  or 
State  Presentations.  Each  state  president 
gave  a three  minute  discourse  on  her  state’s 
most  successful  project  for  the  year.  Mrs. 
Leland  Olson  spoke  on  Nebraska’s  special 
legislative  project,  the  Joint  Nebraska  Legis- 
lature-Auxiliary luncheon,  and  of  the  bene- 
fits reaped  from  it  insofar  as  medical  legis- 
lation is  concerned. 

Edward  Stainbrook,  M.D.  and  Ph.D  in  his 
address  on  “How  to  Survive  the  Future” 
said,  “You  must  stop  being  so  concerned 
with  the  changes  in  the  exterior  world,  and 
stop  neglecting  your  interior  world — your 
community.”  Dr.  Stainbrook  thinks  that  the 
Auxiliary  can  be  a tremendous  force  in 
changing  the  educational  system.  “Schools 
should  be  concerned  with  teaching  how  to  get 
along  with  people,  not  just  instruction  in 
subjects  and  skills,  he  said,  “and  that  in- 
cludes medical  schools.  I was  in  private 
practice  for  awhile,  until  I became  impatient 
with  specialization  and  convinced  of  the  need 
for  all  medical  students  to  learn  something 
about  human  beings.”  Dr.  Stainbrook  is 
now  the  head  of  the  Human  Behavior  De- 
partment at  U.S.C.  Medical  School. 

At  the  Wednesday  morning  session  Mrs. 
John  Chenault  reported  on  AMP  AC.  She 
said  that  there  are  likely  to  be  many  new 
faces  in  the  93rd  Congress,  and  said,  “Will 
they  be  friendly  towards  medicine  ? AMP  AC 
is  in  the  political  research  business,  and  we 
hope  to  find  support  for  medicines  cause.” 
She  went  on  to  say  that  the  1972  election  is 
very  important,  that  it  is  a tough  political 
year  to  analyze. 

Mrs.  Chenault  urged  complete  participa- 
tion for  the  Auxiliary.  “This  can  be  done 
by  AMPAC  membership,  volunteer  activity, 
and  delegate  selection,”  she  said. 

Mrs.  Nancy  McConnell,  president  of  the 
Women’s  Auxiliary  to  the  Student  Ameri- 
can Medical  Association,  spoke  to  the  dele- 
gation and  thanked  them  for  its  help  and 


support.  She  said  that  W.A.-S.A.M.A.  has 
grown  and  matured  since  it  was  organized 
15  years  ago.  She  went  on  to  say  that  her 
organization  has  done  a great  deal  of  work 
in  the  fields  of  legislation  and  health  educa- 
tion among  others. 

Last  on  the  agenda  of  the  convention  was 
the  installation  of  officers  for  the  first  year 
of  the  second  50  years  of  existence.  Presi- 
dent, Mrs.  F.  Beckley,  Pennsylvania;  Presi- 
dent-elect, Mrs.  Willard  Scrivener,  Illinois; 
1st  Vice  President,  Mrs.  Howard  Liljestrand, 
Honolulu. 

Four  regional  vice  presidents,  a constitu- 
tional secretary,  a treasurer  and  twelve  Di- 
rectors also  were  installed.  These  ladies 
come  from  all  four  geographical  points  in 
the  United  States.  These  from  our  immedi- 
ate area  are : Mrs.  Max  Olson,  Iowa,  and 
Mrs.  J.  Whitney  Kelley,  Nebraska. 

In  her  inaugural  address  Mrs.  Beckley 
urged  the  Auxiliary  to  “press  for  improve- 
ments that  will  overcome  criticism  of  the 
profession  and  help  to  improve  the  “Quality 
of  Life  for  all.” 

“We  pause  and  look  back  with  pride  at  the 
accomplishments  of  our  predecessors — but — 
no  matter  how  much  we  have  done  previ- 
ously, we  ask — “What  more  can  we  do  ? How 
can  we  be  more  effective?”  said  Mrs. 
Beckley. 

She  went  on  to  say  that  many  people  tend 
to  disregard  the  happenings  of  the  past  as 
irrelevant  and  inconsequential.  “On  the 
other  hand  there  are  those  who  would  agree 
with  Winston  Churchill’s  thought,  “The 
farther  back  you  look,  the  farther  ahead  you 
are  likely  to  see.”  Do  ive  dare  to  look  back 
for  perspective  and  guidance?”  she  asked. 

“Some  organizations  have  a structure  de- 
signed to  solve  problems  that  no  longer  exist. 
This  is  not  true  of  the  Auxiliary.  Our  ob- 
jectives remain  just  as  vital  now  as  they 
were  in  1922,”  said  Mrs.  Beckley. 

She  asked  each  member  to  study  the  local 
needs  and  develop  plans  for  meeting  them. 
“Give  more  volunteer  hours,  seek  the  coop- 
eration of  other  agencies  in  the  community, 
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vigorously  recruit  more  members  for  train- 
ing in  our  programs  and  promote  good  health 
education,”  she  said. 

Mrs.  Beckley  closed  by  saying,  “We  live 
in  1972,  and  our  challenge  is  now.  We  must 
continue  our  efforts.  We  can  help  advance 
the  art  of  medicine,  promote  all  its  great  po- 
tential and  see  whether  we  also,  in  this  day 
and  generation  may  not  perform  something 
worthy  to  be  remembered.  With  God’s  help 
and  with  work  and  faith,  I know  we  can  do 
these  things.” 

Mrs.  Beckley  then  asked  for  adjournment, 
and  the  convention  closed  on  the  50th  year 
anniversary  of  the  Woman’s  Auxiliary  to  the 
American  Medical  Association. 

Mrs.  J.  Whitney  Kelley 


Maternal  Attachment:  Importance  of  First 
Postpartum  Days  — M.  Klaus  et  al  (2103 
Adelbert  Rd,  Cleveland  44106).  New  Eng 
J Med  286:460-463  (March  2)  1972. 

Of  28  primiparous  women,  14  mothers  had 
the  usual  physical  contact  with  their  infants 
and  14  mothers  had  16  hours  of  additional 
contact.  Extended  - contact  mothers  were 
more  reluctant  to  leave  their  infants  with 
someone  else,  usually  stood  and  watched 
during  the  examination,  showed  greater 
soothing  behavior,  and  engaged  in  signifi- 
cantly more  eye-to-eye  contact  and  fondling. 
Simple  modification  of  care  shortly  after  de- 
livery may  significantly  alter  subsequent  ma- 
ternal behavior. 


Modern  Management  of  Breast  Cancer  — 

B.  Cady  (Lahey  Clinic  Foundation,  Boston 
02215).  Arch  Surg  104:270-275  (March) 
1972. 

Mastectomy  for  breast  cancer  has  pro- 
duced better  ten-year  survival  figures  since 
1949  because  of  the  earlier  presentation  of 
disease,  yet  death  rates  remain  unchanged. 
This  paradox  occurs  because  only  a subseg- 
ment of  patients  actually  have  localized  dis- 


ease; the  remaining  patients  now  require 
longer  periods  to  display  metastases.  Pres- 
ently, it  is  impossible  to  distinguish  these 
groups.  Total  mastectomy  with  partial  ax- 
illary dissection  for  stages  A and  B is  fea- 
sible today  because  of  this  earlier  presen- 
tation of  disease.  Regional  lymph  node  in- 
volvement, like  local  recurrence,  is  not  re- 
lated to  survival  etiologically  but  merely  dis- 
plays ability  to  metastasize.  Radiation  is 
added  only  if  risk  of  local  recurrence  is  high, 
based  on  stage,  size,  and  node  status  of 
the  primary  breast  cancer,  since  it  does  not 
prevent  death  from  disease.  Gradations  in 
treatment  aggressiveness  are  matched  to  clin- 
ical indications  of  biological  aggressiveness 
of  the  primary  breast  cancer. 

Sleep  After  Bedtime  Beverage — V.  Brezinova 

and  I.  Oswald  (Royal  Edinburgh  Hosp, 

Edinburgh).  Br  Med  J 2:431-433  (May 

20)  1972. 

Sleep  following  an  inert  capsule  was  com- 
pared with  sleep  following  a hot  bedtime 
milk-cereal  drink.  All-night  electro-physio- 
logical recordings  were  made  with  18  persons 
on  ten  nights  each.  Restlessness  during 
sleep  at  the  end  of  the  night  was  diminished 
after  the  cereal  drink  in  a group  of  ten  young 
adults.  In  an  older  group  of  eight  adults, 
mean  age  55  years,  sleep  after  the  cereal 
drink  was  of  significantly  longer  total  dura- 
tion and  was  significantly  less  broken  by  pe- 
riods of  intervening  wakefulness. 

Emergency  Coronary  Artery  Bypass  — L.  H. 
Cohn  et  al  (Peter  Bent  Brigham  Hosp,  Bos- 
ton 02115).  Surgery  70:821-829  (Dec)  1971. 

A group  of  20  patients  comprised  of  14  pa- 
tients with  preinfarction  angina,  4 with  post- 
infarction angina,  and  2 patients  with  acute, 
early  myocardial  infarction  and  cardiogenic 
shock  underwent  emergency  spahenous  vein 
bypass  for  obstructed  coronary  arteries. 
There  were  no  deaths,  and  one  postoperative 
infarction  occurred.  All  patients  had  relief 
of  angina,  and  in  many  instances  there  was 
reversion  of  ischemic  electrocardiographic 
findings  after  operation. 
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Our  Medical  Schools 


New  chairmen  at  Creighton 

Dr.  Joseph  Holthaus,  Dean  of  Creighton 
University  School  of  Medicine,  and  Thomas 

L.  Flickinger,  Executive  Director  of  Saint 
Joseph  Hospital,  have  jointly  announced  the 
appointment  of  two  new  department  chair- 
men. 

W.  Eugene  Sanders  Jr.,  M.D.,  becomes 
Chairman  of  the  Department  of  Microbiology 
effective  September  1st  and  Robert  Luby, 

M. D.,  has  been  appointed  Chairman  of  the 
Department  of  Obstetrics  and  Gynecology 
effective  September  1st. 

Dr.  Robert  Luby  graduated  from  the 
Creighton  University  School  of  Medicine  in 
1952.  He  served  on  the  Creighton  faculty 
from  1958  until  1967  when  he  joined  the  Uni- 
versity of  Nebraska  faculty.  In  1969  Dr. 
Luby  returned  to  Creighton  as  a professor 
in  the  department  of  Obstetrics  and  Gyne- 
cology. In  1970  he  was  appointed  Assistant 
Dean  for  Graduate  Medical  Education,  a po- 
sition he  will  continue  to  hold. 


Breast  cancer 

Creighton  University’s  Department  of 
Surgery  has  joined  23  other  major  hos- 
pitals throughout  the  United  States  in  the 
National  Surgical  Adjuvant  Breast  Project. 

Dr.  Claude  Organ,  chairman  of  the  de- 
partment, says : “Controversy  exists  rela- 
tive to  the  proper  surgical  treatment  for 
female  breast  cancer.  Women  with  equiva- 
lent breast  cancer  may  have  surgical  proce- 
dures ranging  from  extended  radical  mas- 
tectomy with  internal  mammary  node  dis- 
section to  a lumpectomy,  depending  on  the 
belief  of  the  surgeon.  The  urgency  of  this 
problem  has  long  been  realized  by  many 
who  have  repeatedly  called  for  a properly 
conducted  randomized,  prospective,  clinical 
trial  to  determine  with  authenticity  the  rela- 
tive merits  of  conventional  Halsted  radical 
mastectomy  and  total  mastectomy.  The  spe- 
cific aim  of  this  endeavor  is  to  carry  out  such 
a program  maintaining  the  highest  moral, 


ethical  and  scientific  principles  to  test  the 
following  hypotheses. 

1.  Patients  without  clinical  ancillary 
node  involvement. 

a.  Total  mastectomy  is  as  effective  a 
therapy  for  breast  as  is  radical 
mastectomy  if  patients  having  to- 
tal mastectomy  who  subsequently 
develop  significant  palpable  nodes 
have  them  treated. 

b.  Total  mastectomy  and  immediate 
regional  radiation  is  as  effective 
a treatment  for  breast  cancer  as 
is  radical  mastectomy  or  total  mas- 
tectomy with  postponement  of 
treatment  until  significant  palp- 
able nodes  occur. 

2.  Patients  with  clinical  axillary  node  in- 
volvement. Radical  mastectomy  and 
total  mastectomy  with  regional  radia- 
tion are  equivalent  procedures.” 


Help  for  Tekamah 

Creighton  University  officials  have  an- 
nounced their  intent  to  help  the  citizens  of 
Tekamah,  Nebraska  develop  a totally  new 
system  of  health  care  delivery  tailored  to  the 
needs  of  the  region. 

Dr.  Joseph  Holthaus,  Dean  of  Creighton’s 
School  of  Medicine,  says  the  University  will 
enter  into  an  agreement  with  a Tekemah- 
based  non-profit  organization  to  establish  and 
maintain  a health  services  system  to  provide : 
Primary  health  care,  including  oral  health, 
on  a 24-hour  basis ; emergency  medical  serv- 
ices; a system  for  access  to  secondary  and 
specialty  health  services  through  Creighton’s 
faculties  in  the  health  professions,  clinics 
and  affiliated  hospitals;  preventive  health 
services  and  community  health  education. 

The  University  and  the  community  cor- 
poration will  jointly  seek  start-up  funding 
from  the  Office  of  Health  Services  Research 
and  Development,  Department  of  Health 
Education  and  Welfare.  It  is  anticipated 
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that  within  a relatively  short  period  of  time, 
the  health  services  programs  will  become 
self-sustaining  through  revenues  generated 
from  those  services.  With  the  development 
of  the  basic  model,  grant  support  will  be 
sought  from  other  agencies  (Foundations, 
Regional  Medical  Programs,  Bureau  of 
Health  Manpower,  etc.)  for  development  and 
demonstration  of  related  innovative  pro- 
grams and  systems. 

Initially,  it  is  anticipated  that  services 
will  be  provided  on  a traditional  fee-for-serv- 
ice  basis  borne  by  the  patient  or  a third-party 
carrier.  Ultimately  it  is  likely  that  a pre- 
payment option  will  be  developed  for  clients 
desiring  to  utilize  this  funding  mechanism. 


No  facility  construction  is  anticipated 
until  such  time  as  the  character  of  the  system 
and  its  needs  become  clear.  At  that  time 
plans  for  financing  and  constructing  a per- 
manent facility  will  be  developed  in  cooper- 
ation with  the  community  corporation. 

Physical  therapy  program 

Sixteen  students  have  enrolled  in  the  third 
class  in  the  physical  therapy  program  at 
the  University  of  Nebraska  Medical  Center. 

All  have  had  at  least  two  years  of  college 
elsewhere.  Upon  successful  completion  of 
the  program  the  students  will  receive  a bach- 
elor of  science  degree. 


Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS— 
September  23  — McCook,  St.  Catherine 
Hospital 

October  7 — Alliance,  Central  School 
Building 

CANCER  CHEMOTHERAPY,  10th  Annual 
Conference  — University  of  Wisconsin; 
Park  Motor  Inn,  Madison,  September  6-8, 
1972.  Write  to:  G.  Ramirez,  714C  Uni- 
versity Hospitals,  1300  University  Ave., 
Madison,  Wis.  53706. 

AMERICAN  ACADEMY  OF  FAMILY 
PHYSICIANS  — Nebraska  Chapter; 
Dunes  Hotel  and  Casino,  Las  Vegas;  Sep- 
tember 6 to  8,  1972 ; eight  hours  of  AAFP 
approved  postgraduate  education.  Write 
to : Dr.  William  DeRoin,  8258  Hascall, 
Omaha. 

FOURTEENTH  ANNUAL  MIDWEST  IN- 
TERPROFESSIONAL SEMINAR  ON 
DISEASES  COMMON  TO  ANIMALS 
AND  MAN  — September  7-8,  1972,  fea- 
turing an  Arbovirus  Symposium  at  Ne- 
braska Center  for  Continuing  Education, 
33rd  and  Holdrege  Streets,  Lincoln,  Ne- 


braska 68503.  Write  to  Dr.  H.  E.  McCon- 
nell, Director,  State  Health  Laboratories, 
State  Capitol  Building,  Lincoln,  Nebraska 
68509. 

CLINICAL  GASTROENTEROLOGY— Sep- 
tember 10-16,  1972 ; Castle  Harbour  Hotel, 
Bermuda.  ASGE  member,  $100;  guest 
nonmember,  $150.  Vernon  M.  Smith, 
M.D.,  Director,  301  St.  Paul  Place,  Balti- 
more, Md.  21202. 

32ND  ANNUAL  CONGRESS  ON  OCCU- 
PATIONAL HEALTH,  AMA  — Drake 
Hotel,  Chicago,  Sept.  11-12,  1972. 

AMERICAN  THYROID  ASSOCIATION  — 
Annual  Meeting,  Drake  Hotel,  Chicago, 
Illinois,  Sept.  20-23,  1972.  Write  to:  A. 
B.  Hayles,  M.D.,  Secretary,  A.T.A.,  Mayo 
Clinic,  Rochester,  Minnesota  55901. 

NEBRASKA  MEDICAL  ASSOCIATION— 
Fall  Session,  September  22-24,  1972,  Holi- 
day Inn,  North  Platte,  Nebraska. 

AMERICAN  ACADEMY  OF  OPHTHAL- 
MOLOGY AND  OTOLARYNGOLOGY, 
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Annual  Meeting  — Convention  Center, 
Dallas  Texas,  September  24-28,  1972. 
Write  to:  C.  M.  Kos,  M.D.,  Executive  Sec- 
retary-Treasurer, A.A.O.O.,  15  Second  St. 
S.W.,  Rochester,  Minn.  55901. 

SEVENTH  NATIONAL  CANCER  CON- 
FERENCE — Sept.  27,  28,  29,  1972,  Bilt- 
more  Hotel,  Los  Angeles,  California. 
Sponsored  by  American  Society  and  Na- 
tional Cancer  Institute ; no  registration 
fee.  Write  to:  Sidney  L.  Arje,  M.D.,  c/o 
American  Cancer  Society,  219  E.  42nd 
St.,  New  York,  N.Y.  10017. 

AMERICAN  COLLEGE  OF  SURGEONS  — 
58th  Annual  Clinical  Congress;  San  Fran- 
cisco, Oct.  2-6,  1972.  Write  to:  S.  Frank 
Arado,  American  College  of  Surgeons,  55 
East  Erie  St.,  Chicago,  Illinois  60611. 

AMERICAN  ELECTROENCEPHALOG- 
RAPHIC  SOCIETY  and  the  AMERICAN 
SOCIETY  OF  ELECTROENCEPHAL- 
OGRAPHIC  TECHNOLOGISTS;  their 
1972  Annual  Meetings  — Shamrock  Hilton 
Hotel,  Houston,  Texas,  October  12,  13,  14. 
Write  to : Mrs.  Margaret  H.  Henry,  Execu- 
tive Secretary,  The  American  EEG  So- 
ciety, 36391  Maple  Grove  Road,  Willough- 
by Hills,  Ohio  44094. 

THE  ANNUAL  OTOLARYNGOLOGIC  AS- 
SEMBLY OF  1972  will  be  held  October  14 
through  20,  1972,  in  the  Eye  and  Ear  In- 
firmary of  the  University  of  Illinois  Hos- 
pital. The  Department  of  Otolaryngology, 
Abraham  Lincoln  School  of  Medicine,  Uni- 
versity of  Illinois  at  the  Medical  Center,  of- 
fers a condensed  basic  and  clinical  pro- 
gram for  practicing  otolaryngologists  un- 
der the  direction  of  Emanuel  M.  Skolnik, 
M.D.  It  is  designed  to  bring  to  specialists 
current  information  in  medical  and  surgi- 
cal otorhinolaryngology.  Interested  oto- 
laryngologists should  direct  their  inquiries 
to  the  mailing  address:  Otolaryngology, 
P.O.  Box  6998,  Chicago,  Illinois  60680. 

A separate,  but  correlated  course,  “CON- 
FERENCE ON  RADIOLOGY  IN  OTO- 
LARYNGOLOGY and  OPHTHALMOL- 
OGY’’ will  be  held  this  year  on  Friday  and 


Saturday,  November  24  and  25,  under  the 
guidance  of  Galdino  E.  Valvassori,  M.D. 
For  further  information  about  the  radi- 
ology conference,  write  to  Professor  Val- 
vassori, Radiology  Department,  Abraham 
Lincoln  School  of  Medicine,  P.O.  Box  6998, 
Chicago,  Illinois  60680. 

AMERICAN  COLLEGE  OF  CHEST  PHY- 
SICIANS — Oct.  23-26,  1972,  Denver 
Convention  Complex,  Denver,  Colorado. 
38th  Annual  Scientific  Assembly.  Sym- 
posia, original  investigations,  clinic  visits, 
evening  seminars,  sunrise  sessions,  tutor- 
ial sessions,  luncheon  panels,  motion  pic- 
ture clinic,  fireside  conferences.  Write 
to : American  College  of  Chest  Physicians, 
112  E.  Chestnut  St.,  Chicago,  111.  60611. 

ANTIBIOTICS  AND  INFECTION,  Third 
Annual  Meeting  — University  of  Iowa, 
October  26,  27,  28.  Write  to:  Ian  M. 
Smith,  M.D.,  University  Hospitals,  Iowa 
City,  Iowa  52240. 

OMAHA  MID-WEST  CLINICAL  SOCIETY 
— 40th  Annual  Postgraduate  Assembly; 
October  30,  31  and  November  1,  1972  at 
the  Hilton  Hotel  in  Omaha,  Nebr.  Write 
to : John  A.  Haggstrom,  M.D.,  Director  of 
Clinics. 

AMERICAN  ASSOCIATION  FOR  LABORA- 
TORY ANIMAL  SCIENCE,  23rd  Annual 
Session,  October  16-20,  1972;  Chase-Park 
Plaza  Hotel,  St.  Louis,  Missouri.  Write  to: 
Joseph  J.  Garvey,  Exec.  Secy.,  AALAS, 
P.O.  Box  10,  Joliet,  Illinois  60434. 

INTERSTATE  POSTGRADUATE  MEDI- 
CAL ASSOCIATION  — 57th  Annual  Sci- 
entific Assembly;  Washington-Hilton  Ho- 
tel, Washington,  D.C.,  Nov.  13-16,  1972. 
Open  to  any  licensed  M.D.  in  the  U.S.  or 
Canada;  $25  fee.  Write  to : Alton  Ochsner, 
M.D.,  Program  Chairman,  Interstate  Post- 
graduate Medical  Association,  P.  O.  Box 
5445,  Madison,  Wis.  53705. 

LARYNGOLOGY  AND  BRONCHOESOPH- 
AGOLOGY  — The  Department  of  Oto- 
laryngology of  the  Abraham  Lincoln  School 
of  Medicine  and  the  University  of  Illinois 
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Hospital  Eye  and  Ear  Infirmary,  Univer- 
sity of  Illinois  at  the  Medical  Center,  will 
conduct  a continuing  education  course  in 
Laryngology  and  Bronchoesophagology  No- 
vember 13  through  18,  1972.  The  course 
is  limited  to  fifteen  physicians  and  will  be 
under  the  direction  of  Paul  H.  Holinger, 
M.D.  It  will  be  held  largely  at  the  Eye 
and  Ear  Infirmary,  1855  West  Taylor 
Street,  Chicago,  and  will  include  visits  to 
a number  of  other  Chicago  hospitals.  In- 
struction will  be  provided  by  means  of  ani- 
mal demonstrations  and  practice  in  bron- 
choscopy and  esophagoscopy,  diagnostic 
and  surgical  clinics,  as  well  as  didactic  lec- 
tures. Interested  physicians  may  write  di- 
rectly to  the  Department  of  Otolaryngolo- 
gy, University  of  Illinois  at  the  Medical 
Center,  Postoffice  Box  6998,  Chicago,  Illi- 
nois 60680. 

AMERICAN  MEDICAL  ASSOCIATION  — 
26th  Clinical  Convention,  November  26- 
29,  1972,  Netherland-Hilton  Hotel,  Cincin- 
nati, Ohio. 


WashingtoNotes 

The  Democrats 

The  platform  plank  adopted  by  the  Demo- 
cratic National  Convention  at  Miami  Beach 
declares  that  a national  health  plan  should 
cover  all  Americans  “with  a comprehensive 
set  of  benefits  including  preventive  medi- 
cine, mental  and  emotional  disorders,  and 
complete  protection  against  catastrophic 
costs,  and  in  which  the  rule  of  free  choice 
for  both  provider  and  consumer  is  protect- 
ed. The  program  should  be  federally-fi- 
nanced and  federally-administered.” 


Acupuncture 

The  National  Institutes  of  Health  has  an- 
nounced it  will  conduct  major  study  of  acu- 
puncture, the  ancient  Chinese  medical  prac- 
tice of  curing  illness  and  relieving  pain  by 
piercing  the  skin  with  needles.  The  study 
would  involve  use  of  acupuncture  as  an 


ASSOCIATION  OF  MILITARY  SUR- 
GEONS OF  THE  UNITED  STATES  — 
79th  Annual  Meeting;  Convention  Center, 
San  Antonio,  Texas,  Dec.  10  through  Dec. 
13,  1972.  The  address  of  the  A.M.S.  of 
the  U.S.  is : 8502  Connecticut  Ave.,  Chevy 
Chase,  Maryland  20015. 

NEBRASKA  OB-GYN  SOCIETY  — March 
29,  30,  31,  1973,  Las  Vegas,  Nevada,  Fron- 
tier Hotel.  For  further  information,  con- 
tact: G.  W.  Orr,  M.D.,  Program  Director, 
Department  of  Obstetrics  and  Gynecology, 
University  of  Nebraska  Medical  Center, 
42nd  and  Dewey,  Omaha,  Nebraska  68105. 

NEBRASKA  MEDICAL  ASSOCIATION— 
Annual  Session,  April  29  - May  2,  1973, 
Holiday  Inn,  Kearney,  Nebraska. 

AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Session,  June  24-28,  1973,  Ameri- 
cana Hotel,  New  York,  N.Y. 


anesthetic  and  alleviation  of  pain  from  neu- 
ralgia, nerve  injuries,  and  cancer. 

Money  for  health  programs 

An  election  year  battle  between  a demo- 
cratic congress  and  President  Nixon  is  in 
prospect  over  bill  appropriating  funds  for 
federal  health  programs.  Nixon  feels  budget 
busting  HEW  money  bill  which  soared  $2 
billion  above  what  he  recommended  and 
other  pending  appropriations  measures  will 
send  the  federal  budget  for  this  fiscal  year 
out  of  sight.  White  House  aides  say  con- 
gress already  has  topped  the  budget  by  more 
than  $6  billion. 

Nixon  is  considering  either  a special  mes- 
sage to  congress,  or  a national  television  ad- 
dress, or  both,  outlining  the  perils  of  higher 
federal  outlays.  The  maneuvering  for  po- 
litical advantage  that  will  mark  the  remain- 
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der  of  this  session  of  congress  promises  the 
fascination  and  intricacies  of  a champion- 
ship chess  match.  Nixon  is  prepared  to 
pound  home  the  theme  that  fat  federal 
budgets  lead  to  inflation  and  higher  federal 
taxes.  Democrats  are  geared  to  holler  that 
the  Administration  wants  to  chop  vital  and 
popular  federal  programs. 


Free  care 

The  HEW  Department  has  said  hospitals 
funded  under  the  Hill-Burton  Act  will  be  re- 
viewed on  a case-to-case  basis  to  determine 
whether  a “reasonable  volume”  of  free  care 
is  furnished  to  persons  unable  to  pay. 

This  interim  regulation  will  enable  hos- 
pitals already  providing  a large  amount  of 
free  care  to  submit  a financial  report  to 
that  effect  and  be  automatically  in  compli- 
ance. It  also  provides  “presumptive  compli- 
ance” levels  of  free  care,  lower  than  first 
recommended  in  April. 


The  draft 

The  fate  of  the  physicians’  draft  next 
year  rests  with  congress  and  the  extra  pay 
bill  for  military  physicians  ...  a measure 
now  before  the  House  Armed  Services  Com- 
mittee. 

The  pay  bill  authorizes  yearly  bonuses  of 
up  to  $17,000  for  qualified  physicians  “in 
addition  to  any  other  pay  or  allowances  to 
which  he  was  entitled.”  This  would  be  in 
addition  to  the  $100  a month  extra  pay  for 
the  first  two  years  of  service  and  $350  a 
month  thereafter. 


Nursing  homes 

Federal  funds  have  been  withheld  from 
579  nursing  homes  for  failure  to  meet  mini- 
mum standards  of  health  and  safety  as  or- 
dered by  President  Nixon  last  August. 

HEW  Secretary  John  Veneman  said  327 
nursing  homes  — 222  of  them  in  New  York 
state  — lost  their  certification  and  another 
252  homes  withdrew  from  the  program  be- 
cause they  were  unable  or  unwilling  to  meet 
the  standards. 


Of  the  approximately  7,000  homes  receiv- 
ing federal  nursing  home  aid,  1,469  received 
full  certification  and  4,766  were  certified 
for  six  months  to  give  them  time  to  correct 
deficiencies  not  affecting  health  and  safe- 
ty. An  additional  244  are  still  in  the  cer- 
tification process. 

Veneman’s  report  covered  only  nursing 
homes  which  received  federal  aid  under  the 
medicaid  program.  It  did  not  affect  the 
approximately  16,000  homes  for  the  elderly 
not  receiving  such  assistance. 


Black  market  drugs 

The  persistent  spillover  of  legal  drugs  to 
the  black  market  has  spurred  the  federal 
government  to  inaugurate  a program  of 
training  state  and  local  police  and  prose- 
cutors in  the  intricacies  of  running  down 
the  malefactors. 

A pilot  program  is  being  started  for  Texas, 
Michigan,  and  Mississippi,  which  will  re- 
ceive $333,000  to  finance  the  training  which 
will  be  conducted  in  Washington,  D.C. 


FDA:  bacterial  vaccines 

Two  manufacturers  have  stopped  produc- 
ing nine  bacterial  vaccines,  rather  than  at- 
tempt to  meet  the  Food  and  Drug  Admin- 
istration’s new  requirements  for  “substan- 
tial evidence”  of  effectiveness. 

The  nine  include  several  vaccines  for  up- 
per respiratory  infections,  a stphylococcus 
vaccine,  and  a diagnostic  agent  for  detect- 
ing brucellosis  infection. 

All  nine  products  are  among  32  licensed 
bacterial  vaccines  for  which  no  standards  of 
potency  were  ever  established. 


Fees 

Some  relaxation  of  tight  fee  hike  controls 
on  physicians  may  be  in  the  offing.  Health 
Services  Industry  Committee  is  considering 
changes  in  basic  regulations  covering  in- 
stitutional and  non-institutional  providers. 
There  is  a possibility  that  present  2.5  per- 
cent limit  may  be  upped  to  some  degree  on 


392 


Nebraska  M.  J. 


allowable  fee  increases  for  physicians  and 
dentists,  lowest  rate  permitted  for  any  pro- 
fession except  those  with  more  than  60  em- 
ployees. 


Illegal  methadone 

The  Administration  soon  will  recommend 
legislation  to  halt  illegal  traffic  in  metha- 
done as  a substitute  for  heroin. 

Ingersoll  said  that  in  New  York  City  92 
percent  of  a group  of  heroin  addicts  report- 
ed they  had  been  offered  illegal  methadone 
by  pushers  and  13  percent  said  they  had 
sold  it  themselves.  A similar  study  in  Mi- 
ami showed  that  40  percent  of  the  applicants 
to  a legitimate  methadone  maintenance  cen- 
ter already  were  using  the  drug  illegally. 


Books 

Call  the  Doctor,  by  Robert  F.  L.  Polley,  M.D.; 
published  1971  by  Parents  Handbooks,  Seattle;  164 
pages,  414"  by  7%",  paperback;  $3.00. 

The  book  is  all  about  children;  the  author  is  a 
board-certified  pediatrician,  and  his  text  consists, 
among  other  things,  of  95  questions  and  answers, 
■with  pictures  scattered  throughout.  There  is  a 
table  of  contents,  and  there  is  an  index,  and  both 
are  first-rate. 

The  author  seems  to  have  answered  all  the  ques- 
tions a mother  is  likely  to  ask.  His  ideas  are  his 
own,  which  is  good,  and  he  does  not  preach  the 
sort  of  thing  we  have  heard  too  much  of  lately, 
I think.  Dr.  Polley  discusses  school  learning  prob- 
lems, drugs,  and  the  class  clown.  He  writes  about 
feeding,  shoes,  and  medical  bills  and  insurance; 
he  does  not  care  for  the  security  blanket. 

The  book  is  practical,  thorough,  easily  read,  and 
here  and  there  it  is  controversial. 

— F.C. 


Presumptive  Palliative  Irradiation  in  Meta- 
static Carcinoma  of  Breast  — M.  A.  Bag- 
shaw  (Stanford  Univ  School  of  Medicine, 
Stanford,  Calif  94305).  Cancer  25:1692- 
1694  (Dec)  1971. 

Sixty  percent  of  the  550  patients  with 
breast  cancer  referred  to  the  Division  of  Ra- 


diation Therapy,  Stanford  University,  during 
the  past  ten  years  have  been  referred  for 
the  treatment  of  metastatic  sites.  Although 
the  sites  of  involvement  and  the  treatment 
regimens  used  were  too  variable  for  meaning- 
ful statistical  analysis,  a review  of  the  tech- 
niques employed  revealed  the  evolution  of  a 
pattern  of  treatment  which  might  be  termed 
presumptive  palliation.  In  this  approach,  it 
is  advocated  that  individual  sites  of  meta- 
static involvement  be  treated  aggressively 
with  the  best  equipment  and  therapeutic 
technology  available  with  the  goal  of  steril- 
izing the  metastatic  focus  at  the  time  of 
its  earliest  detection.  By  using  this  approach, 
troublesome  or  even  catastrophic  foci  of  dis- 
ease may  be  eliminated  permitting  more  ef- 
fective palliation  of  the  individual  sites  than 
may  be  accomplished  by  waiting  until  the 
metastases  cause  severe  pain,  loss  of  struc- 
tural integrity,  or  severe  malfunction. 


Soy  Protein  — Another  Cause  of  Flat  In- 
testinal Lesion  — M.  E.  Ament  and  C.  E. 
Rubin  (Dept  of  Medicine,  Univ  of  Wash- 
ington, Seattle  98105).  Gastroenterology 
62:227-234  (Feb)  1972. 

This  is  a prospective  study  of  the  patho- 
genesis of  a violent  gastrointestinal  reaction 
to  soy  protein  in  an  infant.  Within  24  hours 
of  changing  this  6-week-old  infant’s  formula 
to  soy  milk,  he  developed  sequentially  fever, 
leukocytosis,  cyanosis,  vomiting,  massive 
blood-tinged  mucoid  diarrhea,  dehydration 
and  metabolic  acidosis.  All  symptoms  dis- 
appeared after  discontinuing  soy  milk.  At 
six  and  ten  months  the  patient  was  given  a 
single  test  feeding  of  soy  milk  formula  and 
soy  protein  isolate  respectively.  All  symp- 
toms recurred  promptly.  The  previously  nor- 
mal jejunal  mucosa  became  acutely  in- 
flammed  and  flat  (villi  disappeared).  The 
patient  recovered  completely  within  48  hours 
and  villi  regenerated  within  four  days.  Soy 
lecithin,  gluten  and  cow’s  milk  neither  pro- 
duced symptoms  nor  altered  intestinal  struc- 
ture. Total  hemolytic  complement  did  not 
change  after  soy  milk  exposure  nor  did  cir- 
culating eosinophils  increase  despite  leuko- 
cytosis with  shift  to  the  left. 
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Physicians'  Classified  — 

WANTED  — Administrative  Director  for 
Community  Blood  Bank  and  Executive  Secre- 
tary of  Lancaster  County  Medical  Society. 
Contact  L.  D.  Cherry,  M.D.,  921  Stuart  Build- 
ing, Lincoln,  Nebraska  68508. 

IMMEDIATE  OPENING  — For  physician  to 
practice  full-time  in  Hospital  Emergency  De- 
partment in  Eastern  Nebraska.  New  E.R. 
and  scheduled  hours  with  minimum  guarantee. 
Contact  Box  36,  Nebraska  Medical  Journal, 
1902  First  National  Bank  Building,  Lincoln, 
Nebraska  68508. 

IMMEDIATE  OPENING  — For  OB-Gyn, 
Internal  Medicine,  and  Orthopedic  specialties 
to  establish  successful  practice  with  14-man 
multi-specialty  group.  Excellent  group  bene- 
fits; pension  plan;  modern  clinic  facilities; 
progressive  community  with  excellent  educa- 
tional system  including  two  colleges;  city 
population  35,000;  good  recreational  facilities; 
each  specialty  must  be  board  eligible  or  cer- 
tified; young  man  with  military  obligation  com- 
pleted. Contact:  Business  Manager,  The 

Manitowoc  Clinic,  601  Reed  Avenue,  Manito- 
woc, Wisconsin  54220. 


CLINIC  AVAILABLE  — General  practice 
in  furnished  clinic.  County  seat  town,  SW 
Nebraska.  3 nursing  homes  in  town,  good 
territory.  Write  Box  8,  Beaver  City,  Nebraska. 

HAVE  URGENT  NEED  for  Psychiatrists 
and  General  Practice  Physicians  in  State  Hos- 
pitals. Participate  in  Community  Mental 
Health  Plans:  Out-Patient  Clinics  and  Patient- 
Care  Facilities.  Prefer  Board-Eligible  or  Cer- 
tified Specialists.  Salary  open  dependent  upon 
qualifications  and  experience.  Inquiries  should 
be  addressed  to  Jack  R.  Anderson,  M.D.,  Direc- 
tor— Medical  Services  Division,  Department  of 
Public  Institutions,  P.  O.  Box  94278,  Lincoln, 
Nebraska  68509  or  call  (402)  471-2231. 

DIRECTOR  OF  MEDICAL  SERVICES  — 
Urgent  need  — Beatrice  State  Home  For  Re- 
tarded, Beatrice,  Nebraska.  General  practi- 
tioner for  new  260-bed  hospital  included  with 
institution  of  1500  residents.  Full-time  posi- 
tion with  assistance  from  local  physicians 
utilized  on  part-time  basis.  Must  qualify  for 
Nebraska  license.  Highly  competitive  salary 
open  to  negotiation  dependent  on  training  and 
experience.  Address  inquiries:  Jack  R.  Ander- 
son, M.D.,  Dept,  of  Public  Institutions,  Box 
94728,  Lincoln,  Ne.  68509  Phone:  (402)  471- 
2231  or  Mr.  M.  E.  Wyant,  Supt.,  Beatrice  State 
Home,  Box  359,  Beatrice,  Ne.  68310  Phone 
(402)  223-2302. 
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if  skin  is  infected, 
or  open  to  infection 

choose  the  topical  # 
that  gives  your  patient- 

% broad  antibacterial  activity  against 
susceptible  skin  invaders 
v low  al  lergen  ic  risk— prompt  cl  i n ica I response 

Special  Petrolatum  Base 

. \COSpOnil  Ointment 

(polymyxin B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  Vz  oz.  for  topical  use  only. 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in  . 
impetigo,  surgical  aftercare,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropr 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is 
perforated.  This  product  is  contraindicated  in  those  individuals  who 
have  shown  hypersensitivity  to  any  of  its  components. 

Complete  literature  available  on  request  from  Professional  Services  Dep 
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Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

Manuscripts  to  be  presented  for  publication  in  the 
JOURNAL  should  be  typewritten,  double  - spaced,  on  one 
side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
letter  sized  (8*4  by  11  in.)  white  paper.  Wide  margins 
(at  least  1*4  in.  on  left)  should  be  left  free  of  typing. 
On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 
consecutively,  the  page  number  being  shown  in  the  right 
upper  corner  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations 
shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  the  author’s  name,  its  number  and  an  indi- 
cation of  its  “top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent 
directly  to  the  Editor  at  the  Journal’s  address. 

Letters  to  the  Editor  submitted  for  publication  should  be 
prepared  as  above,  and  must  carry  the  notation : To  be 

Published. 

Reprints  should  be  ordered  from  the  printer,  NEWS 
Printing  Company,  Norfolk,  Nebr.  68701. 
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Prediction  of  Hypothyroidism  After  Partial 

Thyroidectomy  for  Thyrotoxicosis  — W. 

Michie,  C.  A.  S.  Pegg,  and  P.  D.  Bewsher 

(Royal  Infirmary,  Aberdeen,  Scotland). 

Br  Med  J 1:13-16  (Jan  1)  1972. 

Hypothyroidism  is  the  major  complication 
of  thyroidectomy  for  thyrotoxicosis.  Small 
remnant  size  is  a highly  significant  etiologi- 
cal factor,  and  there  is  an  association  with 
antithyroglobulin  antibody  even  though  this 
association  is  not  at  significant  level.  Blood 
group  “0”  appears  to  be  more  common,  blood 
group  “A”  less  common  in  hypothyroid  pa- 
tients, but  even  when  an  adequate  remnant 
is  left  at  operation,  hypothyroid  rate,  when 
critically  assessed,  is  unlikely  to  be  less  than 
30%.  While  this  assessment  of  30%  hypo- 
thyroidism is  possible  for  a group  of  patients, 
the  fate  of  the  individual  patient  within  that 
group  is  less  predictable.  An  indication  of 
the  subsequent  behavior  of  the  individual  pa- 
tient is,  however,  possible  on  serial  PB127I 
estimations  at  one,  and  four  months  after 
operation.  The  ability  to  assess  thyroid 
status  with  some  accuracy  after  operation  is 
of  merit,  and  in  this  respect  surgical  manage- 
ment has  an  advantage  over  radioiodine 
therapy. 


Nutritional  Management  in  Phenylketonuria 

— M.  M.  Hunt  Children’s  Hosp,  Cincinnati 

45229),  B.  S.  Sutherland  and  H.  K.  Berry. 

Amer  J Dis  Child  122:1-6  (July)  1971. 

The  dietary  treatment  of  phenylketonuria 
as  followed  by  the  Cincinnati  Children’s  Hos- 
pital Research  Foundation  is  based  on  the 
creation  of  a balance  between  the  essential 
amino  acids  in  the  current  low  phenylala- 
nine protein  substitute,  the  major  source  of 
dietary  protein  and  the  phenylalanine  con- 
tent of  all  other  foods  included  in  the  diet. 
Guidelines  for  initiation  of  dietary  treatment 
in  newly  diagnosed  phenylketonuric  infants 
are  outlined.  Continuous  administration  of 
dietary  therapy  is  suggested  to  meet  nutri- 
tional demands  for  phenylalanine  and  protein 
in  the  growing  child.  This  method  has  been 
used  for  over  three  years  and  it  is  possible  to 
maintain  normal  physical  and  mental  develop- 
ment simultaneously  with  serum  phenylala- 
nine levels  of  5 to  10  mg/100  cc. 
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Menopause  and  Breast  Cancer  Risk  — D. 

Trichopoulos  et  al  (Univ  of  Athens,  Ath- 
ens, Greece).  J Natl  Cancer  Inst  48:605- 
613  (March)  1972. 

Surgically  induced  menopause  was  asso- 
ciated with  a reduction  of  breast  cancer  risk 
to  about  60%  of  that  experienced  by  women 
having  natural  menopause  at  ages  45  to  54. 
The  decrease  was  greatest  for  those  with 
menopause  induced  before  age  35,  but  induc- 
tion up  to  age  50  was  protective.  Among 
women  with  menopause  induced  before  age 
35,  breast  cancer  risk  remained  as  low  as 
one-  third  that  expected  30  and  more  years 
later.  Relative  risk  of  breast  cancer  in- 
creased with  age  of  natural  menopause. 
Women  with  natural  menopause  at  age  55 
or  older  had  twice  the  breast  cancer  risk 
experienced  by  those  whose  menopause  oc- 
curred before  age  45.  The  relative  risk  of 
breast  cancer  associated  with  late  natural 
menopause  was  greatest  after  age  70. 


SET  UP 
PRACTICE-- 
NO  COST! 

Immediate  community  health  physician 
openings  . . . Southeastern  U.S.  . . . limited 
number,  other  areas  . . . pioneering  pro- 
gram for  unique  team  practice  . . . rural 
and  urban  locales  . . . benefits  include: 
no-cost  practice  setup,  continuing  educa- 
tion, malpractice  protection,  vacation  cov- 
erage, problem-oriented  practice  manage- 
ment and  administrative  help.  Serve  where 
you're  both  wanted  and  needed.  Try  it, 
you'll  like  it! 

Call  or  write: 

National  Health  Service  Groups 

5600  Fishers  Lane 
Rockville,  Md.  20852 
Phone:  301/443-1686 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 
Roger  Tusken,  Exec.  Dir. 

Volker  Blvd.  at  Brookside,  Kansas  City,  Mo.  64112 

American  Academy  of  Pediatrics 
Stanley  L.  Harrison,  M.D.,  Secy. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 

American  College  of  Legal  Medicine 

Miss  Betty  Hanna,  Exec.  Sec. 

1340  N.  Astor,  Chicago,  Illinois  60610 

American  College  of  Obstetricians  & Gynecologists 
Michael  Newton,  M.D.,  Dir. 

79  West  Monroe  Street,  Chicago,  Illinois  60603 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Vice  Pres. 
4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 

American  College  of  Radiology 

William  C.  Stronach,  L.L.B.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60606 

American  College  of  Surgeons 
Dr.  C.  Rollins  Hanlon,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 

American  Diabetes  Association 

Mr.  J.  Richard  Connelly,  Exec.  Dir. 

18  East  48th  St.,  New  York,  New  York  10017 

American  Heart  Association 

James  M.  Hundley,  M.D.,  Exec.  Dir. 

44  East  23rd  St.,  New  York,  New  York  10010 

National  Hemophilia  Foundation 

25  West  39th  Street,  New  York,  New  York  10018 


American  Hospital  Association 

Edwin  L.  Crosby,  M.D.,  Exec.  Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 

American  Society  of  Anesthesiologists 

Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hwy.,  Park  Ridge,  Illinois  60068 

American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

525  The  Hearst  Building,  Third  at  Market  St., 

San  Francisco,  California  94103 

American  Society  of  Clinical  Pathologists 

George  F.  Stevenson,  M.D.,  Exec.  Vice  Pres. 

2100  W.  Harrison  St.,  Chicago,  Illinois  60612 

American  Medical  Association 

Ernest  B.  Howard,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 

American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  North  Carles  St.,  Baltimore,  Maryland  21201 

The  Arthritis  Foundation 

Mr.  Daniel  E.  Button,  Executive  Director 
1212  Ave.  of  the  Americas,  New  York,  N.Y.  10036 

International  College  of  Surgeons 
Virgil  T.  DeVault,  Int.  Exec.  Sec. 

1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 

National  Multiple  Sclerosis  Society 

257  Park  Avenue  South 
New  York,  New  York  10010 

Radiological  Society  of  North  America 

Maurice  D.  Frazer,  M.D.,  Sec. 

713  East  Genesee  St.,  Syracuse,  New  York  13210 

Vocational  Rehabilitation  Administration 

Edward  Newman,  Commissioner 

330  Independence  Ave.,  S.W.,  Washington, 

D.C.  20201 
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accent' 

service  company,  inc. 

"YEARS  OF 
DEPENDABLE 
SERVICE" 

- COLLECTIONS  - 
U*  Retail  Professional 
Claims 

Hospitals  Physicians 
l ^ Dentists 

State  Licensed  and  Bonded 
"FOR  INFORMATION  CALL" 

OMAHA  OFFICE 

340  KEELINE  BUILDING 
PHONE  342-6104 

LINCOLN  OFFICE 

820  LINCOLN  BENEFIT  LIFE  BUILDING 
PHONE  475-6744 


“I  get  this  pain,  Doctor,  in  my  fingers  and 
forearm  when  I grip  the  gun  too  tight.” 


Councilor  Districts  and  Counties 

First  District:  Councilor:  Thomas 

J.  Gurnett,  Omaha.  Counties : 
Douglas,  Sarpy. 

Second  District:  Councilor:  Louis 

J.  Gogela,  Lincoln.  Counties : 
Lancaster,  Otoe,  Cass. 

Third  District:  Councilor:  H.  C. 

Stewart,  Pawnee  City.  Counties  : 
Gage,  Johnson,  Nemaha,  Pawnee, 
Richardson. 

Fourth  District:  Councilor:  Rob- 

ert B.  Benthack,  Wayne.  Coun- 
ties: Knox,  Cedar,  Dixon,  Dakota, 
Antelope,  Pierce,  Thurston,  Madi- 
son, Stanton,  Cuming,  Wayne. 

Fifth  District:  Councilor:  Robert 

Sorenson,  Fremont.  Counties: 
Burt,  Washington,  Dodge,  Platte, 
Colfax,  Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  Houtz 

Steenburg,  Aurora.  Counties : 
Saunders,  Butler,  Polk,  Seward, 
York,  Hamilton. 

Seventh  District:  Councilor:  Lyle 

Nelson,  Crete.  Counties : Saline, 
Clay,  Fillmore,  Nuckolls,  Thayer, 
Jefferson. 

Eighth  District:  Councilor:  Robert 
Waters,  O’Neill.  Counties:  Cher- 
ry, Keyapaha,  Brown,  Rock,  Holt, 
Sheridan,  Boyd. 

Ninth  District:  Councilor:  Hiram 

Walker,  Kearney.  Counties:  Hall, 
Custer,  Valley,  Greeley,  Sher- 
man, Howard,  Dawson,  Buffalo, 
Grant,  Hooker,  Thomas,  Blaine, 
Wheeler,  Loup,  Garfield. 

Tenth  District:  Councilor:  Charles 

W.  Landgraf,  Jr.,  Hastings. 
Counties : Gosper,  Phelps,  Adams, 
Furnas,  Harlan,  Webster,  Kear- 
ney, Red  Willow,  Chase,  Frontier, 
Dundy,  Hitchcock. 

Eleventh  District:  Councilor:  Bruce 
F.  Claussen,  North  Platte.  Coun- 
ties : Lincoln,  Perkins,  Keith,  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  A.  J. 
Alderman,  Chadron.  Counties: 
Scotts  Bluff,  Banner,  Box  Butte, 
Momll,  Kimball,  Cheyenne,  Sioux, 
Dawes. 


NEBRASKA  MEDICAL  ASSOCIATION 
Council  Districts  and  Component  County  Medical  Societies 


COMPONENT  COUNTY  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


Adams Donovan  B.  Foote,  Jr.,  Hastings_.George  L.  Welch,  Hastings 

Antelope-Pierce R.  E.  Kopp,  Plainview  D.  F.  Johnson,  Jr.,  Osmond 

Boone Roy  Smith,  Albion W'm.  D.  Reardon,  St.  Edward 

Box  Butte Raymond  H.  Olson,  Alliance F.  P.  Sucgang,  Alliance 

Buffalo K.  W.  Ellis,  Kearney Gerald  Morris,  Kearney 

Cass R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp,  Elmwood 

Cheyenne-Kimball-Deuel Lloyd  O’Holleran,  Sidney 

Cuming Robert  Scherer,  West  Point Thomas  R.  Tibbels,  West  Point 

Custer M.  L.  Chaloupka,  Callaway Loren  Jacobsen,  Broken  Bow 

Dawson Wayne  K.  Weston,  Lexington Wm.  B.  Elfeldt,  Lexington 

Dodge W.  H.  Hill,  Fremont W.  B.  Eaton,  Fremont 

Five  County Henry  J.  Billerbeck,  Randolph Charles  G.  Muff  ley,  Pender 

Four  County Paul  R.  Martin,  Ord Otis  W.  Miller,  Ord 

Gage John  Porter,  Beatrice Klemens  E.  Gustafson,  Beatrice 

Garden-Keith-Perkins L.  C.  Potts,  Grant Berl  Spencer,  Ogallala 

Hall John  Easley,  Grand  Island John  Reilly,  Grand  Island 

Hamilton P.  J.  Madden,  Aurora P.  J.  Madden,  Aurora 

Holt  & Northwest William  F.  Becker,  Lynch Donald  Bailey,  O’Neill 

Howard R.  G.  Hanisch,  St.  Paul E.  C.  Hanisch,  St.  Paul 

Jefferson Gordon  O.  Johnson,  Fairbury Frank  Falloon,  Fairbury 

Knox R.  L.  Tollefson,  Wausa D.  J.  Nagengast,  Bloomfield 

Lancaster B.  F.  Wendt,  Lincoln Dwight  L.  Snyder,  Lincoln 

Lincoln George  D.  Cooper,  North  Platte- Miles  Foster,  North  Platte 

Madison R.  E.  Klaas,  Norfolk F.  Martin,  Norfolk 

N.W.  Nebraska Bernard  Owen,  Gordon R.  L.  Hook,  Rushville 

Omaha-Douglas T.  T.  Smith,  Omaha Donald  J.  Pavelka,  Omaha 

Otoe G.  E.  Burbridge,  Nebraska  City.C.  J.  Formanack,  Syracuse 

Phelps Rex  J.  Kelly,  Holdrege 

Platte-Loup  Valley T.  J.  Lemke,  Jr.,  Columbus A.  H.  Liebentritt,  Columbus 

Saline Clarence  Zimmer,  Friend Jerry  Adler,  Crete 

Saunders E.  J.  Hinrichs,  Wahoo John  E.  Hansen,  Jr.,  Wahoo 

Scotts  Bluff John  C.  Shaffer,  Mitchell J.  C.  Baumgartner,  Scottsbluff 

Seward Paul  R.  Hoff,  Seward Roger  A.  Jacobs,  Seward 

S.E.  Nebraska Wendell  Fairbanks,  Auburn John  Krickbaum,  Auburn 

S.W.  Nebraska — Richard  A.  Cottingham,  McCook-  James  Carson,  McCook 

South  Central  Nebraska L.  G.  Bunting,  Hebron Chas.  F.  Ashby,  Geneva 

Washington-Burt L.  E.  Sauer,  Tekamah Isaiah  Lukens,  Tekamah 

York-Polk James  D.  Bell,  York B.  N.  Greenberg,  York 
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Prognosis  in  Childhood  Epilepsy  — J.  Holo- 
wach,  D.  L.  Thurston,  and  J.  L.  O’Leary 
(St.  Louis  Children’s  Hosp,  St.  Louis).  New 
Eng  J Med  286:169-174  (Jan  27)  1972. 

One  hundred  forty-eight  epileptic  chil- 
dren, seizure-free  for  four  years  and  on  anti- 
convulsant medication,  were  followed  for  5 
to  12  years  after  drug  withdrawal.  Seizures 
recurred  in  36  children  (24%),  with  61% 
relapsing  within  one  year  of  withdrawal  of 
therapy.  Relapse  was  not  related  to  puberty, 
sex,  race,  heredity,  or  seizure  frequency.  In 
cases  of  early  onset  and  prompt  control  only 
13%  relapsed;  however,  this  rate  more  than 
doubled  with  late  onset,  prolonged  duration 
of  seizures,  and  in  cases  associated  with  neu- 
rological, psychological,  or  ECG  abnormali- 
ties. The  most  striking  correlate  to  relapse 
was  seizure  type  with  the  highest  recurrence 
in  children  with  jacksonian  seizures  (53%) 
and  multiple  seizure  types  (40%)  in  contrast 
to  grand  mal  (8%),  febrile  seizures  (12%), 
uncomplicated  petit  mal  (12%),  and  psycho- 
motor attacks  (25%).  These  data  suggest 
unquestionable  criteria  for  drug  withdrawal 
in  epileptic  children  after  prolonged  seizure 
control  with  favorable  outcome  in  a large  per- 
centage of  selected  cases. 


Warning  of  Cardiac  Arrest  Due  to  Ven- 
tricular Fibrillation  and  Tachycardia  — M. 

A.  Bennett  and  B.  L.  Pentecost  (General 
Hosp,  Birmingham,  England),  Lancet  1: 
1351-1352  (June  24)  1972. 

The  character  and  duration  of  electro- 
cardiographic warning  of  cardiac  arrest  due 
to  primary  ventricular  fibrillation  and  tachy- 
cardia were  studied  in  34  patients  with  myo- 
cardial infarction.  Of  27  patients  experienc- 
ing their  first  arrest  after  admission  to  the 
coronary  care  unit,  5 (19%)  had  no  warn- 
ing at  all,  2 (7% ) had  warning  for  less  than 
five  minutes,  and  20  had  ventricular  pre- 
mature beats  (VPB)  for  more  than  five 
minutes  before  arrest.  The  degree  of 
ventricular  ectopic  activity  before  cardiac 
arrest  may  be  less  than  is  generally  realized. 
Among  seven  patients  readmitted,  recurrent 
ventricular  tachyarrhythmia  and  VPB  were 
common  before  each  episode. 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer's  brand 

liotacillin 

(ampicillin  trihydrate) 

'capsules  equivalent  to  250  mg.  and  500  mg. 

ampicillin,  for  oral  suspension  equivalent 
to  125  mg./5  cc.  and  250  mg./5  cc.  ampicillin. 
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Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 


8%  TAX-FREE  WARRANTS 


The  State  of  Nebraska  has  a law 
which  is  unique  in  this  country  creat- 
ing the  information  and  financing  of 
subdivisions  outside  of  a city’s  present 
boundaries.  This  method  of  financing 
has  been  used  very  extensively  in  the 
development  of  the  suburbs  of  Omaha. 

The  initial  financing  of  a Sanitary 
and  Improvement  District  involves  the 
issuance  of  a tax-free,  interest-bearing 
warrant  which  may  be  outstanding  for 
a relatively  short  number  of  years. 
Interest  is  paid  when  the  warrant  is 
redeemed  and  most  generally  is  at  an 
8%  tax-free  rate. 

Tax-free  warrants  have  been  consid- 
ered very  attractive  investments  over 


the  years  by  investors  of  above  aver- 
age means,  and  where  tax-free  income 
can  be  most  appealing.  Many  banks  in 
Nebraska  and  the  surrounding  states 
have  been  substantial  investors  in 
these  warrants. 


If  you  would  like  additional  infor- 
mation about  this  unique  tax-free 
investment  opportunity , kindly  list 
your  name  and  address  on  the  coupon 
below,  clip  and  return  to  our  Omaha 
office... or  call  us  collect  in  Omaha , 
phone  (402)  346-6677. 


m 

Chiles,  Heider  & Co,  Inc. 


MEMBER  NEW  YORK  STOCK  EXCHANGE , INC. 
1300  WOODMEN  TOWER 
OMAHA,  NEBRASKA  68102  ■ (402)  346-6677 


CHILES,  HEIDER  & CO,  INC.  DEPT.  M 

1300  WOODMEN  TOWER  • OMAHA,  NEBRASKA  68102 

Kindly  send  me  additional  information  on  TAX-FREE  WARRANTS . 


NAME. 


ADDRESS 

CITY 

STATE 

7TP 

1 

I 

I 

I 

■ 

' ¥ 
I 
I 
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Jaundice  Associated  With  Bacterial  Infection 
in  Newborn  — J.  C.  Rooney,  D.  J.  Hill 
and  D.  M.  Danks  (Royal  Children’s  Re- 
search Foundation,  Parkville,  Victoria, 
Australia).  Amer  J Dis  Child  122:39-41 
(July)  1971. 

The  occurrence  of  jaundice  in  babies  seri- 
ously ill  with  bacterial  infection  is  well  rec- 
ognized. This  series  of  22  newborn  infants 
demonstrates  that  bacterial  infection  and 
jaundice  may  be  associated,  without  severe 
constitutional  upset  and  with  few  abnormal 
clinical  signs  of  laboratory  findings.  There 
were  no  deaths  in  this  series.  Urinary  tract 
infection  was  present  in  nine  babies.  Bac- 
terial infection  should  be  considered  as  the 
possible  cause  of  neonatal  jaundice,  whatever 
the  clinical  condition  of  the  baby. 


Brain  Irradiation  for  Metastatic  Disease  of 
Lung  Origin  — G.  S.  Montana,  et  al  (Univ 
of  North  Carolina,  Chapel  Hill,  NC  27514). 
Cancer  29:1477-1480  (June)  1972. 

Fifteen  patients  with  carcinoma  of  the 
lung  underwent  craniotomy  prior  to  irradia- 
tion; 47  patients  had  irradiation  only.  The 
survival  for  the  entire  group  of  patients  was 
59%  at  three  months,  28%  at  six  months, 
and  12%  at  one  year.  The  difference  in  sur- 
vival seen  between  the  patients  treated  with 
surgery  plus  irradiation  and  those  treated 
by  irradiation  only  had  no  statistical  signifi- 
cance. Following  the  course  of  irradiation, 
obj  ective  neurologic  improvement  was 
achieved  in  56%  (35/62)  of  the  patients. 

White  Blood  Cell  Count  in  Fevers  of  Un- 
known Origin — R.  C.  Stein  (4  G St,  San 
Rafael,  Calif  94901).  Am  J Dis  Child 
124:60-63  (July)  1972. 

A study  of  200  fevers  of  unknown  origin 
in  nonhospitalized  children  showed  that  the 
value  of  the  white  blood  cell  and  differen- 
tial counts  as  predictors  of  cause  is  limited. 
High  neutrophil  counts,  even  with  numerous 
immature  forms,  were  seen  in  various  viral 
infections.  An  absolute  neutrophil  count  be- 
low 5,000,  however,  was  strong  evidence 
against  a bacterial  cause  and  was  encoun- 
tered only  twice  in  35  fevers. 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 


Bactocill 

(sodium  oxacillin) 

‘capsules  equivalent  to  250  mg.  and  500  mg. 
oxacillin  and  vials  for  injection  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 
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Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  435-2105 


Donley 


medical 


SUPPLY  COMPANY 

2425  "O"  St.,  Lincoln,  Nebraska  68510 

AUTHORIZED  CONTRACT  AGENT 
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Massive  Upper  Gastrointestinal  Hemorrhage 
in  Children  — E.  Buonocore  et  al  (Univ 
of  Tennessee  Hosp,  Knoxville  37920).  Am 
J Roentgenol  Radium  Ther  Nucl  Med  115: 
289-296  (June)  1972. 

Portal  vein  thrombosis  is  the  single  most 
common  cause  of  massive  upper  gastrointest- 
inal bleeding  in  children  after  infancy.  This 
diagnosis  should  be  suspected  in  a child  with 
splenomegaly,  normal  liver  chemistries  and 
past  history  of  umbilical  vein  catheterization. 
Early  endoscopy  and  splenoportography  are 
a vital  part  of  this  evaluation.  Treatment 
may  be  temporized  since  these  patients 
usually  respond  to  medical  management  and 
it  is  desirable  to  postpone  venous  shunting 
procedures  until  the  child  is  older. 


Antihijacking  Efforts  and  Cardiac  Pace- 
makers — O.  C.  Hood  et  al  (Federal  Avi- 
ation Administration,  Washington,  DC 
20590).  Aerosp  Med  43:314-322  (March) 
1972. 

Fifty-three  patients  with  permanently  im- 
planted pacemakers  were  exposed  to  the 
active  magnetometer  field.  No  patient  was 
aware  of  any  symptoms  on  passing  through 
the  detector,  no  pacer  ceased  to  function 
while  in  the  magnetometer  field,  post-test 
ECG’s  showed  no  change  in  rate  in  any  pace- 
maker, no  patient  suffered  ill  effects  from 
the  test,  and  no  standard  ventricular  uni- 
polar or  bipolar  pacemaker  was  affected  by 
the  weapons  detector  used  in  the  study. 


Incidence  of  Ocular  Complications  in  Patients 
Undergoing  Renal  Transplantation  — R. 

Porter  et  al  (Royal  Victoria  Infirmary, 
Newcastle  upon  Tyne,  England).  Br  Med  J 
3-133-135  (July  15)  1972. 

Of  39  patients  who  had  received  renal 
transplants,  12  had  ocular  complications. 
Nine  patients  had  posterior  subcapsular  cata- 
racts, two  had  acute  cytomegalovirus  retin- 
itis and  one  had  steroid-induced  glaucoma. 
All  complications  were  attributable  to  im- 
munosuppressive therapy;  89%  of  the  pa- 
tients had  raised  antibody  titers  and  cyto- 
megalovirus. 


Sudden  Death  in  Acute  Myocardial  Infarc- 
tion — S.  Goldstein  et  al  (1425  Portland 
Ave,  Rochester,  NY  14621).  Arch  Intern 
Med  129:720-724  (May)  1972. 

Factors  affecting  hospitalization  delay  and 
sudden  death  were  studied  in  98  patients 
with  acute  myocardial  infarction  in  an  indus- 
trial population.  History  of  heart  disease 
and  misinterpretation  of  symptoms  as  recur- 
rence of  angina  delayed  arrival  at  hospital. 
In  19  of  22  patients  dying  suddenly,  there 
was  a history  of  a previous  myocardial  in- 
farction or  angina.  The  same  factors  that 
delay  hospital  arrival  are  associated  with 
sudden  death.  The  use  of  a fixed  satellite  in- 
dustrial coronary  care  unit  shortened  arrival 
time  when  symptoms  began  at  work,  but 
had  an  adverse  effect  when  symptoms  oc- 
curred off  work.  The  unit  did  not  reduce 
sudden  death  mortality. 


Bilateral  Wilms’  Tumor  — R.  L.  S.  Leen  (St. 

Bartholomew’s  Hosp,  London)  and  I.  G. 

Williams.  Cancer  27:802-806  (Sept)  1971. 

Seven  children  with  bilateral  nephroblas- 
toma are  presented.  All  were  treated  by 
nephrectomy  and  irradiation.  They  have 
survived  18  years,  6 years,  and  5 years,  re- 
spectively. Four  are  dead.  Of  the  survivors, 
only  one  received  dactinomycin.  All  the  chil- 
dren who  died  received  at  least  one  course 
of  dactinomycin.  Attention  is  drawn  to  dos- 
age and  volume  of  irradiation  in  the  surviv- 
ors. 


Complications  of  Coronary  Arteriography — 

G.  S.  Green  et  al  (J.  Rosch,  3181  SW  Sam 

Jackson  Park  Rd,  Portland,  Ore  97201). 

Circulation  45:552-557  (March)  1972. 

Twenty  complications  occurred  during  445 
examinations  in  a typical  12-month  period 
of  routine  work  with  the  Judkins  percutane- 
ous transfemoral  method  of  selective  coro- 
nary arteriography.  Local  complications  in- 
cluded nine  delayed  hemorrhages,  five  throm- 
boses of  femoral  arteries  and  two  peripheral 
emboli.  Cardiac  complications  included  one 
ventricular  fibrillation,  one  significant  brady- 
arrhythmia  and  two  myocardial  infarctions. 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 

Pyopen 

(disodium  carbenicillin) 

*vials  for  injection  equivalent  to  1 gm. 
and  5 gm.  of  carbenicillin. 
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They’re  debating  your 
future  in  Washington 
right  now.  Who’s 
standing  up  for  you? 


National  health  insurance  is  the  issue,  and  the  way  you’ll 
practice  in  the  future  is  at  stake.  One  proposal  would  federalize 
the  entire  medical  system. 

Who’s  standing  up  for  your  rights?  Contrary  to  what  you 
may  think,  the  AMA. 

We’ve  testified  repeatedly  against  a government 
controlled  medical  system.  Even  before  it  was  proposed,  the 
AMA  had  introduced  its  own  program  of  voluntary  national 
health  insurance  called  “Medicredit.”  And  we’ve  pushed  for  it 
hard.  To  date,  the  AMA  has  enlisted  1 67  members  of  Congress 
as  its  co-sponsors  — more  than  can  be  claimed  for  any  other 
national  health  insurance  bill. 

Sure,  we  lobby.  Hard.  And  successfully.  We’ve  lobbied  for 
more  doctors.  More  medical  schools.  For  clean  air  and  water. 
For  maternal  and  child  programs. 

We  lobby  for  the  rights  and  interests  of  doctors  and,  just  as 
important,  for  the  best  medical  care  for  all  Americans. 

With  your  support  we  can  be  even  more  effective.  Find  out 
more  about  what  the  AMA  does  for  you  and  the  public.  Send 
for  the  pamphlet,  “The  AMA  and  the  American  Doctor:  Sharing 
a Common  Goal.”  Write:  Dept.  DW,  at  the  address  below. 

JOIN  US. 

WE  CAN  DO  MUCH  MORE  TOGETHER. 

American  Medical  Association 

535  North  Dearborn  Street/Chicago,  Illinois  60610 


Advertisement 


“ The  history  of  science,  and  in 
particular  the  history  of  medicine ..  .is .. . 

the  history  of  man's  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice 

— George  Sarton,  from  “ The  History 

of  Medicine  Versus  the  History  of  Art  ” 

- 


Results  of  a questionnaire  to 
7,000  physicians: 

62.9% 

Believe  combination  drug 
products  are  useful. 

13.8% 

Do  not  believe  combination  drug 
products  are  useful. 


Are  combination  drug  product 
useful  in  treatment  involvinj 
concomitant  use  of  two  or  more  drugs 


Opinion! 

Dialog 


Doctor  of  Medicine 


Louis  Lasagna,  M.D. 
Professor  and  Chairman 
Department  of 
Pharmacology  & Toxicology 
University  of  Rochester 
School  of  Medicine 
and  Dentistry 


Obviously,  many  drugs 
are  given  concomitantly. 
Whether  it  makes  sense  to 
combine  medications  in  one 
preparation,  be  it  capsule, 
tablet,  or  liquid,  is  a ques- 
tion that  can  be  answered 
only  by  examining  the  ad- 
vantages and  disadvantages 
in  the  individual  case. 

Among  the  advantages 
is,  first  of  all,  convenience. 
The  more  medications  that 
are  taken  concurrently  and 
the  more  complicated  the 
directions,  the  less  likely 
the  patient  is  to  take  medi- 
cations accurately.  From 
the  standpoint  of  conven- 
ience and  accuracy,  and 
economy  as  well,  you  can 
make  an  important  case  for 
putting  medications  to- 
gether in  one  preparation,  as 
long  as  they  are  compatible. 

By  the  same  token,  when 
you  prescribe  a properly 
tested  and  rational  com- 
bination, you  should  have 
less  worry  about  pharma- 
ceutical or  pharmacological 
compatibility  — and  about 
reasonable  dosage  ratios  as 
well.  Compatibility  of  the 
formulation  should  be  dem- 
onstrated in  the  laboratorv 
and  clinic  before  the  prod- 
uct is  available  for  pre- 
scription—which  is  more 
than  can  usually  be  said  for 


the  physician’s  own  spon- 
taneous creations.  And,  the 
dosage  ratios  employed  in 
rational  precompounded 
combinations  are  designed 
to  meet  the  needs  of  sub- 
stantial numbers  of  “typi- 
cal" patients. 

There  is  no  doubt  that 
many  “atypical"  patients 
are  to  he  found,  and  for 
them  the  prefabricated 
combination  must  be  re- 
jected. But  that  hardly 
argues  for  eliminating  ra- 
tional combinations  from 
the  market.  Think,  for  ex- 
ample, of  the  problems  that 
would  arise  if  the  compo- 
nents of  widely  accepted 
combinations,  like  the  oral 
contraceptives  and  the  diu- 
retic-antihypertensives, al- 
ways had  to  be  prescribed, 
purchased  and  ingested 
separately. 


One  disadvantage  that 
comes  to  mind  is  some  doc- 
tors’ unawareness  of  the 
ingredients  a given  combin- 
ation contains.  For  ex- 
ample, a doctor  might  know 
that  a patient  is  allergic  to 
aspirin  but  forget  that  a 
certain  analgesic  mixture, 
which  he  knows  only  by  its 
trade  name,  contains  aspi- 
rin. His  prescription,  then, 
causes  considerable  dis- 
comfort, to  say  the  least. 
This  problem  is  a function 
of  physician  education, 
rather  than  of  combination 
therapy  as  such.  Improving 
doctors'  knowledge  about 
all  medicaments  they  pre- 
scribe is  a problem  that  de- 
serves tackling  on  its  own. 

Another  accusation  lev- 
eled at  combination  drugs 
is  that  they  encourage 
sloppiness  of  diagnosis  and 
treatment.  In  many  cases, 
however,  a combination 
may  prove  to  be  the  most 
effective  choice.  A good  ex- 


ample of  the  usefulness  of 
combinations  appears  in  a 
recent  article  in  the  Jour- 
nal of  Chronic  Diseases  on 
the  efficacy  and  side  effects 
of  an  antihypertensive  con- 
taining three  ingredients, 
in  which  the  track  records 
of  the  combination  drug 
and  the  individual  ingredi- 
ents were  compared.  Inter- 
estingly enough,  whether 
the  drugs  were  given  indi- 
vidually or  together,  inci- 
dence and  severity  of  side 
effects  were  the  same.  But 
blood  pressure  control  was 
invariably  better  when  the 
drugs  were  taken  in  one 
combination  tablet  than 
when  they  were  taken  sep- 
arately (in  “titratable"  dos- 
age) or  in  two  or  three 
different  tablets. 

Deciding  which  combina- 
tions constitute  rational 
therapy  obviously  leads  to 
a discussion  of  who  is  to 
determine  which  should  be 
used  and  which  should  not. 
Realistically,  I think  com- 
binations should  be  evalu- 
ated somewhat  differently 
if  they  are  old  and  estab- 
lished or  new  and  untried. 

In  today’s  regulatory 
atmosphere,  there  is  no 
possibility  of  a new  com- 
bination being  put  on  the 
market  without  a substan- 
tial amount  of  acceptable 
evidence  in  the  form  of 
controlled  trials  that  show 
it  to  be  safe  and  efficacious. 
On  the  other  hand,  I be- 
lieve a different  set  of 
standards  should  apply  to 
combination  preparations 
that  have  been  around  for 
a long  time.  In  other  words, 
physician  acceptance  over 
a long  period  should  be 
given  some  weight  as  evi- 
dence of  the  efficacy  and 
safety  of  these  drugs. 

The  FDA,  however,  does 
not  seem  to  share  this  at- 
titude. It  often  requires, 
for  these  older  products, 
controlled  trials  that  will 
monopolize  the  time  of  al- 
ready overtired  investiga- 


tors and  cost  a greal  d 
of  money.  I wish  we  co> 
agree  on  a “grandfatl 
clause"  approach  to  pre 
rations  that  have  been  in 
for  a number  of  years  g 
that  have  an  apparen 
satisfactory  track  record 
For  example,  I thii 
some  of  the  antibiotic  cc 
binations  that  were  tal 
off  the  market  by  the  FI 
performed  quite  well.  I 
thinking  particularly 
penicillin  - streptomyi 
combinations  that  patie 
— especially  surgical 
tients  — were  given  in  ( 
injection.  This  made 
less  discomfort  for  the 
tient,  less  demand 
nurses’  time,  and  fev 
opportunities  for  dosj 
errors.  To  take  sue 
preparation  off  the  mar 
doesn't  seem  to  he  g( 
medicine,  unless  actual 
age  showed  a great  deal 
harm  from  the  injecti 
(rather  than  the  pro] 
use)  of  the  combination 
The  point  that  should 
emphasized  is  that  th 
are  both  rational  and  ir 
tional  combinations.  T 
real  question  is,  who  sho 
determine  which  is  whi< 
Obviously,  the  FDA  m 
play  a major  role  in  m. 
ing  this  determination, 
fact,  I don’t  think  it  ( 
avoid  taking  the  ultim 
responsibility,  but  it  sho' 
enlist  the  help  of  outs 
physicians  and  experts 
assessing  the  evidence  g 
in  making  the  ultimate 
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If  two  medications  are 
tad  effectively  to  treat  a 
tatain  condition,  and  it  is 
fiown  that  they  are  com- 
atible,  it  clearly  is  useful 
•id  convenient  to  provide 
tern  in  one  dosage  form, 
i would  make  no  sense,  in 
let  it  would  be  pedantic, 

1 insist  they  always  be 
•escribed  separately.  To 
mid  the  appearance  of 
taantry,  the  “expert”  de- 
ies  the  combination  be- 
Luse  it  is  a fixed  dosage 
rm.  When  the  “expert” 
vokes  the  concept  of  fixed 
Jsage  form  he  obscures 
e fact  that  single-ingre- 
ent  pharmaceutical  prep- 
at ions  are  also  fixed 
•sage  forms.  By  a singular 
mantic  exercise  he  im- 
ies  a pejorative  meaning 
the  term  “fixed  dose” 
ily  when  he  uses  it  with 
spect  to  combinations, 
hat  is  ignored  is  the  sim- 
e fact  that  only  in  the 
rest  of  circumstances 
•es  any  physician  attempt 
titrate  an  exact  thera- 
•utic  response  in  his  pa- 
?nt.  It  is  quite  possible 
at  some  aches  and  pains 

!11  respond  to  500  mg.  of 
pirin  yet  that  fact  does 
>t  militate  against  the  us- 
7 dose  being  650  mg. 

The  other  semantic  ploy 
ten  called  into  play  is  to 
iscribe  a combination 
oduct  as  rational  or  irra- 
mal. 

Take  antibiotic  mixtures, 
e source  of  much  of  the 

Jiticism  generated  against 

— 

E 


combinations  generally. 
Obviously,  no  one  should 
be  exposed  willy-nilly  to 
the  potential  side  effects  of 
two  or  three  antibiotics 
when  only  one  is  needed. 
At  the  same  time  there  are 
cases  where  it  is  prudent 
to  prescribe  more  than  one. 
The  clinician  is  the  judge 
in  these  circumstances,  as 
he  should  be. 

There  is  no  clear  defini- 
tion of  the  word  rational. 
Most  persons,  I suppose, 
would  find  it  synonymous 
with  reasonable,  but  in 
many  circumstances  it 
may  best  be  defined  as  the 
opinion  of  those  in  power 
at  the  moment. 

Other  factors  govern  com- 
bination therapy,  not  the 
least  of  which  has  been  its 
broad  use  by  practicing  phy- 
sicians anxious  to  achieve 
convenience  in  prescribing, 
to  reduce  medication  error, 
and  to  save  money  for  their 
patients.  Combinations 
clearly  have  met  the  test 
on  all  three  counts. 

I have  been  impressed  by 
studies  showing  that  the 
rate  of  error  climbs  mark- 
edly with  the  number  of 
medications  to  be  taken, 
even  with  sophisticated  pa- 
tients. When  medically 
justified,  therefore,  this  fac- 
tor alone  supports  the  logic 
of  combination  therapy. 

The  cost  argument  for 
combinations  appears  to  be 
irrefutable.  In  1971,  R.  A. 
Gosselin  studied  the  71 
combination  products  (ex- 
cluding oral  contraceptives) 
among  the  200  most  pre- 
scribed drugs.  The  study 
found  that  if  all  71  products 
were  discontinued,  and  if 
each  ingredient  in  these 
combinations  were  pre- 
scribed separately,  the 
price  of  medicines  to  pa- 
tients would  jump  by 
$443.2  million  on  a national 
basis!  At  a time  when  the 
cost  of  medical  care  is  un- 
der so  much  fire,  it  would 
be  nonsensical  to  boost 
costs  without  clearly  irre- 


futable medical  reasons. 

The  part  played  by  gov- 
ernment on  this  question, 
of  course,  is  fundamental. 
The  FDA  should  play  a 
role  in  determining  which 
combinations  are  reason- 
able. That  role,  as  defined 
by  law  and  regulation,  is  to 
ensure  that  any  medication 
on  the  market  is  safe  and 
effective  in  line  with  its 
label  claims.  Certainly  com- 
binations are  entitled  to  as 
much  consideration  as  sin- 
gle entities  — neither  more 
nor  less.  So  long  as  the  ad- 
dition of  one  drug  to  an- 
other does  not  make  either 
less  safe,  or  less  effective, 
so  long  as  they  are  com- 
patible in  a formulation, 
we  have  a reasonable  prod- 
uct. It  makes  no  sense  to 
recommend  the  use  of  two 
products  for  certain  condi- 
tions and  to  deny  their  be- 
ing combined  in  a single 
form.  An  unhappy  side  ef- 
fect of  the  problem  con- 
cerns the  efficacy  panel  dis- 
cussions of  many  products 
submitted  for  review.  The 
term  “effective,  but”  has 
been  freely  interpreted  to 
mean  “ineffective”  in  toto, 
regardless  of  the  merit  of 
the  individual  drugs.  This 
interpretation  has  placed 
numerous  useful  combina- 
tion products  in  needless 
jeopardy. 

In  reading  the  actual  re- 
ports of  the  review  panels, 
it  seems  clear  that  some  of 
the  ratings  were  based  less 
on  scientific  research  and 
clinical  observation  than  on 
the  “informed”  opinions  of 
the  panelists.  These  “in- 
formed” opinions  were  ac- 
cepted at  face  value,  while 


the  “informed”  opinions  of 
others  who  had  used  the 
products  were  rejected.  All 
of  this  put  combination 
products  into  a sort  of 
scientific  never-never  land. 

It  should  be  kept  in  mind 
by  all,  government  as  well 
as  others  involved  in  our 
health  care  system,  that 
advances  in  therapy  are 
seldom  made  in  leaps  and 
bounds  but  rather  by  small 
painstaking  steps— and  that 
some  of  these  steps  have  re- 
sulted from  research  in 
combination  drugs  as  well 
as  with  single  entities. 
Given  the  near-infinite  bio- 
logic variation  in  patient 
response,  this  is  hardly  sur- 
prising  to  clinicians.  It 
should  not  be  to  regulatory 
agencies  either. 

In  the  end,  the  practicing 
physician  is  in  the  best 
position  to  decide  if  a par- 
ticular combination  makes 
sense.  Such  a decision 
should  not  be  made  exclu- 
sively by  those  whose  re- 
sponsibility for  continuing 
clinical  care  is  limited. 
Clinicians  are  the  best 
judges  of  efficacy  because 
the  ultimate  proof  of  any 
product’s  effectiveness  is 
acceptance  by  physicians 
who  have  observed  its  ac- 
tions in  patients  over  time. 
The  corollary  statement 
may  be  made  about  over- 
the-counter  medicines, 
which  would  not  long  sur- 
vive if  they  failed  to  afford 
the  relief  the  user  antici- 
pates. That  the  antihista- 
mine in  a “cold”  remedy 
may  not  always  be  neces- 
sary is  no  reason  to  proscribe 
the  combination  generally. 


Opinion  ^^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
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He  won’t  resist 

feeling  better  with 

Mylanta 

Because  the  taste  is  good . j 

□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 

. 

□ non-constipating 
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Alcoholics  Anonymous 

Lincoln  Center  Bldg.,  Lincoln  68508 
American  Red  Cross 

1701  “E”  St.,  Lincoln  68508 
The  Arthritis  Foundation,  Nebraska  Chapter 
Gilbert  Sanders,  Executive  Director 
904  South  75th  Street,  Omaha  68114 
Cerebral  Palsy  Association  of  Nebraska 
Joy  Piper,  Executive  Director 
4665  Leavenworth,  Omaha  68106 
Creighton  University  School  of  Medicine 
Joseph  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68131 
International  College  of  Surgeons 

Joseph  J.  Borghoff,  M.D.,  Regent  for  Nebraska 
7906  Dodge  Street,  Omaha  68114 
Multiple  Sclerosis  Society 

Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln  68522 
Muscular  Dystrophy  Assn,  of  America 
Robert  Fitzgerald,  District  Director 
6054  Ames  Ave.,  Omaha  68104 
National  Cystic  Fibrosis  Research  Foundation, 
Nebraska  Chapter 

Mark  Dorsey,  Executive  Director 
636  Medical  Arts  Bldg.,  Omaha  68102 
National  Foundation,  Inc.  (March  of  Dimes) 

Dick  Rumbolz,  1620  “M”  St.,  Lincoln  68508 
Nebraska  Academy  of  Ophthalmology 
Frank  L.  Eagle,  M.D.,  President 
8300  Dodge,  Omaha,  Nebraska  68114 
Nebraska  Academy  of  Otolaryngology 
William  Carter,  M.D.,  Secretary 
234  Doctors  Building,  Omaha  68131 
Nebraska  Association  of  Pathologists 
Robert  L.  Kruger,  M.D.,  Sec’y-Treas. 

1603  So.  79th  Ave.,  Omaha  68124 
Nebraska  Blue  Cross  - Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
72nd  and  Mercy  Road,  Omaha  68124 
Nebraska  Chapter 

American  Academy  of  Family  Physicians 
William  De  Roin,  M.D.,  Secy. 

8258  Hascall  St.,  Omaha  68124 

Nebraska  Chapter 

American  Academy  of  Pediatrics 

H.  E.  Wallace,  M.D.,  State  Chairman 
5145  “O”  St.,  Lincoln  68510 
James  Wax,  M.D.,  Sec’y-Treas. 

118  So.  88th,  Omaha  68114 

Nebraska  Chapter 

American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  M.D.,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha  68131 

Nebraska  Chapter,  American  College  of  Radiology 
Dr.  John  T.  McGreer,  III,  Secretary-Treasurer 
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American  College  of  Surgeons 

John  C.  Clyne,  M.D.,  Sec’y-Treas. 
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Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 

Nebraska  Diabetes  Association,  Inc. 

Mrs.  E.  H.  Reitan,  Executive  Secy. 

2305  South  10th  St.,  Omaha  68108 

Nebraska  Dietetic  Association 
Celia  Ludwickson,  R.D.,  President 
2300  South  16th,  Lincoln  General  Hospital, 
Lincoln  68502 

Nebraska  Division  American  Cancer  Society 

Peter  J.  Zwier,  Executive  Vice  President 
4201  Dodge,  Omaha  68131 

Nebraska  Epilepsy  League,  Inc. 

Box  6412,  Elmwood  Station,  Omaha  68106 


Nebraska  Heart  Association 

Mrs.  Martha  Robertson,  Exec.  Director 
3624  Farnam  Street,  Omaha  68131 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln  68508 
Nebraska  Medical  Association 
Ken  Neff,  Executive  Secretary 
1902  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
307  Baird  Bldg.,  Omaha  68102 
Nebraska  Nursing  Home  Association 

Eugene  J.  Thompson,  Executive  Secretary 
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1001  Anderson  Building,  Lincoln  68508 
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Dr.  Merrill  Eaton,  Director 
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Nebraska  Public  Health  Association 
H.  E.  McConnell,  Dr.  P.H.,  President 
State  Health  Dept.,  Lincoln  68509 
Nebraska  Regional  Medical  Program 

530  South  13th  Street,  Lincoln,  Nebraska  68508 
Nebraska  Rheumatism  Association 
Dr.  Arthur  Weaver,  President 
Lincoln,  Nebraska 

Nebraska  Society  for  Crippled  Children 
3815  Dewey  Avenue,  Omaha  68105 
Nebraska  Society  for  Internal  Medicine 
Charles  M.  Root,  M.D.,  F.A.C.P.,  President 
3610  Dodge  St.,  Omaha  68131 
Nebraska  Society  of  Anesthesiologists 
Dean  Watland,  M.D.,  President 
8601  W.  Dodge  Road,  Omaha  68114 
Nebraska  Society  of  Medical  Technologists 
Marilyn  Crane,  President 
4019  Nicholas,  Omaha  68131 
Nebraska  State  Department  of  Health 
Henry  Smith,  M.D.,  Director 
State  Capitol  Bldg.,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Willis  H.  Taylor,  Jr.,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  68131 
Nebraska  State  Orthopedic  Society 
Harold  Horn,  M.D.,  Secretary 
3145  “O”  Street,  Lincoln  68510 
Nebraska  State  Society  of  American 
Association  of  Medical  Assistants 
Patricia  Madsen,  President 
201  North  29th  St.,  Council  Bluffs,  Iowa  51501 
Minnie  Briggs,  Corresponding  Secretary 
8105  Valley,  Omaha  68124 
Nebraska,  South  Dakota,  North  Dakota  District 
Branch  of  the  American  Psychiatric  Association 
Harry  C.  Henderson,  M.D.,  President 
105  South  49th  St.,  Omaha  68132 
Nebraska  Tuberculosis  & Respiratory  Disease  Assn. 
Delmer  Serafy,  Executive  Secretary 
406  W.O.W.  Building,  Omaha  68102 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  M.D.,  Sec’y-Treasurer 
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Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Secretary 
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Omaha  Mid-West  Clinical  Society 

Mary  E.  Pilloud,  Executive  Secretary 
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Children’s  Memorial  Hospital 
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University  of  Nebraska  College  of  Medicine 
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42nd  and  Dewey,  Omaha  68105 


Notify  The  Journal  of  Any  Changes  Concerning  Your  Organization. 


31-A 


EflldeX  (f  luorouracil) 

works  where  it  counts... 


Lesion  #2— Two  days  after  initiation  of  ther- 
apy. Electron  micrograph  of  solar  keratotic 
skin  from  patient’s  hand. 

Typical  abnormalities  are: 

Malpighian  cells  [containing  an  abundance  of 
thick  tonofibrils  (T)]  which  are  connected  with 
well-developed  desmosomes  (D).  Note  the 
clumped  tonofibrils  in  the  so-called  ‘dyskera- 
totic’  cell  (arrow)  indicative  of  solar  keratosis. 
No  change  can  be  noted  at  this  level  after  two 
days  of  therapy,  x 5000  (12/16/71) 


Lesion  #3  — Two  weeks  after  initiation  of  ther- 
apy. Electron  micrograph  of  skin  from  patient’s 
hand. 

Improvement  shown: 

Less  conspicuous  desmosomes  (D),  widened 
intercellular  spaces  and  Malpighian  cells 
showing  a remarkable  reduction  of  tonofibrils 
(T).  The  arrow  indicates  a degenerating 
dyskeratotic  cell,  x 5000(12/31/71) 


Solar,  actinic  or  senile  keratoses 

By  whatever  name  they  may  be  known,  they  commonly 
occur  as  multiple  lesions  and  chiefly  on  the  exposed 
portions  of  the  skin.  Because  they  may  be  premalignant, 
it  is  generally  agreed  that  they  should  be  treated.  Sur- 
gery, cryotherapy,  or  electrodesiccation  may  present 
certain  drawbacks,  both  for  the  physician  and  the 
patient,  but  there  is  Efudex®  (fluorouracil)— as  an  alter- 
native to  conventional  therapy. 

Sequence  of  therapy  - 
Selectivity  of  response 

The  easily  applied  Efudex  cream  or  solution  usually 
begins  to  show  effects  within  a few  days— an  erythema 
in  the  area  of  the  lesions.  Within  two  weeks  after  ini- 
tiation of  therapy,  this  reaction  usually  reaches  its 
height  of  unsightliness  and  discomfort,  declining  after 
discontinuation  of  therapy.  This  reaction  occurs  in 
affected  areas.  Since  the  response  is  so  predictable, 
lesions  that  do  not  respond  should  be  biopsied  to  rule 
out  the  presence  of  a frank  neoplasm. 


Acceptable  results 

Treatment  with  Efudex  (fluorouracil)  provides  highly 
acceptable  cosmetic  results  posttherapeutically.  The 
incidence  of  scarring  is  low.*  This  is  particularly  impor- 
tant with  multiple  facial  lesions.  Efudex  should  be 
applied  with  care  near  the  nose,  eyes  and  mouth. 

5%  cream/solution-a  Roche  exclusive 

Only  Roche  formulates  the  5%  cream  and  solution 
—high  in  patient  acceptability— economical— and  higher 
in  clinical  efficacy  than  the  2%  formulation  for  lesions 
of  the  hands  and  forearms. 

‘Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


\ Roche  Laboratories 
ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 
, / Nutley,  N.J.  07110 
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DOCTORS  AND  UNIONS 

If  doctors  had  a union,  we  would  have  a 
pension  plan,  our  birthdays  off,  portal  to 
portal  pay,  collective  bargaining-,  shorter 
hours,  annual  raises,  the  right  to  strike,  and 
all  the  fringe  benefits  that  would  be  ours 
if  we  were  not  doctors.  There  is  a movement 
toward  unionism  now  that  divides  us  into 
pro  and  con  groups. 

Pro:  Everybody  else  is  unionized.  Con: 
Medicine  is  a profession.  Pro:  We  may  not 
now  act  in  concert. 

Con:  It  would  be  undignified  for  doctors 
to  join  a union.  Pro:  Recording  artists 

have  unions.  Con : Doctors  should  not 
strike. 

Pro:  We  are  missing  a great  deal  by  re- 
fusing to  form  a union.  Con:  Doctors  are 
often  self-employed,  and  what  good  would 
a union  do  ? Pro : There  is  nothing  unprofes- 
sional about  unions. 

Con : The  AMA  is  our  union.  Pro : Medi- 
cal societies  are  not  unions. 

Perhaps  our  resistance  is  stubborn  and 
anachronistic.  Maybe  we  are  foolish  to  forego 
the  advantages  a union  might  give  us. 

But  the  big  thing  about  unions  is  the  right 
to  strike,  and  it  is  this  that  disturbs  me,  for 
doctors  simply  will  not  use  this  weapon. 
There  have  been  doctor  strikes  all  over  the 
world:  in  England,  France,  Canada,  Belgium, 
and  Italy,  but  medical  care  was  available,  and 
the  strike  was  not  used  as  a weapon,  only  as 
a protest.  Unionizing  means  striking  when 
necessary,  and  striking  means  that  we  all 
stop  working,  and  we  have  not  done  this. 

And  would  not  joining  a union  put  us  un- 
der the  control  of  individuals  and  organiza- 
tions that  would  take  away  the  liberty  we 
enjoy  now? 

— F.C. 

THE  MOST  IMPORTANT  TEST 

This  is  the  laboratory  age  of  medicine. 
Machines,  robots,  and  computers  digest  body 


effluences  and  pour  hundreds  of  numbers 
over  the  bewildered  doctor,  encouraging  the 
poor  fellow  to  stop  thinking.  The  mechanical 
monsters  tell  us  more  than  we  want  to  know, 
and  the  picture  reminds  me  of  a not  overly 
popular  analysis  of  a drop  of  blood  many 
years  ago,  by  means  of  which  you  didn’t  have 
to  see  the  patient  except  to  tell  him  what 
the  machine  said  was  the  matter,  and  how 
much  he  owed  you. 

Now  we  have  glucose  tolerance,  hemoglob- 
in, latex  fixation,  white  count,  SGOT,  he- 
matocrit, FEV,  Benedict,  x-ray,  BMR, 
weight,  EKG,  blood  pressure,  and  EEG. 
There  are  numbers  for  these  things,  which  is 
good,  but  a consultation  report  that  is  noth- 
ing but  page  after  page  of  numbers  is  a 
report  of  what  the  technicians  were  doing 
while  the  doctor  was  away. 

It  might  be  better  if  we  were  allowed  only 
five  tests  on  a patient.  That’s  like  playing 
twenty  questions,  but  you  have  to  think 
when  you  play  the  game. 

Wassermann  or  VDRL  on  everybody  is  all 
right,  and  body  weight  may  tell  you  if  there 
is  impairment  of  health,  and  if  you  know  the 
hemoglobin,  you  probably  don’t  need  the 
hematocrit.  The  respiratory  physiologist 
probably  leans  more  heavily  than  most  on 
machines  and  numbers,  and  as  fast  as  I can 
learn  his  dozens  of  tests,  he  keeps  coming 
up  with  new  ones. 

Even  the  stethoscope  has  succumbed  to  the 
x-ray. 

If  I were  allowed  one  test  on  each  patient, 
I should  take  the  hemoglobin. 

—F.C. 

THE  LOWER  EXTREMITY 

To  refer  to  arms  and  legs  as  extremities 
is  no  better  than  the  Victorian  custom  of 
calling  a lady’s  legs  “limbs.”  Upper  extrem- 
ity and  lower  extremity  make  me  reach  for 
the  blue  pencil ; I have  even  see  “inferior 
extremity.” 
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Leg  is  defined  in  medical  dictionaries  as 
the  lower  extremity,  after  which  they  say 
especially  knee  to  foot  or  knee  to  ankle. 
Nonmedical  dictionaries  speak  of  limbs  used 
for  support  or  locomotion;  they,  too,  add: 
especially  knee  to  ankle.  Arm  is  defined  by 
both  medical  and  lay  dictionaries  as  shoulder 
to  hand  or  as  shoulder  to  elbow. 

But  I still  think  that  when  a patient  says 
his  leg  hurts,  he  means  to  include  the  thigh, 
that  when  he  says  arm,  he  does  not  exclude 
the  forearm,  and  that  upper  and  lower  ex- 
tremities are  arms  and  legs. 

— F.C. 

HOW  TO  CURE  DISEASE 

We  have  tried  all  sorts  of  ways  to  treat 
disease,  or  as  we  like  to  say,  to  cure  it. 
Incantations  and  invocations  and  prayers  and 
appeals  to  saints  and  gods  and  amulets  were 
followed  by  mystical  mixtures  of  unmention- 
able animal  things.  Then  came  objects  that 
look  like  liver  for  liver  disease;  and  homeo- 
pathy, or  like  cures  like;  and  pain  killers. 
Bacteriology  almost  a century  ago  and  near- 
ly half  as  old  antibiotics  were  perhaps  more 
specific,  but  the  philosophy  of  choosing  cura- 
tive techniques  has  not  changed  greatly. 

Those  who  treat  mental  disease  have 
thought  that  if  you  tell  the  patient  what  is 
troubling  him,  it  will  go  away.  Surgeons, 
of  course,  simply  cut  out  the  offending  tis- 
sue or  better  still,  the  whole  organ  if  they 
can  get  it. 

Identifying  the  cause  is  still  synonymous 
with  treatment  and  cure.  When  we  name 
the  microscopic  agent,  we  match  it  with 
its  proper  antibiotic,  which  is  to  say  that 
the  bacterium  could  have  done  it  all  by  it- 
self with  the  help  of  a minicomputer,  or  even 
that  the  organism  and  its  antagonistic  chem- 
ical or  moldy  counterpart  are  members  of  a 
oneness,  so  that  all  one  needs  to  do,  as  the 
mind  studiers  once  felt,  is  to  say  what  is 
disturbing  the  patient. 

There  is  a kind  of  therapy  in  which  a 
circle  is  drawn  around  the  diseased  part,  on 
a tree,  or  on  the  ground.  The  magic  circle  re- 
minds me  of  Faust,  but  the  devil  got  in 
anyway,  looking  like  a poodle. 

—F.C. 


MY  38  CENTS 

I have  just  read  that  we  must  recall  that 
38  cents  of  each  health  care  dollar  is  present- 
ly paid  by  government.  The  government 
has  never  earned  one  of  those  38  cents. 
That’s  my  38  cents  they  are  spending,  or 
19  cents  of  yours  and  19  cents  of  mine.  The 
government  has  no  industry  and  no  money. 
It  just  taxes  us  all  and  takes  our  money  and 
then  it  gives  back  what  is  left  and  points 
out  to  us  that  it  is  paying  38  cents  of  each 
health  care  dollar. 

Well,  it  isn’t.  It  gives  our  own  money 
back  to  us  and  then  it  orders  us  around,  since 
it  is  giving  us  money,  which  it  got  by  tax- 
ing the  daylights  out  of  us. 

We’re  recalling  so  many  things;  recall 
my  38  cents.  p.C. 

ON  SUICIDE  AS  A DISEASE 

I have  spent  hundreds  of  hours  in  the 
operating  room,  some  in  the  middle  of  the 
night,  caring  for  people  who  tried  to  take 
their  lives,  and  I felt  sorry  for  all  of  them. 
I never  expected  that  they  would  pay  me 
or  thank  me,  and  that  was  all  right;  I have 
strong  convictions  about  patients  who  are 
driven  to  this  most  desperate  of  acts.  Throw- 
ing yourself  from  a great  height  is  sincere, 
and  requires  more  courage  than  I could  ever 
summon,  but  guns  and  pills  bother  me  as 
much.  Mental  pain  is  far  worse  than  physi- 
cal pain,  and  it  probably  drives  people  to  self- 
destruction  oftener. 

One  more  thing  about  suicide:  I have 

come  to  think  of  it  more  as  an  incurable 
disease  than  as  an  act  of  self-killing.  I 
believe  that  the  act  of  jumping  or  shoot- 
ing is  compulsive,  that  it  is  the  final  epi- 
sode in  a hopeless  affliction,  and  I look 
at  it  as  a closing  manifestation  of  the  dis- 
ease, in  which  the  sufferer’s  last  action  is 
one  performed  by  the  pathological  process 
rather  than  by  himself. 

In  that  sense,  suicides  are  not  really  sui- 
cides as  we  have  come  to  think  of  them. 
Rather,  they  are  victims  of  a disease  whose 
mortality  rate  has  become  a hundred  per- 
cent. It  is  a kinder  way  of  thinking,  and 
we  have  so  much  kindness  to  spare. 

—F.C. 
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ORIGINAL  ARTICLES 


Neurologic  Manifestations  of  Systemic 
Lupus  Erythematosus,  1972 


SYSTEMIC  lupus  erythematosus 
(SLE)  is  a disseminated  dis- 
ease which  affects  many  sys- 
tems often  including  neural  structures.  Sim- 
ply and  basically  this  disease  consists  of 
widespread  fibrinoid  changes  and  leucocytic 
infiltration  in  mesenchymal  tissues,  includ- 
ing walls  of  small  arteries,  arterioles,  and 
capillaries.  SLE  features  a prolonged 
course  with  acute,  subacute,  and  chronic  epi- 
sodes ; relapses  and  remissions.  Seventy 
percent  of  patients  survive  five  years  of  the 
disease  and  50  percent  are  living  after  10 
years.  Most  patients  die  of  extensive  renal, 
cardiac  or  cerebral  involvement  or  infection. 
This  disease  appears  predominantly  in  fe- 
males, with  ratios  as  high  as  8:1  in  some 
reports.  In  females,  most  patients  are  ages 
10  to  40  years  at  onset,  with  a peak  late  in 
the  third  decade.  In  the  male,  age  of  on- 
set appears  constant  from  childhood  to  old 
age.  The  small  number  of  early  onset  in 
infancy  or  childhood  and  belated  onset  in 
sixth  decade  or  later  are  to  be  noted.  Two 
percent  of  patients  come  from  families 
wherein  other  members  have  SLE  (Hift, 
Holman,  Leonhardt,  Salazar). 

While  only  a single  system  may  manifest 
symptoms  early,  multiple  system  involve- 
ment eventually  becomes  evident.  The  most 
common  early  clues  include  a triad,  with 
past  or  recent  history  of  arthralgias  (or 
“arthritis”),  skin  rash,  and  febrile  state. 
Additional  frequent  features  are  pleurisy 
(or  effusion),  pneumonitis,  pericarditis  (or 
effusion),  myalgic  pains,  glomerulonephri- 
tis, weight  loss,  malaise,  and  generalized 
weakness.  With  progression,  there  may  ap- 
pear variously  also : abdominal  pain,  nausea 
and  vomiting,  malabsorption  syndrome, 
ankle  edema,  lymphadenopathy,  cardiac  fail- 
ure, hepatomegaly  or  splenomegaly,  and 
neurologic  symptoms.  Hematologic  abnorm- 
alities are  not  unusual,  and  not  readily  or 
specifically  explainable  (see  laboratory  find- 
ings). Onset  or  relapse  of  symptoms  may 
be  precipitated  by  sun  exposure,  infection 
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or  medication.  (Bazinet,  Carpenter,  Del 
Toro,  Dubois,  Ferguson,  Hanson,  V.,  Hartl, 
Hejtmancik,  Howell,  Joseph,  Jungst,  Kel- 
lum,  Leonhardt,  Maddock,  Meislin,  Peterson, 
R.D.,  Pillay,  Posnick,  Rosenthal,  Rowell, 
Santen,  Toien,  Van-Cauwenberge,  Watson, 
J.I.). 

The  “ arthritis ” of  SLE  is  not  erosive,  de- 
structive, or  nodular;  minimal  if  any  ac- 
tual joint  abnormalities  can  be  discerned  by 
clinical  or  radiologic  examination.  Remark- 
able and  sometimes  frequent  remissions  and 
exacerbations  are  noteworthy  with  little  or 
no  residuals  between  attacks.  This  form  of 
“arthritis”  responds  considerably  to  corti- 
costeroid therapy.  A number  of  patients 
with  SLE  have  been  loosely  diagnosed  as 
having  rheumatoid  arthritis  or  rheumatic 
fever  before  the  true  nature  of  the  disease 
is  discerned. 

Dermatologic  manifestations  of  SLE  are 
commonly  the  butterfly,  malar  blush  or 
rash,  photosensitivity,  chronic  discoid  lesions, 
Raynaud’s  phenomena,  or  erythematous 
maculopopular  eruptions.  Less  frequent  signs 
include  alopecia,  urticaria  and  purpura.  Be- 
yond these  more  usual  skin  changes  in  SLE, 
a great  variety  of  infrequent  lesions  and 
manifestations  occur,  sufficient  that  the 
diagnostician  will  be  suspicious  of  any  skin 
“changes”  past  or  present.  SLE  has  been 
manifested  also  by  livido  recticularis,  hyper- 
keratoses, psoriasis  - like  lesions,  pernio 
(“chill  blain”),  chronic  leg  ulcer,  peripheral 
thrombophlebitis  and  peripheral  vascular 
occlusion  (Alarcon  - Segovia  1965,  Golden, 
Tuffanelli  1964,  Williams,  D.I.,  Wong). 

Febrile  episodes  comprise  the  third  symp- 
tom of  the  triad  manifested  early  by  SLE. 
These  are  usually  lowgrade,  lingering,  or 
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recurrent,  occasionally  punctuated  with 
more  acute  bouts.  In  retrospect,  it  is  inter- 
esting sometimes  to  review  the  diagnostic 
gymnastics,  rationalizations  and  antibiotic 
therapy  used  before  the  diagnosis  of  SLE  is 
established.  Since  there  are  natural  remis- 
sions to  these  febrile  episodes,  the  anti- 
biotic may  appear  effective  and  it  is  only 
later,  when  recurrences,  chronicity  and  the 
gradual  unfolding  of  other  symptoms  permit 
the  diagnosis  to  be  made. 

Renal  involvement  is  clinically  manifest 
by  abnormal  urinary  sediment,  proteinuria, 
edema  (“nephrosis”),  and  eventually  renal 
failure.  Hypertension  appears  in  approxi- 
mately one  third  of  patients.  Diagnostic  re- 
nal histopathology  discloses  focal,  membran- 
ous, proliferative  glomerulonephritis,  fibrin- 
oid changes,  and  diffuse  membranous  thick- 
ening with  focal  exaggeration  (“wire  loop” 
lesions). 

Cardiac  involvement  includes  pericarditis 
(or  pericardial  effusion),  myocarditis  and 
even  endocarditis  (with  so-called  Libman- 
Sacks  vegetations  on  valves). 

Other  collagen  disease  overlap  appears  par- 
ticularly with  rheumatoid  arthritis  and  pro- 
gressive systemic  sclerosis.  Polymyositis  and 
thrombotic  thrombocytopenic  purpura  have 
also  been  described  with  SLE.  Less  frequent 
reports  of  SLE  with  Sjogren’s  disease,  peri- 
arteritis nodosa,  rheumatic  fever  and  Taka- 
yasu’s  aortitis  have  been  described  (Baeu- 
mer,  Barnett,  Bauer,  Bencze,  Cayla,  Chor- 
zelski,  Hanson,  V.,  Kantor,  Kierland,  Rein- 
er, Rising,  Steinberg,  Swallow,  Toone,  Wig- 
zell). 

Concomitant  neoplastic  disease  (particu- 
larly lymphoma)  has  been  reported  regular- 
ly in  small  incidence  in  older  patients.  (Cam- 
marata,  Holman,  Joseph,  Miller,  D.G.,  Nil- 
sen,  L.B.,  Schottenfeld.) 

Clinical  laboratory  clues  are  common  in 
SLE  although  few  are  specific.  DNA  anti- 
body test  is  positive  in  60  percent  of  pa- 
tients with  SLE  and  is  rarely  so  in  other  dis- 
eases. Antinuclear  antibody  titres  are  posi- 
tive in  90  to  99  percent  of  patients  with 
SLE,  65  percent  of  patients  with  Sjogren’s 
disease,  40  percent  with  progressive  sys- 
temic sclerosis  and  20  percent  rheumatoid 


arthritis.  LE  cell  preparations  are  positive 
in  80  percent  of  patients  in  a single  random 
sample,  in  more  if  at  least  three  tests  are 
made.  Positive  LE  cell  preparations  appear 
in  10  percent  of  patients  with  other  collagen 
diseases.  Other  common  findings  include 
leucopenia,  thrombocytopenia,  anemia,  he- 
molytic anemia,  false-positive  serology  for 
syphilis  (20%),  elevated  sedimentation  rate, 
hyperglobulinemia,  hyperfibrinogenemia,  ab- 
normal urine  sediment,  and  proteinuria. 
Other  pathologic  data  which  are  not  unusual 
include  atypical  fluorescent  treponema  anti- 
body absorption,  circulating  anticoagulants, 
hypoprothrombinemia,  decreased  liver  func- 
tion, cryoglobulinemia,  macroglobulinemia 
and  hyperbilirubinemia.  (Benson,  Carpen- 
ter, Catterall,  Corrigan,  Dubois,  Gonyea, 
Harvey,  Horta,  Hughes,  G.R.V.,  Kraus, 
Moore,  J.E.,  Mustakallio,  Putkonen,  Rowell, 
Schur,  Schulman,  Wigzell.) 

Neurologic  Manifestations  of  SLE 

Approximately  25  percent  of  patients  with 
SLE  will  reveal  early  and  outstanding  neu- 
rologic symptoms.  On  long  followup  with 
neurologic  scrutiny  it  is  likely  that  50  to 
60  percent  of  patients  will  present  some 
neurologic  manifestations  at  some  time.  Oc- 
casionally these  present  recurrently  for  sev- 
eral years  before  diagnosis  is  made.  (Berry, 
Denko,  Harvey,  Johnson,  R.T.,  Mozai,  O’Con- 
nor, Rosenthal,  Shiraki.) 

Neurologic  symptoms  and  signs  in  SLE 
are  many  and  varied,  understandable  on 
recalling  the  underlying  microinfarctions 
and  microhemorrhages  that  may  occur  any- 
where in  the  nervous  system,  singly,  dis- 
seminated, in  foci  or  coalescing  patches. 
(Abrams,  Adams,  J.H.,  Banker,  Berry,  Car- 
penter, Clarke,  Denko,  Dietze,  Dubois,  Foex, 
Fulton,  Garcia-Austt,  Gold,  Guze,  Hanson, 
V.,  Harvey,  Haserick,  Heine,  Honda,  Jacobs, 
Jarnum,  Johnson,  R.T.,  Lessof,  Levine, 
Lewis,  Meislin,  Mintz,  Miyazaki,  Mozai, 
O’Connor,  J.F.,  Rosenthal,  Rossner,  Shiraki, 
Siekert,  Silverstein,  Ziprkowski.) 

Convulsions  and  psychoses  are  the  most 
common  neurologic  manifestations  of  SLE. 
Besides  these,  the  following  clinical  neuro- 
logic features  appear  with  SLE,  listed  here 
in  approximate  order  of  frequency: 
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Renal  failure;  uncommonly  with  acute 
hypertensive  crisis. 

Myositis-myopathy. 

Focal  cerebral  infarction. 

Cranial  nerve  paralysis. 

Nuclear  (brainstem  syndromes) 
Peripheral 

Peripheral  neuropathy  or  polyradiculo- 
neuropathy (Guillain-Barre  type). 

Chorea. 

Intracranial  bleeding. 

Subarachnoid 

Intracerebral 

Myelitic  syndromes. 

Encephalitic  and  encephalomyelitic  syn- 
dromes. 

Meningeal  (“meningitis”)  reaction. 

Intracranial  mass  lesion. 

Pseudotumor  cerebri 
Intracerebral  hemorrhage 

Complicating  infection  of  C.N.S. : Bac- 
terial, fungal,  viral. 

Meningitis 
Disseminated  sepsis 
Endocarditis 
Brain  abscess 

Myasthenia  gravis. 

Progressive  multifocal  leucoencephalo- 
pathy. 

There  may  be  only  one  clinical  neurologic 
presentation;  or  more,  simultaneously,  se- 
quentially, or  even  with  remissions  and  re- 
lapses. Involvement  may  be  diffuse,  or 
single  and  focal,  or  multifocal.  Combina- 
tions of  cerebral,  brainstem,  cerebellar,  cra- 
nial nerve,  spinal,  and  peripheral  nerve  in- 
volvement may  occur. 

The  diagnosis  of  SLE  as  etiologic  in  neu- 
rologic disease  will  be  made  on: 

1.  Careful  history  and  examination 
which  provide  clues  of  SLE,  past  or 
present. 

2.  Failure  to  find  an  immediate  etiologic 
explanation  of  the  disease  picture  at 
hand  (as  the  common  varieties  of 
cerebrovascular  disease,  neoplasia, 
meningitis,  or  multiple  sclerosis),  now 

a.  reviewing  in  orderly  fashion  the 
collagen  disease  possibilities,  or 


b.  casting  about  with  multiple  tests 
to  catch  some  clue  or  direction  of 
search. 

3.  Serendipity /chance 

4.  Postmortem  examination 

The  main  clues  are  those  of: 

1.  The  triad:  arthritis,  febrile  illness, 
skin  disorder  (past  or  present). 

2.  Pulmonary  or  cardiac  involvement. 
Pleurisy,  pleural  effusion,  pneumon- 
itis, pneumonia,  dyspnea  ; pericarditis, 
pericardial  effusion,  myocarditis,  endo- 
carditis. 

3.  Other,  multiple  system  disease  often 
including  glomerulonephritis. 

4.  Several  characteristic  abnormalities  in 
even  “routine”  laboratory  informa- 
tion. 

5.  Disseminated  (simultaneous  or  se- 
quential) neural  lesions,  as  separate 
cerebral  foci,  cerebral  plus  peripheral 
nerve  deficits,  or  cortical  plus  cranial 
nerve  lesions. 

6.  Often  a decided  response  to  energetic 
corticosteroid  therapy. 

A cursory  or  concise  history  that  focuses 
only  on  strict  “present  illness”  or  neurologic 
features  and  that  disregards  the  past  medi- 
cal history  is  likely  to  miss  the  diagnostic 
opportunity. 

At  least  70  percent  of  the  patients  with 
neurologic  manifestations  of  SLE  have  past 
clues  of  SLE.  A number  will  also  reveal 
resent  clues  of  SLE.  The  least  common 
presentation  is  the  delight  of  the  clinico- 
pathologic  conferences  mentor  wherein  the 
neurologic  features  present  first  and  clues 
of  SLE  remain  obscure.  Such  “pure”  neu- 
rologic presentations  occur  in  less  than  ten 
percent  of  patients  with  SLE  (O’Connor). 

Convulsions  in  SLE  are  due  to  (in  ap- 
proximate order  of  frequency)  : 

1.  Arteritis  of  SLE  in  cerebrum. 

2.  Uremia,  often  with  hypertension. 

3.  Terminal,  multiple  system  breakdown. 

4.  Anticonvulsive  medication,  rarely 
(which  aggravates  the  auto  - immune 


October,  1972 


397 


abnormalities ; see  also  drug-induced 
SLE). 

5.  Complications  of  large  doses  of  cor- 
ticosteroids, including  CNS  infection 
(uncommon). 

6.  Concomitant  epilepsy  or  convulsions 
of  etiology  unrelated  to  SLE. 

Convulsions  may  appear  as  the  sole  neu- 
rologic manifestation  of  SLE  or  with  other 
neurologic  features.  They  may  be  non- 
recurrent, isolated  or  appear  frequently, 
even  in  status  epilepticus.  If  the  hydantoin 
anticonvulsant  medication  aggravates  fea- 
tures of  SLE  significantly,  and  this  must 
be  watched  for,  simple  phenobarbital  and 
corticosteroid  therapy  must  be  depended 
upon.  Intravenous  diazepam  (Valium)  is 
employed  in  crises. 

Convulsions  may  be  the  only,  initial  clin- 
ical manifestation  of  SLE  but  this  is  un- 
common, appearing  in  one  to  three  percent 
of  patients  with  SLE  (Alarcon  - Segovia 
1969).  Likewise,  convulsions  due  to  drug- 
induced  SLE  are  rare.  In  one  group  of 
150  patients  with  SLE  26  patients  had  con- 
vulsions, three  of  whom  had  seizures  ante- 
dating onset  of  SLE  and  considered  un- 
related to  SLE  (O’Connor).  In  any  large 
group  of  patients  one  may  find  one  to  three 
percent  with  convulsions  of  idiopathic  and 
various  origins. 

Most  studies  describe  an  approximate  15 
percent  incidence  of  convulsions  among  pa- 
tients with  SLE,  although  percentages  as 
high  as  50  percent  are  noted.  One  third  of 
these  patients  are  in  renal  failure  or  term- 
inal state.  Abnormal  EEG  tracings  are  de- 
scribed in  50  to  85  percent  of  patients  with 
SLE  but  clinical  correlation  is  often  dis- 
appointing. (Berry,  Bergouignan,  Clarke, 
Denko,  Dietze,  Dubois  1963,  Foex,  Fulton, 
Garcia-Austt,  Gibbs,  Gold,  Hanson,  V.,  Har- 
vey, Honda,  Jacobs,  Johnson,  R.T.,  Lakatos, 
Meagher,  Mozai,  O’Connor,  Peterson,  R.D., 
Rossner,  Schaposnik,  Scheinberg,  Shiraki, 
Somogyi,  Tyrer.) 

Psychiatric  symptoms  appear  in  30  to  50 
percent  of  patients  with  SLE  and  in  15  to 
30  percent  psychosis  is  diagnosed.  In  50 
to  65  percent  of  patients  with  psychiatric 
features,  organic-toxic  mental  changes  are 


described  (lethargy,  confusion,  hallucina- 
tions, delirium,  dementia).  In  the  remain- 
der, depressive  syndromes  are  most  common 
although  emotional  lability,  anxiety,  para- 
noid, and  schizophrenic  features  are  amply 
described.  The  psychiatric  syndrome  may 
change  remarkably  with  the  course  of  the 
disease  and  its  new  relapses.  The  appear- 
ance of  mental  changes  with  SLE  is  due  to 
the  interaction  of  personality,  situational 
stresses  and  SLE  vascular  changes  in  the 
brain.  Concomitant  neurologic  phenomena, 
even  diffuse  encephalitic  or  encephalomy- 
elitic  syndromes  are  not  unusual.  In  ap- 
proximately 20  to  30  percent  of  patients 
with  mental  changes,  renal  insufficiency,  in- 
fection (including  C.N.S.  infection),  cardiac 
involvement,  hepatic  failure  or  high  doses 
of  corticosteroids  are  at  fault.  However  ex- 
cessive corticosteroid  therapy  is  only  rarely 
etiologic.  Mental  changes  often  respond  re- 
markably to  adequate  therapy.  The  inci- 
dence of  psychosis  with  corticosteroid  ther- 
apy is  5 percent  or  less  whereas  a 15  to  30 
percent  incidence  of  psychosis  exists  with 
SLE.  Yet  these  decisions  are  not  simple 
and  the  mental  status  of  an  occasional  pa- 
tient improves  remarkably  on  reduction  or 
cessation  of  corticosteroids  (Fritz,  Brook). 
Trial-and-error  may  have  to  be  employed, 
increasing  corticosteroid  doses  first,  then  if 
no  improvement  occurs  after  three  or  four 
days,  reducing  doses  progressively.  (Berry, 
Brook,  Carpenter,  Clarke,  Denko,  Dietze, 
Fritz,  Foex,  Franklin,  Guze,  Harvey,  Heine, 
Honda,  Johnson,  R.T.,  Julien,  Kreindler, 
Malamud,  Meislin,  Mintz,  Mozai,  O’Con- 
nor, Peterson,  R.D.,  Rossner,  Scheinberg, 
Sedgewick,  Shiraki,  Siekert,  Trakas,  Tyrer, 
Ziprkowski.) 

Myositis  (or  its  residual,  myopathy)  ap- 
pears in  SLE  in  the  same  spectrum  note- 
worthy with  several  collagen  diseases,  name- 
ly combined  SLE-polymyositis,  or  SLE  with 
myositic  features  but  insufficient  manifes- 
tations of  the  latter  to  allow  two  diagnoses. 
The  percentage  of  full-blown  polymyositis 
with  SLE  is  low.  Yet  one  or  more  myositic 
features  may  appear  in  SLE  in  as  high 
as  25  to  30  percent  of  patients;  these  in- 
clude myalgia,  weakness  and  atrophy  (usual- 
ly mild),  as  well  as  muscle  biopsy,  enzyme 
and  EMG  abnormalities.  Large  and  proxi- 
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mal  muscle  groups  are  usually  involved. 
Dysphagia  may  appear.  Other  neurologic 
symptoms  may  occur  as  psychosis  or  con- 
vulsions. Corticosteroid  therapy  is  usual- 
ly beneficial  in  treatment.  (Daughety,  Erb- 
sloeh,  Foex,  Honda,  Humphrey,  Kierland, 
Lang,  Norton,  Sibrans,  Soennichsen,  Wein- 
garten. ) 

Cerebral  vascular  syndromes  (with  focal 
cerebral  deficit)  appear  in  less  than  10  per- 
cent of  patients  with  SLE.  SLE  is  to  be 
considered  then,  in  children  or  adults  under 
the  age  of  fifty  presenting  with  acute  cere- 
brovascular syndromes  although  the  inci- 
dence of  SLE  causing  cerebrovascular  symp- 
toms will  be  only  in  the  range  of  five  per- 
cent. A variety  of  other  neurologic  phe- 
nomena may  precede,  accompany  or  follow. 
Multiple,  simultaneous  foci  or  recurrences 
at  disseminated  sites  may  appear.  Uncom- 
monly acute  myocardial  infarction  or  bac- 
terial endocarditis  with  SLE  produce  cere- 
bral embolism.  (Adams,  J.H.,  Andreucci, 
Banker,  Bas,  Casey,  Clarke,  Foex,  Fulton, 
Griggs,  Harvey,  Hejtmancik,  Honda,  Jar- 
num,  Johnson,  R.T.,  Komar,  Levine,  Mills, 
Mintz,  Schaposnik,  Siekert,  Shiraki,  Silver- 
stein,  Toone,  Weingarten,  Willoughby.) 

Cranial  nerves  are  involved  in  SLE  (in 
approximately  5%  of  patients)  from  their 
intramedullary  nuclei  or  peripherally.  Pa- 
pilledema, optic  neuritis  or  optic  atrophy 
may  occur,  with  or  without  cerebral  symp- 
toms. Ophthalmoplegias,  Horner’s  syn- 
drome, trigeminal  neuropathy  (not  tic  dou- 
leureaux),  deafness,  Meniere-like  syndrome, 
dysarthria,  dysphagia,  and  laryngeal  paraly- 
sis may  occur  in  SLE.  Infarctive  medullary 
or  pontine  syndromes  may  develop.  (Ash- 
worth, Bettman,  Cogan,  DeSeze,  Johnson, 
R.T.,  Kaplan,  Kulis,  Lison,  Meagher,  Mills, 
Mozai,  Scheinberg,  Stutzer,  Tait,  Wein- 
garten.) 

Neuropathy  appears  in  5 to  15  percent  of 
patients  with  SLE.  It  may  occur  as  an  iso- 
lated phenomenon  or  with  preceding,  simul- 
taneous or  subsequent  neurologic  involve- 
ment elsewhere  as  cerebral,  cranial  nerve, 
or  brainstem.  Isolated  mononeuropathy, 
multiple  mononeuropathy,  symmetrical  poly- 
neuropathy and  Guillain-Barre  (polyradicu- 
loneuropathy) syndromes  appear  with  SLE. 


(Anderson,  I.F.,  Bailey,  Bergouignan,  Ber- 
ry, Clarke,  Dyk,  Foex,  Gargour,  Hanson,  V., 
Haserick,  Heptinstall,  Honda,  Jacob,  Lewis, 
Mintz,  Scheinberg,  Sedgewick,  Siekert,  Si- 
guier, Terrasse,  Tyrer,  Volmat.) 

Chorea  occurs  in  less  than  five  percent 
of  patients  with  SLE  and  SLE  accounts  for 
less  than  five  percent  of  patients  with 
chorea.  Patients  are  female  ages  10  to  33 
years  (average  age  17)  at  onset  of  chorea. 
In  approximately  30  percent  of  patients 
chorea  precedes  other  clinical  signs  of  SLE  ; 
in  20  percent  chorea  and  other  manifesta- 
tions of  SLE  appear  together;  in  50  percent 
of  patients  chorea  develops  after  appear- 
ance otherwise  of  SLE.  Chorea  may  linger 
ten  days  to  two  years.  In  approximately  50 
percent  of  patients  other  neurologic  phe- 
nomena precede,  accompany  or  follow 
chorea.  Response  of  chorea  to  corticosteroid 
therapy  in  SLE  aids  in  distinguishing  it 
from  the  chorea  of  rheumatic  fever  (Berry, 
Cammarata,  Case  records  Mass.  Gen.  Hosp., 
Clarke,  Delmar,  Donaldson,  Foex,  Green- 
house, Heilman,  Lessof,  Mallory,  Olsen,  J.E., 
Paradise,  Peterson,  R.D.,  Rowe,  Schapos- 
nik, Sedgewick,  Siekert,  Siguier,  Vaccaro, 
Von  Albertini). 

Intracranial  bleeding . Less  than  five  per- 
cent of  patients  with  SLE  incur  intracranial 
bleeding,  intracerebral,  or  subarachnoid. 
This  may  or  may  not  be  associated  with 
hypertension  or  hypertensive  crisis.  Small 
artery  and  arteriolar  necrosis  and  rupture 
develop  in  coalescing  sites.  (Berry,  Brands- 
ma,  Carpenter,  Casey,  Clarke,  Denko,  Hon- 
da, Meagher,  Meislin,  Silverstein.) 

Spinal  cord  or  “ myelitic ” syndromes  ap- 
pear in  one  to  two  percent  incidence  with 
SLE.  These  involvements  are  infarctive 
with  myelomalacia,  most  common  in  dorsal 
segments  of  the  spinal  cord.  A small  num- 
ber present  with  spinal  symptoms  before 
other  obvious  signs  of  SLE.  Evolution  is 
rapid,  often  within  24  hours,  most  within 
a few  days.  Spinal  fluid  cell  counts  and  pro- 
tein are  usually  elevated.  Rarely,  subdural 
spinal  hemorrhage  has  been  reported  with 
SLE.  Other  disseminated  neurologic  fea- 
tures (as  cerebral,  brainstem  or  peripheral 
nerve)  may  be  present.  Rapid  (parenteral) 
administration  of  cortisone  is  required  once 
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diagnosis  is  made.  (Andrews,  Castaing, 
Clarke,  Delmas-Marsalet,  Dyk,  Granger, 
Penn,  Piper,  Shiraki,  Siekert,  Tumulty.) 

Disseminated  encephalitic  or  encephalo- 
myelitic  syndromes  may  appear  with  head- 
ache, fever,  lethargy,  confusion,  delirium, 
stupor,  convulsions,  with  or  without  scat- 
tered, focal  deficits  (Dyk,  Glaser,  Gottwald, 
Hanson,  Mintz,  Orthner,  Vejjajiva). 

Meningeal  reaction  is  manifested  by  an 
aseptic  meningitis,  with  or  without  head- 
ache, and  meningism,  elevation  of  spinal 
fluid  cell  count  and  protein  (Pierce). 

The  syndrome  of  intracranial  mass  lesion 
occasionally  appears  with  headache,  in- 
creased pressure,  convulsions  and  focal  cere- 
bral deficit.  This  is  due  to  intracerebral 
hemorrhage  or  to  focal  hemorrhagic  infarc- 
tion and  edema  (Bettman,  Casey,  Fultman, 
Meagher,  Scheinberg,  Urbanek). 

Infection  of  the  central  nervous  system 
is  invited  in  SLE  by  immunologic  defects,  by 
vigorous  corticosteroid  therapy  and  by  gen- 
eral debility  and  multiple  system  failure. 
This  includes  bacterial  or  fungal  endocar- 
ditis, meningitis,  septicemia,  herpes  zoster 
and  rarely  brain  abscess  (Case  records  Mass. 
Gen.  Hosp.,  Collins,  Hasereck,  Hejtmancik, 
Mallory,  Mills,  Mozai,  Rosengarten,  Schulze, 
Willoughby). 

Myasthenia  gravis  may  appear  with  SLE. 
It  is  not  common  but  well  recorded.  Among 
patients  with  myasthenia  gravis,  SLE  oc- 
curs in  0.1  to  3 percent.  In  patients  with 
SLE,  myasthenia  appears  in  approximately 

O. 7%.  These  may  be  incidental  overlaps  al- 
though speculation  arises  since  myasthenia 
and  SLE  both  may  be  autoimmune  diseases. 
In  over  sixty  percent  of  patients  with  these 
two  diseases,  myasthenia  gravis  appears  be- 
fore SLE  manifestations.  ( Alarcon-Segovia 
1963,  Delmas-Marsalet,  Denny,  Downes,  Gal- 
braith, Golden,  Harvey,  Hess,  Isaacs,  Kissell, 
Makela,  O’Connor,  Peterson,  R.D.,  Peterson, 

P. ,  Piemme,  Rowland,  Strejcek,  Wolf,  S.M., 
Zoupanos.) 

Progressive  multifocal  leuco  encephalo- 
pathy appears  usually  as  an  uncommon  de- 
velopment in  lymphomas  and  leukemias  pre- 
sumably the  result  of  an  immunologic  dis- 


order. On  one  occasion  this  has  been  report- 
ed with  SLE,  appearing  in  the  sixth  year  of 
the  disease  (Slooff). 

Drug-induced  SLE  appears  in  susceptible 
individuals.  This  is  most  commonly  report- 
ed with  procainamide,  hydralazine,  and  anti- 
convulsant medications  but  an  ever  length- 
ening list  of  culpable  drugs  appears  each 
year.  This  form  of  SLE  responds  quickly 
and  usually  to  discontinuance  of  the  offend- 
ing medication.  Reviewing  histories  of 
many  patients  with  this  form  of  SLE,  one 
is  not  impressed  with  the  frequency  of  neu- 
rologic phenomena.  Perhaps  this  is  due,  in 
many  reported  cases,  to  the  fact  that  the 
cause  was  discerned  and  the  disorder  al- 
lowed minimal  progression.  Peripheral  neu- 
ropathy is  the  most  frequent  neurologic  fea- 
ture reported  and  some  of  this  may  be  due 
to  pyridoxine-deficiency  produced  by  hy- 
dralazine in  some  patients  (Raskin).  A not 
unusual  problem  is  presented  by  the  pa- 
tient with  apparently  idiopathic  convulsive 
disorder  who  develops  SLE  on  taking  anti- 
convulsant medication.  Convulsions  appear 
as  initial  and  presenting  symptoms  in  less 
than  one  percent  of  patients  with  spontane- 
ous SLE.  Convulsions  appearing  as  initial 
symptoms  in  drug-induced  SLE  are  rare. 
Phenobarbital  appears  to  be  the  anticonvul- 
sant least  likely  to  produce  SLE  phenomena. 
(Alarcon-Segovia,  Dubois  1963,  Fakhro,  Ja- 
cobs, Lee,  Lindqvist,  Maxon,  Raskin,  Ruth- 
erford, Singson.) 

Treatment  of  SLE  today  depends  mostly 
on  corticosteroid  therapy.  Anti  - immuno- 
logic drugs  are  being  tried  but  their  place 
awaits  definition.  Corticosteroid  therapy 
must  often  be  bold  and  vigorous,  with  doses 
of  prednisone  at  120  mg  or  more  per  day 
not  uncommon  during  critical  periods.  The 
question  often  arises  whether  large  doses 
of  prednisone  may  cause  or  aggravate  psy- 
choses or  convulsions  in  particular.  Usually 
the  appearance  of  these  symptoms  warrants 
more  vigorous  corticosteroid  therapy  since 
the  chances  of  SLE  per  se  producing  these 
symptoms  are  considerably  greater  than  cor- 
ticosteroids precipitating  them.  Exceptions 
occur  however  (see  discussion  under  Psy- 
chiatric Symptoms,  above).  Neurologic 
manifestations,  unless  of  terminal  nature, 
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are  usually  responsive  to  corticosteroid  ther- 
apy. Severity  and  dissemination  of  SLE  are 
the  main  factors  associated  with  neurologic 
phenomena  but  these  don’t  preclude  good 
therapeutic  response.  (Brook,  Franklin, 
Fritz,  Fulton,  Guze,  Heine,  Johnson,  R.T., 


Julien,  Meislin,  Miyazaki,  O’Connor,  Rowell, 
Ziprkowski.) 

References  obtainable  from  author. 

(This  report  made  possible  with  assistance 
of  Research  Grant  NLM-EP  2 ROI  LM00636-04 
from  National  Institute  of  Health). 


The  Office  Management  of  Sinusitis 


A tremendous  number  of  people 
today  claim  to  have  “sinus” 
and  cling  faithfully  to  their 
symptoms  of  nasal  obstruction  and  inter- 
mittent headache,  becoming  somewhat  like 
Linus  deprived  of  his  blanket  when  one 
suggests  that  their  problems  are,  with  un- 
common exception,  due  to  conditions  almost 
wholly  confined  to  the  nose  and  their  psyche. 

Thus,  a complete  compendium  of  sprays, 
drops,  salves,  injections,  insufflations,  and 
irrigations  have  arisen  to  produce  an  almost 
voodoo  cult  of  practitioners  in  the  art  of 
relieving  “sinus.”  The  term  “sinus”  so  com- 
monly used,  I carefully  place  in  quotes,  to 
differentiate  it  from  primary  disease  of  the 
sinuses,  sinusitis,  a distinct,  but  frequently 
misdiagnosed  condition. 

Let  us  then  take  a short,  methodical  look 
at  the  paranasal  sinuses,  how  they  relate 
to  the  rest  of  the  upper  respiratory  system, 
what  kinds  of  diseases  involve  them,  how  we 
diagnose  it,  and  what  we  presently  recom- 
mend doing  about  it. 

The  paired  maxillary  sinuses,  lying  in  the 
adult  on  either  side  of  the  nasal  cavity,  are 
present  at  birth,  but  are  much  smaller.  An 
important  clinical  point  is  that  the  floor  of 
the  maxillary  sinus  lies  about  at  the  level 
of  the  attachment  of  the  inferior  turbinate 
at  birth,  and  not  until  the  age  of  about 
eight  years  does  it  reach  the  level  of  the 
floor  of  the  nose.  Thus,  sinus  irrigation  in 
young  children  requires  radiographic  knowl- 
edge of  where  the  floor  of  the  maxillary  an- 
trum lies. 

The  ethmoidal  sinuses,  which  arise  from 
recesses  in  the  lateral  walls  of  the  three 
meatuses : the  middle,  superior,  and  supreme, 
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are  always  present  at  birth,  and  may  even  in 
early  infancy  be  clinically  significant  in  con- 
trast to  some  of  the  other  sinuses.  Divided 
roughly  into  the  anterior  group  which  empty 
into  the  middle  meatus,  and  the  posterior 
group  which  empty  into  the  superior  meatus, 
they  may  be  seen  as  definite  spaces  as  early 
as  the  sixth  or  seventh  fetal  month. 

The  frontal  sinus  system  is  probably  the 
most  variable  in  the  human  being,  arising 
from  the  most  antero-superior  extension  of 
the  middle  meatus  of  the  nose.  A definitive 
frontal  sinus  is  rarely  recognizable  at  birth, 
and  may  not  be  seen  until  the  second  or  third 
year  of  life.  Even  then  it  usually  does  not 
achieve  clinical  significance  until  ten  or 
twelve  years  of  age,  and  is  not  ordinarily 
fully  developed  until  the  age  of  18  or  20.  Of 
the  four  primary  paranasal  sinus  systems, 
this  is  the  one  which  is  most  commonly 
absent  or  underdeveloped,  particularly  in 
the  Caucasian  race. 

The  sphenoidal  sinus  is  again  seen  dur- 
ing early  fetal  life,  but  is  probably  of  no 
clinical  significance  at  birth,  despite  the 
presence  of  a cavity.  It  arises  as  an  out- 
growth of  the  postero-superior  part  of  the 
sphenoethmoidal  recess.  It  has  a rather 
thick  intersinus  septum  during  infancy  and 
early  childhood.  As  the  cavity  enlarges, 
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there  is  frequently  only  a thin  bony  wall 
separating  it  from  neighboring  nerves  and 
blood  vessels.  There  is  a relatively  intimate 
relationship  with  the  maxillary  and  oph- 
thalmic nerves  as  they  course  near  the  sinus. 

The  sinuses  empty  their  secretions  into 
that  portion  of  the  nose  originally  involved 
in  their  formation.  The  frontals  empty  di- 
rectly or  through  a naso-frontal  duct  high 
and  anteriorly  into  the  middle  meatus.  The 
anterior  ethmoids  empty  into  the  mid- 
portion of  the  middle  meatus,  and  the  max- 
illary slightly  more  posteriorly  in  the  same 
meatus.  The  posterior  ethmoid  cells  drain 
into  the  superior  meatus,  and  the  sphenoid 
sinus  empties  into  the  sphenoethmoidal  re- 
cess high  in  the  supreme  meatus.  The  in- 
ferior meatus  receives  no  sinus  ostia,  how- 
ever it  does  contain  the  opening  of  the  lac- 
rimal duct,  and  thus  does  have  considerable 
clinical  significance. 

True  sinusitis  may  be  divided  according 
to  etiology  into  suppurative  and  hyperplas- 
tic, or  allergic.  Not  infrequently,  especially 
in  children,  there  is  seen  a combined  sup- 
purative and  allergic  sinusitis  when  an  acute 
purulent  infection  is  superimposed  on  mem- 
branes that  are  thick  and  polypoid,  secon- 
dary to  allergy,  and  produce  obstruction  of 
the  sinus  ostia.  Pure  suppurative  sinusitis 
may  be  acute,  subacute  or  chronic. 

Let  us  now  discuss  the  acute  disease,  its 
symptoms,  physical  findings  and  x-ray 
evaluation.  Pyogenic  infection  of  almost 
any  type  presents  as  pain,  and  the  sinuses 
are  no  exception.  Of  some  differential  value 
here  is  the  finding  that  a head-low  position 
may  result  in  an  exacerbation  of  the  pain, 
and  it  is  usually  worse  early  in  the  morning 
and  late  in  the  afternoon,  with  the  midday 
being  rather  free  of  symptoms  as  the  pa- 
tient remains  upright  and  becomes  pre- 
occupied with  the  day’s  activities. 

There  has  been  a great  deal  written  on 
the  accuracy  of  pinpointing  the  involved 
sinus  according  to  the  location  of  pain.  In 
general,  the  frontal  and  maxillary  sinus 
complaints  are  located  directly  over  the 
sinuses  themselves,  or  in  a concentric  fash- 
ion immediately  around  them.  The  area  for 
the  frontal  sinus  does  extend  up  into  the 


frontoparietal  area  for  some  distance.  The 
maxillary  teeth,  because  of  the  proximity  of 
their  roots  to  the  lining  of  the  sinus,  are 
quite  often  the  presenting  site  of  referred 
maxillary  sinus  pain.  There  may  be  also 
tenderness  to  direct  palpation  over  these 
sinuses. 

For  the  ethmoid  and  sphenoid  sinuses, 
palpation  is  obviously  impossible,  and  we 
must  rely  more  on  the  location  of  referred 
pain  to  give  us  a clue.  Pain  from  the  eth- 
moid sinuses  is  usually  referred  to  the  orbital 
and  parietal  regions,  very  occasionally  to 
the  vertex.  Retroorbital  pain  is  one  of  the 
more  constant  findings  in  acute  suppurative 
sphenoiditis , with  the  occipital  and  temporo- 
parietal areas  also  being  involved  with 
varying  frequency.  Sphenoid  sinusitis  may 
also  give  rise  to  mastoid  pain,  and  it  may 
well  be  an  important  point  to  differentiate 
referred  pain  in  this  area  from  that  of 
primary  mastoid  disease. 

Examination  of  the  anterior  nose  frequent- 
ly shows  edema  of  the  mucous  membranes. 
The  use  of  a vasoconstrictor  is  rather  im- 
portant to  allow  two  things:  better  exam- 
ination of  the  posterior  reaches  of  the  nose, 
and  a freer  flow  of  secretions  from  ostia 
which  may  be  blocked  by  edema  or  vascular 
engorgement  secondary  to  inflammation. 
The  choice  of  a vasoconstrictor  may  be  1- 
3%  ephedrine,  0.5%  phenylephrine,  or  5% 
cocaine.  Cocaine  is  probably  less  desirable 
from  a toxicity  standpoint  than  the  other 
two,  although  it  does  have  the  advantage 
of  both  analgesia  and  constriction. 

While  drainage  from  one  of  the  meatuses 
may  be  seen  through  the  anterior  approach, 
it  is  also  necessary  to  do  indirect  naso- 
pharyngoscopy  with  the  mirror,  to  look  for 
drainage  from  the  posterior  ends  of  the 
meatuses,  particularly  the  middle,  suggest- 
ing maxillary  sinusitis,  and  the  superior, 
which  cannot  ordinarily  be  seen  through  the 
anterior  nose. 

We  have  come  to  use  our  radiologic  aids 
so  commonly  in  the  past  few  years,  that  we 
frequently  neglect  the  use  of  transillumina- 
tion in  evaluating  the  sinuses.  It  is  an  easily 
performed,  and  frequently  valuable  diag- 
nostic tool.  The  light  source  may  be  simply 
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a small  high-intensity  flashlight,  or  one  of 
the  more  sophisticated  tube-type  illumin- 
ators. Examination  is  carried  out  with  the 
room  lights  extinguished.  The  illuminator 
is  placed  in  the  upper  portion  of  the  medial 
canthus  of  the  eye,  beneath  the  floor  of  the 
frontal  sinus,  and  shielded  with  the  hand 
to  transilluminate  the  frontal  sinus  on  each 
side.  Keeping  in  mind  that  the  variability 
of  frontal  cell  development  could  give  a false 
positive  finding  here,  nevertheless  the  find- 
ing of  unilateral  opacity  in  the  presence  of 
pain  and  pressure  symptoms  should  be  high- 
ly suggestive  of  active  disease.  The  max- 
illary sinuses  may  be  illuminated  either  by 
holding  the  light  over  the  roof  of  the  sinus 
in  the  infraorbital  nerve  area  and  observing 
it  shining  through  the  roof  of  the  opened 
mouth,  or  in  reverse  fashion,  by  placing  the 
end  of  the  light  in  the  patient’s  mouth  which 
is  pursed  around  the  light,  and  then  mov- 
ing the  source  from  one  side  to  the  other, 
observing  the  light  transmitted  through  the 
anterior  wall  of  the  sinus. 

Chronic  sinusitis  is  obviously  acute  sinus- 
itis that  has  never  been  treated,  or  having 
been  treated,  has  not  been  cured.  It  pre- 
sents with  symptoms  that  are  necessarily 
of  a more  subtle  less  dramatic  nature  than 
the  pain  and  acute  purulent  drainage  seen 
in  the  acute  disease.  Obstruction  seems  to 
be  the  key  to  chronic  sinus  disease.  This 
may  manifest  itself  as  nasal  obstruction 
secondary  to  tissue  edema  and  blockage  of 
natural  ostia,  or  in  the  formation  of  inflam- 
matory polyps  or  other  connective  tissue 
proliferation  that  results  from  chronic  in- 
flammation. Another  obstructive  symptom 
in  an  acute  paranasal  sinus  infection,  that 
is  also  seen  in  chronic  disease,  is  that  of 
decreased  hearing  acuity.  In  longstanding 
sinusitis,  it  is  usually  secondary  to  a serous 
otitis  media  produced  by  edema  and  eusta- 
chian  tube  obstruction  following  longstand- 
ing postnasal  drainage.  Hoarseness  may 
also  result  from  the  constant  bathing  of  the 
larynx  by  chronically  infected  secretions. 

Pain,  while  it  may  be  present,  is  less 
commonly  the  presenting  symptom,  and  is 
usually  more  secondary  to  obstruction  than 
acute  disease. 

Physical  findings  in  the  chronic  suppura- 


tive sinusitis  are  similar  to  those  in  acute 
disease,  however  secretions  are  usually 
thicker  and  less  copious.  Some  physicians 
feel  that  a diagnostic  irrigation  of  the  max- 
illary sinus  is  indicated  when  chronic  infec- 
tion is  suspected,  and  others  include  treph- 
ination through  the  floor  of  the  frontal  sinus 
as  well,  when  unresolved  disease  seems  cer- 
tain. 

The  standard  radiologic  examination  of 
the  sinuses  should  consist  of  four  views: 

1.  The  lateral  view  should  demonstrate 
the  antero-posterior  dimension  of  all  of  the 
sinuses,  including  the  central  depth  of  the 
frontal  sinus. 

2.  The  Waters  view,  taken  with  the  pa- 
tient face  down  and  the  head  tipped  slight- 
ly back,  is  the  best  for  demonstrating  the 
maxillary  sinuses.  The  frontal  sinuses 
show  clearly,  and  the  anterior  ethmoidal  air 
cells  appear  on  either  side  of  the  nasal 
pyramid.  The  floor  of  the  sphenoid  sinus 
is  seen  variably. 

3.  The  Caldwell  projection,  which  is  a 
straight  A-P  view,  is  the  best  for  examin- 
ing the  frontal  sinuses.  The  ethmoid  cells, 
particularly  their  lateral  extension,  show 
well.  The  alveolar  portion  of  the  maxillary 
sinuses  may  be  seen,  but  this  is  not  the  best 
picture  for  their  evaluation. 

4.  The  basal  or  submentovertex  view  is 
especially  valuable  for  inspection  of  the 
sphenoid  sinus  and  posterior  ethmoid  cells. 

Treatment  of  acute  suppurative  sinusitis 
is  directed  toward  three  objectives:  relief 
of  obstruction ; control  of  infection ; and 
relief  of  pain.  Heat,  applied  locally  and 
in  a warm,  well  humidified  room,  promotes 
relief  of  pain  and  thinning  of  secretions. 
Salicylates  and  occasionally  propoxyphene 
or  codeine  will  usually  control  discomfort. 
Reduction  of  nasal  congestion  is  absolutely 
necessary  if  infection  is  to  resolve.  Decon- 
gestants are  of  two  main  types:  locally  ap- 
plied, and  oral.  The  local,  or  topical  prep- 
arations are  widely  used,  perhaps  too  wide- 
ly. While  they  may  be  of  some  benefit  for 
relief  of  acute  obstruction,  their  long  term 
use  results  in  sensitization  of  the  nasal 
mucosa  with  rebound  engorgement  of 
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vessels  and  a resulting  rhinitis  medicamen- 
tosa that  is  worse  than  the  primary  disease. 
Combinations  containing  antibiotics,  antihis- 
tamines or  corticosteroids  are  of  no  addi- 
tional benefit,  and  dangerous  sensitization 
to  antibiotics  may  occur  following  their  re- 
peated use  in  this  manner. 

Oral  decongestants,  primarily  sympa- 
thomimetic amines,  are  useful  in  controlling 
nasal  congestion.  Although  they  take  long- 
er to  act  than  topical  applications,  their  ef- 
fect is  more  widely  distributed  throughout 
the  nasal  and  paranasal  mucosa,  and  thus 
they  provide  better  aeration  and  drainage  of 
the  sinus  cavities  over  a longer  period. 
Ephedrine  has  proven  to  be  the  most  ef- 
fective, as  compared  to  phenylephrine  and 
pseudoephedrine ; but  the  undesirable  side 
effects  including  nervousness,  insomnia, 
cardiac  irregularity,  urinary  frequency  or 
retention,  and  skin  eruptions  have  made  the 
latter  two  more  commonly  used  than  ephe- 
drine. 

Oral  decongestants  also  have  been  placed 
in  combination  with  a number  of  other 
drugs,  including  antihistamines  and  corti- 
costeroids. Here  they  have  proven  valuable 
in  carefully  selected  cases  where  an  under- 
lying allergy  is  responsible  for  the  conges- 
tion. Steroids  should  only  be  used  for  a 
short  period. 

Systemic  antibiotic  therapy  for  acute 
sinusitis  should,  as  with  any  infection,  be 
chosen  according  to  culture  and  sensitivity 
results.  However,  due  both  to  the  obstruc- 
tive nature  of  the  infection  and  the  attend- 
ant difficulty  in  obtaining  accurate,  and  the 
necessity  of  early  institution  of  therapy  for 
acute  conditions,  a drug  which  covers  the 
most  commonly  encountered  pathogens  in  the 
area  should  be  familiar  to  the  practitioner. 
Streptococcus  and  pneumococcus  were  the 
primary  pathogens  in  years  past,  and  are 
still  seen  today,  but  in  addition  Staphylo- 
coccus and  Hemophilus  influenzae  are  re- 
sponsible for  a sizeable  majority  of  infec- 
tions. 

A small  percentage  (10-15%)  of  acute 
sinusitis  progresses  despite  therapy  into 
what  we  may  call  a subacute  stage.  Nasal 
stuffiness  and  purulent  drainage  persist ; 
headaches,  cough,  and  malaise  remain. 


After  determining  if  concomitant  allergy 
is  present  by  examination,  eosinophil  counts, 
etc.,  it  is  necessary  to  treat  this  stage  vig- 
orously. It  may  well  be  necessary  at  this 
point  to  consider  sinus  irrigation  and  drain- 
age, via  the  inferior  meatal  approach  for 
the  maxillary  sinus,  or  through  the  floor 
in  the  classic  Lynch  procedure  for  the  fron- 
tal sinus.  It  might  also  be  appropriate  to 
mention  here  the  Proetz  displacement  proce- 
dure. This  method,  which  is  most  effective 
in  draining  the  ethmoid  and  sphenoid  sinus- 
es, is  based  on  the  principle  of  suction  dis- 
placement of  purulent  secretions  from  the 
sinuses,  and  their  replacement  by  a fluid 
of  low  viscosity  (0.5%  ephedrine  in  isotonic 
saline)  introduced  into  the  sinus  faster 
than  the  thick  secretions  can  reenter. 

Chronic  suppurative  sinusitis  is  less  com- 
mon today,  due  partly  to  the  increased  use 
of  appropriate  therapy  for  the  acute  infec- 
tions, and  partly  to  the  improved  recogni- 
tion of  allergy  as  an  important  factor  in  re- 
current sinus  obstruction  and  disease.  The 
key  to  successful  resolution  of  a chronic 
smoldering  sinusitis  is  still  alleviation  of  ob- 
struction. This  may  require  relocation  of 
an  obstructing  turbinate,  reconstruction 
of  a deviated  nasal  septum,  removal 
of  large  nasal  polyps,  or  occasionally  in 
children  the  removal  of  large  obstructing 
adenoids.  However,  in  advanced  cases,  the 
changes  in  the  sinus  mucosa  become  irre- 
versible with  loss  of  ciliary  motility  and 
squamous  metaplasia  which  no  amount  of 
antibiotic  or  decongestant  can  hope  to  allevi- 
ate. Here  total  removal  of  diseased  tissue 
and  establishment  of  adequate  drainage  sur- 
gically is  required. 

We  must  emphasize  that,  contrary  to  popu- 
lar opinion,  chronic  sinusitis  is  an  infre- 
quent cause  of  headache,  except  during  acute 
exacerbations.  Many  people  who  go  on  to  re- 
quire surgical  procedures  are  found  to  have 
severe  sinus  disease  without  pain.  When 
persistent  pain  in  the  face,  eyes  or  maxillary 
teeth  is  present,  a malignancy  must  always 
be  suspected.  And  remember,  by  the  time 
the  radiologist  can  tell  you  that  a tumor  is 
present  because  he  sees  bone  erosion,  the 
chances  of  curing  your  patient  of  his  sinus 
malignancy  have  been  cut  at  least  in  half. 
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So,  in  summary  let  me  emphasize  the  fol- 
lowing points  that  seem  repeatable : 

1.  90%  of  what  patients  call  “sinus”  is 
not  sinus,  but  a combination  of  rhi- 
nitis and  tension  headache. 

2.  Specific  diagnosis  of  sinusitis  requires 
careful  anterior  and  posterior  nasal 
examination  following  shrinking,  plus 
x-rays  including  lateral,  Caldwell, 
Waters,  and  basal  views. 

3.  Treatment  is  aimed,  in  order  of  im- 
portance, at: 

a.  Establishment  of  drainage,  oral 
decongestants  being  better  than 
topical. 


Halothane  Hepatitis 

Abstract 

Summary 

The  comparative  overall  safety  of 
halothane  as  an  anesthetic  agent  ap- 
pears to  have  been  clearly  demonstrat- 
ed. Hepatic  necrosis  is,  however,  a 
rare  complication.  Three  cases  are  re- 
ported demonstrating  the  difficulty  en- 
countered when  trying  to  incriminate  a 
single  agent  as  the  cause  of  hepatic 
necrosis.  Patients  experiencing  unex- 
plained fever  or  jaundice  following  halo- 
thane administration  should  not  re- 
ceive halothane  in  the  future. 

Halothane  w a s introduced 
into  the  United  States  in  1958 
as  an  anesthetic  agent  after 
a record  of  safety  throughout  preliminary 
investigative  studies  and  trials  in  England. 
Subsequently,  reports  of  postoperative  he- 
patic necrosis  associated  with  the  anes- 
thetic appeared  with  sufficient  frequency 
to  stimulate  the  appointment,  by  the  Na- 
tional Academy  of  Science  — National  Re- 
search Council  (NAS-NRC),  of  a subcom- 
mittee, the  National  Halothane  Study.  Near- 
ly 900,000  general  anesthetics  administered 
between  1959  and  1962  were  studied  in 
depth,  including  personal  review  of  charts, 


b.  Institution  of  appropriate  anti- 
biotic therapy  (in  acute  disease). 

c.  Relief  of  pain:  heat  and  anal- 
gesics; increased  humidity. 

4.  If  acute  symptoms  do  not  respond 
promptly,  be  constantly  aware  of  pos- 
sible allergy,  and  have  a high  index 
of  suspicion  toward  malignancy. 
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records,  autopsies,  and  surgical  pathology 
material  by  members  of  the  committee.8 
Failure  to  perform  autopsies  on  40%  of  the 
postoperative  deaths  rendered  the  study  in- 
complete, because  the  hepatic  necrosis  in 
those  cases  could  not  be  completely  evalu- 
ated. The  study  determined  that  the  inci- 
dence of  hepatic  necrosis  was  increased  in 
patients  who  had  undergone  multiple  pro- 
cedures, had  pre-existing  liver  disease,  ex- 
perienced shock,  sepsis,  or  congestive  heart 
failure,  without  respect  to  the  anesthetic 
agent  used.  Halothane’s  safety  record  was 
probably  confirmed  as  its  use  was  associat- 
ed with  an  overall  mortality  rate  of  1.87% 
compared  to  the  average  death  rate  of 
1.93%  for  the  entire  study.  Although  a 
few  cases  of  unexplained  postoperative 
hepatic  necrosis  characterized  by  fever,  con- 
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fusion,  and  somnolence  were  associated  with 
halothane,  the  study  concluded  that  this  oc- 
currence must  be  exceedingly  rare,  and  that 
a causal  relationship  between  halothane  ad- 
ministration and  hepatic  necrosis  was  not 
established.  It  was  further  noted  that  di- 
chlorohexafluorobutene  (DCHFB),  a toxic 
impurity  in  stock  preparations  of  halothane 
and  a potential  cause  of  hepatic  necrosis, 
has  not  been  present  in  halothane  used  in 
the  United  States  since  1958.2- 8 

Although  the  comparative  safety  of  halo- 
thane is  unquestioned,  the  report  of  the  Na- 
tional Halothane  Study  may  have  been  mis- 
interpreted by  many.  The  report  found  no 
causal  relationship  between  halothane  ad- 
ministration and  hepatic  necrosis  but  it  did 
not  deny  that  such  a relationship  might 
exist.  If  it  does,  the  attack  rate  must  be 
quite  low.  Many  studies  of  halothane  were 
hampered  by  the  presence,  in  most  cases, 
of  multiple  potential  causes  of  hepatic  ne- 
crosis; i.e.,  other  anesthetics,  drugs,  blood 
transfusions,  shock,  sepsis,  etc.,  making  it 
difficult,  if  not  impossible,  to  incriminate 
halothane  in  any  specific  case. 

At  least  one  case  was  reported  in  which 
repeated  exposure  of  an  anesthesiologist  to 
halothane  produced  fever,  chills,  and  hepa- 
titis and  led  the  authors  to  conclude  that 
“halothane  is  a sensitizing  agent  capable 
of  evoking  acute  hepatitis  and  other  mani- 
festations of  hypersensitivity  in  a few 
uniquely  susceptible  persons.”5  Recently, 
Sharpstone  et  al  suggested  that  halothane 
hepatitis  may  be  a preventable  disease  be- 
cause ten  of  their  eleven  cases  of  hepatitis 
associated  with  multiple  exposures  to  halo- 
thane had  unexplained  postoperative  fever 
and/or  jaundice  following  prior  halothane 
administration.9  On  the  basis  of  empirical 
observations,  Lomanto  and  Howland  have 
imposed  the  following  limitations  on  halo- 
thane administration:  (1)  A 3-month  inter- 
val between  halothane  exposures,  (2)  no 
halothane  administered  for  minor  diagnostic 
procedures  known  to  be  commonly  followed 
by  major  therapeutic  surgery,  and  (3)  no 
halothane  administered  to  patients  with 
known  liver  disease,  sepsis,  or  flu-like  syn- 
drome.6 There  is  a lack  of  universal  agree- 
ment among  anesthesiologists,  probably  be- 


cause most  anesthetics  available  as  substi- 
tutes for  halothane  appear  to  have  a higher 
attack  rate  of  hepatic  necrosis  than  does 
halothane.8 

During  the  last  five  years,  three  cases 
have  been  identified  at  the  Nebraska  Meth- 
odist Hospital  in  which  halothane  adminis- 
tration was  associated  with  hepatitis  and 
hepatic  necrosis.  They  are  presented  to 
document  the  problem  and  not  to  suggest 
that  halothane  is  an  inordinately  dangerous 
agent. 

Case  1 — This  49-year-old  white 
woman  entered  the  hospital  on  9-10-68 
with  a two-month  history  of  pain  in 
the  right  lower  abdominal  quadrant  ra- 
diating to  the  groin  and  associated  with 
dysparunia  and  menstrual  spotting.  A 
large,  right  ovarian  mass  was  palpable. 
At  celiotomy,  an  anaplastic  carcinoma 
of  the  right  ovary  was  found  involving 
the  anterior  abdominal  wall,  bladder, 
uterus,  and  adnexa.  The  patient  toler- 
ated a hysterectomy  and  bilateral  sal- 
pingo-oophorectomy  well.  Anesthetics 
used  were  nitrous  oxide  and  halothane. 
The  patient  had  a postoperative  temper- 
ature spike  to  100.2°  F.  CBC,  bilirubin, 
alkaline  phosphatase,  and  SGOT  were 
within  normal  limits.  A preoperative 
ESR  was  52  mm/hr.  (See  Table  1). 

The  patient  was  readmitted  to  the 
hospital  on  9-23-68  with  right  lower  ab- 
dominal pain  unrelieved  by  enemas  and 
laxatives.  Celiotomy  five  days  after 
admission  revealed  intestinal  obstruc- 
tion, adhesions  with  perforation  of  the 
small  intestine,  and  generalized  abdom- 
inal metastasis.  Nitrous  oxide  and  halo- 
thane were  again  used.  Following  sur- 
gery, her  temperature  fluctuated  be- 
tween 98.6  and  103.4°  F.  The  patient 
expired  on  the  ninth  postoperative  day. 


Table  1 — Case  #1 


Date 

A.  P’tase 

BUN 

Bilirubin 

SGOT 

9-29-68 

12 

7 

0.3 

24 

9-30-68 

16 

6 

0.6 

41 

10-  1-68 

20 

7 

0.5 

>250 

10-  5-68 

16 

12 

0.8 

>250 

10-  6-68 

32 

13 

3.9 

>250 

10-  8-68 

28 

21 

4.3 

>250 

Normal  Range 

7-17 

7-21 

0.2-1. 2 

10-40 
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At  autopsy,  the  1,640  gm  liver  had 
a dark,  hemorrhagic,  red  surface  with 
a softened  and  dark  red  leading  edge. 
Metastatic  tumor  in  the  liver  was  not 
grossly  identified.  The  portal  vein 
was  patent.  Microscopic  periportal  me- 
tastases  were  present.  The  most  strik- 
ing feature  was  massive  necrosis  in- 
volving predominately  the  centrolobular 
hepatocytes.  The  immediate  cause  of 
death  was  acute  hepatic  necrosis. 

The  patient  received  blood  two  days 
prior  to  the  second  operative  procedure. 
No  other  transfusions  were  given. 
The  anesthesia  records  report  no  hy- 
poxia during  either  operation.  The  pa- 
tient received  postoperative  Compazine 
with  both  procedures. 

Case  2 — This  67-year-old  white 
woman  first  entered  the  hospital  in 
August,  1965.  Halothane  and  nitrous 
oxide  were  used  for  minor  ear  surgery. 
She  tolerated  the  procedure  without 
apparent  complication.  She  entered  the 
hospital  again  in  September,  1968,  with 
a detached  right  retina.  Halothane 
and  nitrous  oxide  were  used  for  the 
retinal  repair.  She  tolerated  the  proce- 
dure well.  Her  right  retina  redetached 
in  November,  1968.  On  11-11-68,  the 
retina  was  reattached.  Halothane  and 
nitrous  oxide  were  used  for  the  anes- 
thesia. She  received  no  blood.  Five 
days  following  surgery  she  became  jaun- 
diced, following  two  days  of  malaise. 
Although  she  had  no  abdominal  pain, 
she  subsequently  noted  the  sudden  on- 
set of  light  stools  and  dark  urine.  Symp- 
tomatic therapy  was  associated  with 
spontaneous  improvement.  Liver  biop- 
sy on  12-14-68  was  interpreted  as  early 
postnecrotic  cirrhosis  with  acute  focal 
hepatitis  and  intrahepatic  cholestasis. 
(See  Table  2). 


At  no  time  did  she  receive  blood. 
Her  hospital  medications  included  Ery- 
thromycin, chloral  hydrate,  milk  of 
magnesia,  and  Neosporin  ophthalmic. 
Anesthesia  records  do  not  suggest  hy- 
poxia before,  during,  or  after  opera- 
tion. She  was  discharged  approximate- 
ly six  weeks  following  surgery  and  has 
remained  well  for  three  years.  The 
liver  function  tests  returned  to  normal 
in  approximately  four  months. 

Case  3 — This  30-year-old  white 
woman  was  first  admitted  to  the  hos- 
pital in  April,  1969,  with  upper  ab- 
dominal pain  typical  of  cholecystitis. 
The  patient  had  no  previous  history  of 
gallbladder,  peptic  ulcer,  or  liver  dis- 
ease. Preoperative  serum  bilirubin  and 
alkaline  phosphatase  were  within  nor- 
mal limits.  Several  large,  nonopaque 
gallstones  were  demonstrated  by  oral 
cholecystogram.  The  anesthetic  agents 
used  for  the  cholecystectomy  were  halo- 
thane and  nitrous  oxide.  A 6 cm  by  3 
cm  hepatic  nodule  in  the  right  lobe  was 
biopsied  and  reported  as  a bile  duct 
hamartoma.  The  surrounding  liver 
parenchyma  was  normal.  No  blood  was 
administered. 

The  patient  tolerated  the  procedure 
well,  although  she  spiked  a tempera- 
ture to  100.0°  F immediately  following 
surgery.  She  was  dismissed  in  six 
days. 

The  patient  was  readmitted  three  days 
later  with  a temperature  of  106.2°  F. 
The  clinical  diagnosis  was  not  clear. 
Ascending  cholangitis  with  hepatic  ab- 
scess was  considered,  possibly  secon- 
dary to  the  biopsy  of  the  hamartoma. 
Abdominal  exploration  was  negative. 
Halothane  and  nitrous  oxide  were  used. 
Metabolic  acidosis  and  pneumonia  soon 
developed.  On  the  next  day  she  experi- 


Table  2 — 

Date  Bilirubin 

11-18-68  16.2 

11-22-68  18.2 

11-26-68  

11-28-68  

11- 30-68  25.6 

12- 13-68  9.4 

Normal  Range 0.2-1. 2 


Case  #2 

SGPT  SGOT 

1550 

550  635 

252 

2180 

10-40  10-40 


Table  3 

Date  A.  P’tase 

First  Admission — 

4- 28-69  8 

Second  Admission — 

5- 11-69  17 

5-12-69  20 

Normal  Range 7-17 


— Case  #3 


Bilirubin 

BUN 

SGOT 

0.9 

10 

30 

1.5 

12 

>250 

2.8 

34 

>250 

0.2-1. 2 

7-21 

10-40 
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enced  cardiac  arrest.  Following  resus- 
citation she  became  hypotensive,  went 
rapidly  downhill,  and  expired  16  hours 
following  surgery. 

At  autopsy,  a 1,760  gm  liver  was 
covered  with  fibrinous  hemorrhagic  ad- 
hesions. Slightly  softened  cystic  areas 
measuring  up  to  6 cm  were  present 
in  the  right  lobe.  The  parenchyma  ap- 
peared pale  and  yellow-tan.  The  veins 
and  arteries  were  patent.  Microscopic 
examination  revealed  extensive  necrosis 
with  numerous  microabscesses  involv- 
ing 75%  of  the  liver.  Death  was  caused 
by  massive  hepatic  necrosis  with  asso- 
ciated focal  hemorrhages  secondary  to 
hemorrhagic  diathesis  from  hepatic 
failure,  cerebral  edema,  and  pulmonary 
edema. 

The  possibility  that  viral  hepatitis 
existed  preoperatively  was  excluded 
by  the  normal  liver  biopsy  obtained  at 
the  first  operation.  There  was  no  clin- 
ical septicemia,  shock,  or  toxemia  as- 
sociated with  the  first  operation.  Anes- 
thesia records  reported  no  hypoxia 
with  either  operative  procedure.  Medi- 
cations given  included  Lomotil,  Ornade, 
Phenergan,  Darvon,  Empirin  compound 
with  codeine,  and  Valium. 

Discussion 

Halothane  was  first  prepared  and  used 
in  the  early  1950s.  It  had  three  apparent 
advantages:  (1)  It  does  not  combine  with 
protein,  (2)  it  is  not  metabolized,  but  is 
exchanged  rapidly,  (3)  there  were  allegedly 
no  hypersensitivity  reactions  to  the  com- 
pound. The  physiological  response  to  halo- 
thane included  a marked  diminution  in  the 
total  minute  volume  and  production  of  hy- 
potension secondary  to  decreased  cardiac 
output.  There  is  also  decreased  force  of 
myocardial  contraction. 

The  inclusion  of  chloride  and  bromide 
ions  tends  to  increase  the  hepatotoxicity  of 
any  compound.  Five  of  the  six  hydrogen 
atoms  in  halothane  are  replaced  by  halo- 
gens. The  chemical  formula  is  C2HBrClF3. 

Hepatic  failure  attributed  to  halothane 
develops  one  week  or  less  after  anesthesia. 


The  pathologic  picture  of  central  necrosis 
of  the  liver  is  precisely  that  seen  with 
chloroform.3 

Our  cases  of  hepatic  necrosis  show  a dra- 
matic temporal  relationship  to  the  admin- 
istration of  halothane.  All  received  halo- 
thane on  multiple  occasions,  were  febrile 
postoperatively,  and  subsequently  became 
jaundiced.  In  no  case  was  the  primary  diag- 
nosis (carcinoma  of  the  ovary,  retinal  de- 
tachment, and  chronic  cholecystitis  with 
cholelithiasis  but  without  choledocholithiasis, 
respectively)  one  usually  associated  with 
hepatitis.  In  two  of  the  three  cases,  the  path- 
ologic picture  of  hemorrhagic  central  ne- 
crosis with  hepatitis  was  typical  of  that  re- 
ported with  halothane-related  hepatic  ne- 
crosis. All  cases  received  nitrous  oxide  in 
addition  to  halothane.  Nitrous  oxide,  as 
well  as  several  of  the  drugs  used  in  our  cases, 
has  been  incriminated  as  a cause  of  hepatic 
necrosis.  The  blood  transfusions,  with  their 
small  but  significant  risk  of  hepatitis,  fur- 
ther confuse  the  picture. 

Although  halothane  appears  to  be  the  most 
likely  cause  of  the  hepatic  necrosis  in  these 
cases,  the  same  circumstantial  evidence 
could  have  been  used  to  incriminate  nitrous 
oxide.  The  National  Halothane  Study  found 
nitrous  oxide  was  associated  with  massive 
hepatic  necrosis  about  2/3  as  frequently 
as  halothane.  As  long  as  the  issue  is  un- 
settled, halothane  should  not  be  adminis- 
tered to  anyone  with  unexplained  fever 
and/or  jaundice  following  prior  halothane 
administration.  Whether  halothane  can  be 
used  in  patients  with  congestive  heart  fail- 
ure, sepsis,  shock,  hypoxia,  or  liver  disease 
without  increased  risk  deserves  further 
study.  A careful  anesthetic  history  may 
help  prevent  repeated  halothane  adminis- 
tration to  patients  in  which  the  hepatic  ne- 
crosis is  not  severe. 
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Krukenberg  Tumor— Report  of  Two  Cases* 


IN  1899  Krukenberg  described 
five  cases  of  ovarian  carcinoma 
as  sarcoma  ovarii  mucocellulare 
carcinomatoides.  He  was  mistaken  in  calling 
these  tumors  sarcomas,  but  in  1902  Schlag- 
enhaufer  established  the  epithelial  origin 
of  these  tumors,  and  showed  most  of  these 
tumors  are  secondary  to  carcinomas  else- 
where — most  often  in  the  G.I.  tract  but 
also  from  the  breast.  This  has  led  many 
people  to  broaden  the  eponym  “Krukenberg” 
to  include  all  metastatic  carcinoma  to  the 
ovary.  However,  if  we  are  to  use  the  term 
correctly,  we  must  apply  it  only  to  those 
tumors  which  fit  the  original  description. 
Grossly,  these  characteristics  are : a firm 
solid  mass  retaining  the  general  shape  of 
the  ovary  and  nearly  always  bilateral. 
There  should  be  a well  developed  capsule, 
and  no  tendency  to  form  adhesions  to  other 
organs.  On  cut  section,  the  appearance  va- 
ries from  firm  to  spongy  to  small  areas  of 
cystic  degeneration. 

Microscopically,  the  stroma  varies  from 
densely  cellular  to  edematous.  Infiltrat- 
ing the  stroma  are  the  mucoid  secreting  epi- 
thelial elements  ranging  from  well  developed 
acini  to  the  characteristic  signet  ring  cell 
which  has  been  formed  by  the  accumulated 
mucin  secretion  pushing  the  nucleus  to  the 
periphery  of  the  cell. 

Report  of  Two  Cases 
Case  # 1 : A 34  year  old,  single,  white 
female,  para  0,  gravida  0,  with  last 
menstrual  period  of  August  27,  1971, 
was  examined  by  her  physician  with 
a complaint  of  increasing  abdominal 
girth  of  approximately  four  months 
duration.  She  had  had  some  menstrual 
irregularities  since  January,  1971  but 
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no  increase  in  the  menstrual  flow.  She 
had  had  some  bowel  irregularity,  but 
this  was  not  distressing.  Her  past  med- 
ical history  included  a T&A,  and  an 
appendectomy  in  her  pre-adult  life.  In 
1966,  she  had  had  a breast  nodule  re- 
moved from  the  right  breast  which  was 
considered  benign.  In  1967  she  had  an- 
other nodule  removed  from  the  breast 
which  was  considered  benign.  In  Octo- 
ber, 1968,  she  had  a perforated  gastric 
ulcer  on  the  greater  curvature  of  the 
stomach  which  was  closed  with  omen- 
tum. In  May,  1969,  after  having  been 
treated  medically  for  gastric  ulcer,  she 
had  a recurrence  of  the  ulcer  and  a 
subsequent  partial  gastrectomy  with 
the  ulcer  described  as  benign. 

The  physical  examination  was  not  re- 
markable except  for  the  pelvic  examina- 
tion. Upon  pelvic  examination,  there 
was  a firm  mobile  mass  in  the  right 
adnexa,  which  could  be  palpated  free  of 
the  uterus  and  extended  from  the  um- 
bilicus down  into  the  pelvis.  The  left 
adnexa  were  felt  to  be  clear.  The  cervix 
and  uterus  were  nulliparous  and  did 
not  appear  to  be  involved  in  the  tumor 
mass. 

*Presented  at  the  November  1971  meeting  of  the  Nebraska 
Chapter  of  the  American  College  of  Surgeons,  Lincoln,  Ne- 
braska. 

{Professor  of  Obstetrics  and  Gynecology. 

{Resident  in  Obstetrics  and  Gynecology,  University  of  Ne- 
braska College  of  Medicine. 
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A preoperative  chest  film  was  normal. 
Routine  preoperative  laboratory  studies 
were  normal.  Operation  disclosed  a nor- 
mal uterus  with  bilateral  ovarian  tu- 
mors and  no  other  abnormalities.  There 
were  approximately  150  ml  of  ascitic 
fluid.  Total  abdominal  hysterectomy 
and  bilateral  salpingo  - oophorectomy 
were  then  carried  out.  The  tumors  were 
approximately  14  x 7 x 8 cm.  On  cut 
section  they  appeared  to  have  a well  de- 
fined capsule  with  some  cystic  degen- 
eration, but  generally  consisting  of  solid 
tissue.  (Figure  1).  Microscopically,  the 
tissue  appeared  as  is  shown  in  Figures 
2 through  5.  The  architecture  varies 
from  sheets  of  densely  cellular  tissue 
to  well  developed  signet  ring  cells  to 
acini-like  nests  of  cells.  They  all  took 
mucin  stain. 

The  cell  block  containing  the  previ- 
ously resected  benign  gastric  ulcer  was 
then  recut,  restained,  and  examined, 
and  was  found  to  contain  carcinoma 
with  mucin  secreting  cells  much  the 
same  as  are  found  in  the  ovary.  (Fig. 
6).  The  cells  from  the  ascitic  fluid 
were  read  as  being  suspicious  for  malig- 
nancy. Postoperatively,  the  patient  did 


very  well.  Liver  function  studies  were 
normal.  The  patient  is  now  receiving 
radiation  therapy. 

Case  # 2 : A 49  year  old,  married, 

white  female  para  2-0-0-2  presented  to 
her  physician  in  August  of  1963,  with 
a complaint  of  a mass  in  her  lower 
abdomen  since  June  of  1963.  Her  last 
menstrual  period  was  September,  1962. 
Her  physician  confirmed  the  mass  to 
be  present  and  felt  it  to  be  ovarian, 
although  he  could  not  rule  out  the  pos- 
sibility that  it  was  a fibroid.  The  pa- 
tient underwent  laparotomy  on  August 
20,  1963,  with  the  findings  of  a large 
fibroid  uterus  and  bilaterally  enlarged 
ovarian  masses  — the  right  one  being 
14  x 8 x 6 cm,  and  the  left  being  11  x 6 
x 5 cm.  Ascites  was  not  present,  and 
no  other  pathology  was  palpable  in  the 
abdomen.  We  do  not  have  gross  slides 
of  this  specimen. 

Microscopically,  the  diagnosis  was  that 
of  a mucin  - secreting  adenocarcinoma 
metastatic  to  the  ovaries.  (Fig.  7). 
There  were  carcinoma  cells  in  the  hilar 
lymphatics  on  the  left  side.  Postopera- 
tive, the  patient  had  an  upper  G.I.  series 
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Figure  1.  Cut  surface  of  right  ovary  showing  gross  characteristics  of  tumor. 
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and  a barium  enema,  which  were  nor- 
mal. She  was  seen  regularly  in  her 
physician’s  office  for  followup.  In 
November,  1966,  the  patient  reported 
flatulence  and  mucus  in  her  stools.  An 


upper  G.I.  series  was  normal.  A bari- 
um enema  was  performed  and  found 
to  be  normal.  Proctoscopy  was  carried 
out  and  a biopsy  was  performed.  It 
disclosed  poorly  undifferentiated  mucin 


Figure  2.  Low  power  view  of  various  cell  types. 


Figure  3.  Well  developed  signet  ring  cells. 
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secreting  adenocarcinoma.  (Fig.  8). 
She  then  underwent  resection  of  18  cm 
of  her  rectum  and  sigmoid  colon,  and 
colostomy  was  performed.  This  was 
thought  to  be  the  primary  carcinoma. 


In  March,  1968,  the  patient  reported 
to  her  physician  with  fatigue  and  with 
dark  stools  coming  from  her  colostomy. 
Hemoglobin  was  6 grams  percent.  An 
upper  G.I.  series  performed  at  that  time 


Figure  4.  Acinus-like  group  of  cells. 


Figure  5.  PAS  stain  after  diastase  incubation  showing  mucin  secreting  of  cells. 
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disclosed  multiple  gastric  ulcers  on  both 
lesser  and  greater  curvatures.  Gastric 
washings  were  negative  for  carcinoma, 
and  one  week  later  the  patient  under- 
went gastric  resection  with  two  pene- 
trating ulcers  identified;  one  on  the 


lesser  curvature  and  one  on  the  greater 
curvature.  Microscopically,  the  ulcers 
showed  mucin  secreting  adenocarcinoma 
and  positive  retroperitoneal  lymph 
nodes.  (Fig.  9).  In  May,  1968,  she 
was  put  on  a course  of  chemotherapy, 


Figure  6.  Carcinoma  of  stomach  with  cells  like  those  in  the  ovary. 


Figure  7.  Mucin  secreting  adenocarcinoma  in  ovary,  Case  No.  2. 
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receiving  5 - flurouracil  on  a weekly 
basis  to  October,  1969.  In  October  she 
w a s hospitalized  because  of  steady 
weight  loss,  hypoproteinemia,  fatigue, 
and  diarrhea. 

On  October  28,  the  patient  underwent 


subtotal  colectomy,  resection  of  a por- 
tion of  the  distal  ileum,  and  ileostomy. 
The  microscopic  diagnosis  was  multiple 
sites  of  metastatic  mucin-secreting  ade- 
nocarcinoma and  multiple  lymph  node 
metastases.  The  patient  then  under- 


Figure  8.  Signet  ring  cells  and  acini  in  colon. 


Figure  9.  The  primary  gastric  carcinoma  finally  evident  after  4*4  years. 
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went  a short  course  of  cyclophospha- 
mide and  methotrexate  therapy.  In  F eb- 
ruary,  1970,  she  was  admitted  with 
weight  loss,  dyspnea,  weakness,  and 
diarrhea.  Gastroscopy  was  carried  out, 
and  a biopsy  from  the  site  of  the  gastro- 
jejunal  junction  disclosed  recurrent  gas- 
tric carcinoma.  She  expired  a short  time 
later.  An  autopsy  report  is  not  avail- 
able. 

Discussion 

The  route  of  dissemination  of  these  tu- 
mors has  not  been  demonstrated.  There  are 
four  theories : The  most  plausible  is  that  of 
the  lymphatic  route.  The  spread  is  thought 
to  go  from  the  stomach  to  the  retroperitoneal 
nodes,  to  the  lumbar  lymphatics,  to  the 
ovarian  lymphatics,  and  finally  the  ovaries. 
Indeed,  there  are  autopsy  cases  which  show 
ovarian  lymphatic  metastases,  but  no  im- 
plants actually  in  the  ovaries.  This  would 
mean  retrograde  flow  in  the  lymphatics,  and 
this  has  been  shown  to  occur  in  other  types 
of  malignancies. 

A commonly  held  theory  is  direct  implan- 
tation on  the  ovary  by  the  tumor  cells  which 
may  penetrate  the  bowel  wall,  float  free  in 
the  abdomen  and,  aided  by  peristalsis  and 
gravity,  implant  on  susceptible  sites  of  re- 
cent ovulation. 

A third  theory  is  the  blood-borne  route, 
and  the  fourth  is  direct  extension  to  the 
ovary  when  the  primary  is  in  an  adjacent 
portion  of  the  bowel. 

In  1960,  Woodruff  and  Novak  reported 
48  cases  of  Krukenberg  tumor.  To  these  we 
add  the  two  cases  in  this  report. 

The  most  common  complaint  was  abdom- 
inal pain  and  swelling.  Menstrual  irregu- 
larities were  elicited  in  the  history  of  40% 
of  the  patients,  but  only  four  of  the  50  pa- 
tients had  this  as  one  of  their  presenting 
complaints. 

The  sites  of  the  primaries  in  the  50  cases 
are  as  follows: 


Stomach  21 

Colon  4 

Gallbladder  1 

Breast  __ 1 

Unknown  13 

None  10 


The  ten  cases  listed  under  “none”  are 
thought  to  represent  primary  Krukenberg 
tumors.  Four  of  these  were  living  and  well 
four  years  after  diagnosis.  One  was  living 
and  well  one  year  after  diagnosis.  Of  the 
40  secondary  Krukenberg  tumors,  only  two 
survived  five  years.  One  of  those  is  case 
#2  of  this  report.  This  patient’s  lesion  was 
thought  to  be  a primary  Krukenberg  tumor 
for  414  years  until  her  primary  stomach  car- 
cinoma became  evident.  It  appears  that  a 
diagnosis  of  “primary”  Krukenberg  tumor 
carries  a much  better  prognosis  than  a “sec- 
ondary” Krukenberg  tumor.  Case  #2  also 
illustrates  that  one  should  always  continue 
searching  the  patient  with  a “primary” 
Krukenberg  tumor  for  a possible  latent  le- 
sion, which  may  become  evident  at  a later 
time  and  establish  itself  as  the  real  pri- 
mary carcinoma. 

Case  #1  illustrates  the  difficulty  patholo- 
gists sometimes  have  in  finding  the  malig- 
nancy in  stomach  carcinoma.  The  original 
slides  showed  benign  disease  and  the  entire 
block  had  to  be  searched  carefully  before 
carcinoma  was  found. 

Summary 

Two  cases  of  Krukenberg  tumor  are  pre- 
sented ; one  in  which  the  primary  malignancy 
was  not  discovered  until  41/?  years  after  the 
ovarian  tumor  was  removed.  In  the  other,  a 
benign  gastric  ulcer  removed  two  years 
prior  to  finding  the  ovarian  tumor  was  re- 
viewed and  found  to  be  carcinoma. 
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Squamous  Cell  Cysts 
Of  the  Terminal  Phalanges 


Squamous  ceil  cysts  of  the 

terminal  phalanges  are  rather 
unusual  osteolytic  lesions. 
Roth,5  1964,  reviewed  21  cases  of  squamous 
cell  cysts  of  both  the  skull  and  distal  phal- 
anges, on  record  at  the  Armed  Forces  In- 
stitute of  Pathology  and  Massachusetts  Gen- 
eral Hospital.  In  a review  of  the  literature, 
he  found  more  than  55  cases  of  squamous 
cell  cysts  of  the  phalanges  recorded.  About 
the  same  time,  a report  of  2 cases  by  Jean 
et  al2  in  the  French  literature  was  published. 
It  is  interesting  to  note  that  the  early  re- 
ports of  the  lesion  were  found  mainly  in  the 
foreign  literature. 

Case  1 

A 56  year  old  white  female  had  a 
painful  swelling  of  the  distal  segment 
of  the  right  middle  finger  over  a period 
of  2 months.  She  was  employed  as  a 
presser  in  a laundry,  but  could  recall  no 
trauma  to  the  finger.  Physical  exam- 
ination revealed  a slender,  middle-aged 
white  female  with  positive  findings 
limited  to  the  right  hand.  Her  right 
middle  finger  had  a dome-shaped  en- 


JOHN  F.  FITZGIBBONS.  M.D. 
Associate  Pathologist 
Archbishop  Bergan  Mercy  Hospital 
Omaha.  Nebraska 


largement  of  the  nail,  and  there  was 
generalized  enlargement  of  the  distal 
phalanx.  The  phalanx  was  moderately 
tender  to  palpation.  Roentgenograms 
of  the  finger  revealed  an  osteolytic  le- 
sion in  the  terminal  phalanx.  The 
lesion  was  described  as  being  sharply 
demarcated  with  no  sclerotic  or  peri- 
osteal changes.  There  was  an  associated 
pathologic  fracture.  The  lesion  was  ex- 
cised and  found  to  contain  glistening 
gray  material  which  was  submitted  to 
the  Pathology  Department  for  exam- 
ination. 

Pathological  Findings 

Submitted  fresh  and  weighing  0.1  gram 
were  some  osseous  tissue  fragments  measur- 
ing in  aggregate  0.8  by  0.8  by  0.6  cm.  A 
soft  tissue  fragment  which  was  disk-shaped 


Figure  1.  Stratified  squamous  lining  of  the  cyst  with  keratin  in  the  lumen,  Case  1. 
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was  also  present,  measuring-  0.3  by  0.3  by 
0.1  cm.  The  small  soft  tissue  fragment  was 
seen  to  be  an  almost  intact  cyst.  It  was 
lined  by  stratified  squamous  epithelium  with 
well  developed  malpighian  and  granular  lay- 
ers. See  Figure  1.  The  lumen  was  filled 
with  layers  of  mature  keratin.  The  fibrous 
tissue  attached  to  the  decalcified  bone  frag- 
ments contained  an  area  composed  entirely 
of  keratin  flakes.  The  periphery  of  this  area 
showed  a moderate  infiltration  of  lympho- 


cytes and  several  foreign  body  giant  cells. 
See  figure  2. 

Case  2 

A thirty  year  old  white  female  gave 
a history  of  injuring  her  right  ring 
finger  at  the  age  of  two.  Six  months 
prior  to  admission,  she  caught  the  same 
finger  in  a door.  Following  this  acci- 
dent, it  began  to  swell  at  the  tip. 
Physical  examination  revealed  marked 


Figure  2.  Foreign  body  giant  cell  reaction  in  one  area  of  the  cyst,  Case  1. 


Fignre  3.  Cystic  expanding  lesion  of  terminal  phalanx  with  pathologic  fracture.  Case  2. 
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scarring  on  both  sides  and  on  the  pal- 
mar surface  of  the  distal  phalanx  of  the 
right  ring  finger.  The  nail  bulged,  and 
there  was  bulbous  enlargement  of  the 
tip.  Roentgenograms  of  the  finger  re- 
vealed a cystic  expanding  lesion  of  the 
distal  one  half  of  the  terminal  phalanx. 
A pathologic  fracture  was  present.  See 
Figure  3.  The  finger  was  incised  on 
the  lateral  aspect  of  the  distal  phalanx 
and  the  cyst  was  opened,  evacuated,  and 
removed  almost  intact.  See  Figure  4. 

Pathological  Findings 

The  specimen  was  a cystic  structure  mea- 
suring 1.2  by  1.2  by  1.0  cm.  The  outer  sur- 
face was  whitish  and  smooth.  The  lining  was 
white  and  some  grumous  material  was  found 
in  the  lumen.  Microscopically,  the  lesion 
showed  a lining  of  thin  stratified  squamous 
epithelium.  Some  layers  of  keratin  were 
seen  within  the  lumen  above  the  lining. 

Discussion 

Squamous  cell  cysts  of  the  phalanges  are 
nearly  always  found  in  the  distal  phalanx, 
all  of  the  cases  reviewed  by  Roth,5  being 
found  there.  Sieracki  et  al6  however,  re- 
ported a cyst  developing  in  a middle  phalanx 
following  a traumatic  amputation  of  the 
distal  phalanx.  The  history  of  a past  epi- 


sode of  trauma  to  the  digit  is  of  great  bene- 
fit in  making  a preoperative  diagnosis  of 
this  lesion.3  However,  this  history  is  not 
always  forthcoming,  as  Case  1 points  out. 
It  is  possible  that  the  trauma  needed  to  start 
the  process  may  be  small  and  insignificant 
enough  to  be  readily  forgotten  by  the  pa- 
tient, particularly  if  the  accident  occurred 
several  years  prior.  Several  authors1*  5> 6 
have  described  pseudoepitheliomatous  hyper- 
plasia in  these  cysts.  This  finding  was  not 
present  in  these  cases.  The  osteolytic  ap- 
pearance of  the  lesion  may  suggest  other 
pathologic  entities.  A solitary  endochon- 
droma  may  appear  in  the  phalanges,  but  is 
usually  in  a more  proximal  segment.  A rare 
solitary  metastatic  lesion  could  cause  confu- 
sion if  located  in  a terminal  phalanx.  The 
unusual  glomus  tumor4  of  the  digit  may  re- 
semble a squamous  cell  cyst  roentgenograph- 
ically,  but  clinically  is  more  painful  and 
tender. 

Summary 

Two  cases  of  squamous  cell  cysts  occur- 
ring in  the  terminal  phalanges,  one  with 
and  one  without  a history  of  trauma,  are 
described. 

The  lesion  usually  occurs  in  the  distal 
phalanx,  enlarges  the  segment,  and  is  mod- 
erately tender. 


Figure  4.  Excised  almost  intact  cyst,  Case  2. 
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Pathologic  fracture  and  foreign  body  re- 
action to  keratin  may  occur. 

Other  lesions,  such  as  endochondroma, 
solitary  osteolytic  metastasis,  and  glomus 
tumor,  may  radiologically  simulate  the 
squamous  cell  cyst. 
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Down  Memory  Lane 


1.  Those  suffering  from  thyroid  intoxi- 
cation make  up  a large  group  of  patients, 
and  of  those  receiving  special  treatment  al- 
ready more  are  being  treated  by  Roentgen 
rays  than  by  medicine  or  surgery. 

2.  Craniotomy  in  skilled  hands  is  no  more 
dangerous  than  an  abdominal  exploration 
and  we  should  lose  whatever  fears  we  may 
have  had  in  respect  to  it  and  when  we  think 
of  the  tragic  condition  of  late  cases  of  cere- 
bral tumor  it  would  seem  that  we  should  be 
as  willing  to  advise  craniotomy  as  to  ad- 
vocate early  excision  of  a cancerous  breast. 

3.  Surgery  is  the  only  curative  treatment 
of  hernia  through  the  diaphragm.  At  pres- 
ent there  are  two  sites  of  approach,  the 
thoracic  and  abdominal,  and  certain  condi- 
tions may  require  a combination  of  the  two. 

4.  Placing  the  patient  flat  on  the  belly 
for  twenty  four  or  thirty  six  hours  gives 
more  prompt  and  productive  drainage. 

5.  Let  us  first  consider  that  the  indica- 
tions for  the  use  of  pituitrin  are  as  definite 


as  are  those  for  the  use  of  forceps,  and  that 
its  contraindications  are  even  more  definite. 

6.  “Flivverboob”  is  a new  term  coined 
and  accepted  by  the  American  Automobile 
Association,  descriptive  of  the  reckless  and 
careless  driver.  From  the  business  viewpoint 
he  is  an  interesting  character  to  the  medical 
profession. 

7.  In  the  past,  we  have  as  a medical  pro- 
fession, seen  the  public  “bamboozled”  by  all 
sorts  of  incapable  medical  cults,  with  dis- 
astrous results  to  itself;  and  we  have  sat 
quietly  and  said  little  and  done  nothing. 

8.  Tangible  plans  for  raising  the  funds 
for  a hospital  at  Holdrege  have  been  devel- 
oped. 

9.  Perhaps  it  is  for  this  reason  that  we  no 
longer  enjoy  the  prestige  and  confidence  that 
physicians  had  a couple  of  generations  ago. 

Nebraska  State  Medical  Journal 
October,  1922 


Between  Cases 


Strange  Medical  Birds. 

The  barium  swallow. 

Words  We  Can  Do  Without. 

Legend  drugs,  controlled  substance. 
Collate,  crispy,  definitive,  categorically, 
terrifically,  horrendous. 

Definitions. 

Death:  Joining  the  majority. 

With  three  billion  people  in  the  world  now, 
all  alive,  I’m  not  so  sure. 

Flood  Report. 

“It  was  a darn  good  dam.” 

On  The  Chart. 

“Cicatricial  scar.” 


“He  has  been  jailed  numerous  times  and 
has  lost  his  license  for  drinking.” 

“Latin  type  syphilis.” 

The  Brave  Doctors. 

Doctors  now  make  up  0.15%  of  the  popu- 
lation, but  10.7%  of  the  signers  of  the 
Declaration  of  Independence,  that’s  six 
out  of  56,  were  physicians;  I counted 
them  myself.  And  when  you  signed 
that  thing,  you  were  taking  a chance  on 
your  life. 

Quote  Unquote. 

“Everything  is  more  complicated  than  it 
seems.” 

Qui  Sait. 
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“As  many  people  have  been  strangled  by 
virtue  as  have  been  drowned  by  sin.” 
Golden. 


Statistics. 

The  1918  world-wide  influenza  epidemic 
killed  30  million  people. 

Life  expectancy  in  the  U.S.  for  1969,  our 
latest  figures. 

66.8  years  for  males, 

74.3  years  for  females,  and 

70.4  years  for  all. 

More  than  half  of  all  deaths  in  1963  in  the 
U.S.  occurred  in  hospitals. 

I’ll  never  go  there. 

Drama  Department. 

Faust  is  the  best  play  I ever  read.  It  has 
a Vorspiel,  which  will  not  bear  trans- 
lating, a Prologue,  which  is  something 
to  read,  a message  I never  forgot,  and 
a wow-type  W alpurgisnacht.  And 
Goethe  was  in  his  seventies  when  he 
wrote  it. 


Pulmonary  Function. 

We  used  to  blow  into  little  machines  at 
amusement  parks,  to  see  how  strong  we 
were.  We  were  more  scientific  than 
we  knew.  The  psychologists  have  dis- 
covered these  devices,  and  what  we 
called  fun  is  now  the  maximal  expira- 
tory rate,  or  MEFR.  It  used  to  cost  a 
nickel. 

The  New  Admission. 

“When  a patient  enters  a hospital,  the  first 
thing  that  commonly  happens  to  him  is 
that  he  loses  his  personal  identity.” 

Peabody. 

On  Genetics. 

“There’s  never  been  any  trace  of  heredity 
in  our  family.” 

Pediatrics. 

“Children  need  love,  especially  when  they 
do  not  deserve  it.” 

Humbert. 


— F.C. 
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FEATURES 


'Wow. cut 'd  /iicxiticvuf.  ^ 


I’ve  been  told  that  the  Woman’s  Auxiliary 
page  in  the  Nebraska  Medical  Journal  is 
wanted  and  expected.  However,  too  many 
issues  are  left  at  the  office  and  therefore  the 
wives  seldom  get  to  read  the  woman’s  page, 
let  alone  enjoy  Dr.  Cole’s  contributions.  If 
your  issue  is  delivered  to  your  office,  why 
not  either  change  the  address  or  have  your 
secretary  remind  you  to  take  it  home.  What 
a job  that  would  be  though,  for  the  state 
office  to  change  all  of  those  name  plates! 
Better  just  have  someone  remind  you  to 
take  it  home. 

Well,  to  get  to  the  point  of  this  article, 
if  there  is  a point,  I thought  perhaps  there 
might  be  a few  wives  besides  me  who  get 
ALL  the  medical  journals,  newspapers  and 
other  periodicals  into  their  homes  every 
month.  Now,  what  do  you  do  with  them? 
Here’s  what  I do. 

Disposing  of  them  is  a lesson  in  mixed 
emotions.  Of  course  I usually  do  the  job 
as  they  arrive,  but  just  this  once  I decided 
to  save  them  all  so  I’d  have  something  to 
write  about.  Dividing  them  into  three  stacks 
is  good  for  a start.  One  stack  is  of  a purely 
scientific  nature.  From  these  you  save  only 
the  ones  containing  articles  which  your  hus- 
band will  read,  someday.  You  hope  you 
saved  the  right  ones.  The  second  stack  is 
my  favorite  because  in  the  issues  of  MD, 


Medical  Economics,  Physicians  Management, 
Rx,  Travel,  World  Medicine  and  of  course, 
The  Nebraska  Medical  Journal,  there  are 
many  items  of  interest  to  several  members 
of  the  family.  MD  is  one  journal  that  is 
permanently  kept  on  our  book  shelves.  The 
others  are  read,  enjoyed  and  selected  ones  are 
saved. 

Last  but  not  least  is  the  stack  of  news- 
paper type  material.  Some  are  excellent  re- 
sources for  social  studies  and  science  class 
reports.  Material  for  many  a current  event 
has  been  located  in  these  publications. 

Thus  far,  the  adults  and  teenagers  have 
profited,  but  what  of  the  grade  school 
kids:  When  one  must  write  about  “What 
My  Father  Does  for  a Living”  and  supply  a 
picture  to  prove  it,  Bingo!  The  perfect  pic- 
ture chosen  from  gobs.  And  what  about  that 
poster  that  has  to  be  in  tomorrow  and  the 
poor  kid  left  his  colored  paper  at  school 
and  you  just  used  the  last  of  yours  to  make 
the  tallies  that  you  forgot  to  buy?  Look  up 
an  advertisement  in  a medical  journal.  It’s 
in  living  color,  sturdy,  shiny  and  original. 
Nobody  else  will  have  cut-out  letters  like 
that! 

One  more  thing  to  do  — dispose  of  the 
rejects.  Bundle  them  up  for  foreign  ship- 
ment, Salvation  Army,  or  Boy  Scouts. 

Yours  for  more  profitable  use  of  excess 
medical  journals. 

— Barbara  Carlson 


Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS  — 
October  7 — Alliance,  Central  School 
Building 

November  18  — Grand  Island,  St.  Francis 
Hospital 


AMERICAN  COLLEGE  OF  SURGEONS  — 
58th  Annual  Clinical  Congress;  San  Fran- 
cisco, Oct.  2-6,  1972.  Write  to:  S.  Frank 


Arado,  American  College  of  Surgeons,  55 
East  Erie  St.,  Chicago,  Illinois  60611. 


AMERICAN  ELECTROENCEPHALOG- 
RAPHIC  SOCIETY  and  the  AMERICAN 
SOCIETY  OF  ELECTROENCEPHAL- 
OGRAPHIC  TECHNOLOGISTS;  their 
1972  Annual  Meetings  — Shamrock  Hilton 
Hotel,  Houston,  Texas,  October  12,  13,  14. 
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The  coughing  season  is  here  again. 
Time  to  rely  on  the  four  Robitussins 
and  Cough  Caimers  to  help  clear  the 
lower  respiratory  tract.  All  contain 
glyceryl  guaiacolate,  the  efficient  ex- 
pectorant that  works  systemically  to 
help  increase  the  output  of  lower 
respiratory  tract  fluid.  The  enhanced 
flow  of  less  viscid  secretions  soothes 
the  tracheobronchial  mucosa,  pro- 
motes ciliary  action,  and  makes 
thick,  inspissated  mucus  less  viscid 
and  easier  to  raise.  Available  on  your 
prescription  or  recommendation. 

For  coughs  of  colds  and  “flu" 

Robitussin® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

Robitussin  A-C®  @ 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 

Robitussin-DM® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Dextromethorphan 

hydrobromide  15.0  mg. 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 

Robitussin-PE® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Phenylephrine 

hydrochloride  10.0  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form 
for  “coughs  on  the  go" 

Cough  Caimers® 

Each  Cough  Calmer  contains: 


Glyceryl  guaiacolate 50.0  mg. 

Dextromethorphan 

hydrobromide  7.5  mg. 


Select  the  Robitussin^ 

‘Clear-Tract”  Formulation  That  Treats  Your  Patient’s  Individual  Coughing  Needs: 

All  5 Robitussins  have  an  EXPECTORANT-DEMULCENT  action.  Keep  this  handy  chart  as  a 
guide  in  selecting  the  formula  that  provides  the  extra  benefits  you  want  for  your  patient. 

Robitussin®  extra 
benefit  chart 

Cough 

Suppressant 

Antihistamine 

Long-Acting 
(6-8  hours) 

Nasal,  Sinus 
Decongestant 

Non-Narcotic 

ROBITUSSIN® 

m 

ROBITUSSIN  A-C® 

m 

ROBITUSSIN-DM® 

m 

m 

ROBITUSSIN-PE® 

m 

m 

COUGH  CALMERS® 

D 

m 

D 

A.  H.  Robins  Company, 
Richmond.  Virginia  23220 
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Write  to : Mrs.  Margaret  H.  Henry,  Execu- 
tive Secretary,  The  American  EEG  So- 
ciety, 36391  Maple  Grove  Road,  Willough- 
by Hills,  Ohio  44094. 

THE  ANNUAL  OTOLARYNGOLOGIC  AS- 
SEMBLY OF  1972  will  be  held  October  14 
through  20,  1972,  in  the  Eye  and  Ear  In- 
firmary of  the  University  of  Illinois  Hos- 
pital. The  Department  of  Otolaryngology, 
Abraham  Lincoln  School  of  Medicine,  Uni- 
versity of  Illinois  at  the  Medical  Center,  of- 
fers a condensed  basic  and  clinical  pro- 
gram for  practicing  otolaryngologists  un- 
der the  direction  of  Emanuel  M.  Skolnik, 
M.D.  It  is  designed  to  bring  to  specialists 
current  information  in  medical  and  surgi- 
cal otorhinolaryngology.  Interested  oto- 
laryngologists should  direct  their  inquiries 
to  the  mailing  address:  Otolaryngology, 
P.O.  Box  6998,  Chicago,  Illinois  60680. 

A separate,  but  correlated  course,  “CON- 
FERENCE ON  RADIOLOGY  IN  OTO- 
LARYNGOLOGY and  OPHTHALMOL- 
OGY” will  be  held  this  year  on  Friday  and 
Saturday,  November  24  and  25,  under  the 
guidance  of  Galdino  E.  Valvassori,  M.D. 
For  further  information  about  the  radi- 
ology conference,  write  to  Professor  Val- 
vassori, Radiology  Department,  Abraham 
Lincoln  School  of  Medicine,  P.O.  Box  6998, 
Chicago,  Illinois  60680. 

AMERICAN  COLLEGE  OF  CHEST  PHY- 
SICIANS — Oct.  23-26,  1972,  Denver 
Convention  Complex,  Denver,  Colorado. 
38th  Annual  Scientific  Assembly.  Sym- 
posia, original  investigations,  clinic  visits, 
evening  seminars,  sunrise  sessions,  tutor- 
ial sessions,  luncheon  panels,  motion  pic- 
ture clinic,  fireside  conferences.  Write 
to:  American  College  of  Chest  Physicians, 
112  E.  Chestnut  St.,  Chicago,  111.  60611. 

ANTIBIOTICS  AND  INFECTION,  Third 
Annual  Meeting  — University  of  Iowa, 
October  26,  27,  28.  Write  to:  Ian  M. 
Smith,  M.D.,  University  Hospitals,  Iowa 
City,  Iowa  52240. 

OMAHA  MID-WEST  CLINICAL  SOCIETY 
— 40th  Annual  Postgraduate  Assembly ; 


October  30,  31  and  November  1,  1972  at 
the  Hilton  Hotel  in  Omaha,  Nebr.  Write 
to:  John  A.  Haggstrom,  M.D.,  Director  of 
Clinics. 

AMERICAN  ASSOCIATION  FOR  LABORA- 
TORY ANIMAL  SCIENCE,  23rd  Annual 
Session,  October  16-20,  1972;  Chase-Park 
Plaza  Hotel,  St.  Louis,  Missouri.  Write  to : 
Joseph  J.  Garvey,  Exec.  Secy.,  AALAS, 
P.O.  Box  10,  Joliet,  Illinois  60434. 

INTERSTATE  POSTGRADUATE  MEDI- 
CAL ASSOCIATION  — 57th  Annual  Sci- 
entific Assembly;  Washington-Hilton  Ho- 
tel, Washington,  D.C.,  Nov.  13-16,  1972. 
Open  to  any  licensed  M.D.  in  the  U.S.  or 
Canada ; $25  fee.  Write  to : Alton  Ochsner, 
M.D.,  Program  Chairman,  Interstate  Post- 
graduate Medical  Association,  P.  O.  Box 
5445,  Madison,  Wis.  53705. 

LARYNGOLOGY  AND  BRONCHOESOPH- 
AGOLOGY  — The  Department  of  Oto- 
laryngology of  the  Abraham  Lincoln  School 
of  Medicine  and  the  University  of  Illinois 
Hospital  Eye  and  Ear  Infirmary,  Univer- 
sity of  Illinois  at  the  Medical  Center,  will 
conduct  a continuing  education  course  in 
Laryngology  and  Bronchoesophagology  No- 
vember 13  through  18,  1972.  The  course 
is  limited  to  fifteen  physicians  and  will  be 
under  the  direction  of  Paul  H.  Holinger, 
M.D.  It  will  be  held  largely  at  the  Eye 
and  Ear  Infirmary,  1855  West  Taylor 
Street,  Chicago,  and  will  include  visits  to 
a number  of  other  Chicago  hospitals.  In- 
struction will  be  provided  by  means  of  ani- 
mal demonstrations  and  practice  in  bron- 
choscopy and  esophagoscopy,  diagnostic 
and  surgical  clinics,  as  well  as  didactic  lec- 
tures. Interested  physicians  may  write  di- 
rectly to  the  Department  of  Otolaryngolo- 
gy, University  of  Illinois  at  the  Medical 
Center,  Postoffice  Box  6998,  Chicago,  Illi- 
nois 60680. 

KIDNEY  FOUNDATION  OF  THE  ROCKY 
MOUNTAIN  REGION  — Ninth  Annual 
Symposium  on  Kidney  Disease;  Novem- 
ber 10,  1972 ; Brown  Palace  Hotel,  Denver, 
Colorado.  Write  to  the  University  of  Colo- 
rado Medical  Center. 
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AMERICAN  MEDICAL  ASSOCIATION  — 
26th  Clinical  Convention,  November  26-29, 
1972,  Netherland-Hilton  Hotel,  Cincinnati, 
Ohio. 

ASSOCIATION  OF  MILITARY  SUR- 
GEONS OF  THE  UNITED  STATES  — 
79th  Annual  Meeting;  Convention  Center, 
San  Antonio,  Texas,  Dec.  10  through  Dec. 
13,  1972.  The  address  of  the  A.M.S.  of 
the  U.S.  is:  8502  Connecticut  Ave.,  Chevy 
Chase,  Maryland  20015. 

22ND  ANNUAL  POSTGRADUATE 
COURSE  IN  PEDIATRICS  of  the  Univer- 
sity of  Texas  Medical  Branch;  Galveston, 
Texas  — March  15  and  16,  1973;  accept- 
able for  12  prescribed  hours  by  the  Amer- 
ican Academy  of  General  Practice;  regis- 


WashingtoNotes 

Politics 

The  Republican  platform  for  the  1972 
presidential  campaign  has  planks  opposing 
compulsory  national  health  insurance  and 
legalization  of  marijuana. 

The  Democratic  platform  advocates  a na- 
tional health  insurance  program  for  all 
Americans  financed  and  administered  by  the 
federal  government.  It  does  not  mention  the 
marijuana  issue. 

The  American  Medical  Association’s  rec- 
ommendations on  the  Republican  health  care 
plan  was  presented  by  Donald  E.  Wood,  M.D., 
a member  of  the  AMA  Board  of  Trustees, 
at  a convention  subcommittee  hearing  before 
the  platform  was  drafted. 


Flu  vaccine 

A new  kind  of  flu  vaccine  has  been  devel- 
oped by  government  scientists  containing 
live  viruses  that  they  believe  holds  hope 
of  greatly  containing  future  influenza  epi- 
demics. 


tration  fee  is  $75.00.  Write  to:  Lillian  H. 
Lockhart,  M.D.,  University  of  Texas  Med- 
ical Branch,  Galveston,  Texas  77550. 

NEBRASKA  OB-GYN  SOCIETY  — March 
29,  30,  31,  1973,  Las  Vegas,  Nevada,  Fron- 
tier Hotel.  For  further  information,  con- 
tact: G.  W.  Orr,  M.D.,  Program  Director, 
Department  of  Obstetrics  and  Gynecology, 
University  of  Nebraska  Medical  Center, 
42nd  and  Dewey,  Omaha,  Nebraska  68105. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Annual  Session,  April  29 -May  2,  1973, 
Holiday  Inn,  Kearney,  Nebraska 

AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Session,  June  24-28,  1973,  Ameri- 
can Hotel,  New  York,  New  York. 


The  vaccine  still  must  be  put  through  ex- 
tensive tests  and  trials,  before  being  licensed 
for  use  on  the  public. 

In  their  research  at  the  National  Institute 
of  Allergy  and  Infectious  Diseases  of  the 
National  Institutes  of  Health  in  Bethesda, 
Maryland,  the  scientists  said  they  employed 
the  live,  though  weakened,  viruses  in  de- 
veloping the  vaccine. 

Russia 

Top  American  and  Soviet  health  officials 
announced  they  will  expand  a joint  health 
research  project  to  include  viral  diseases, 
provision  of  health  services,  and  occupational 
health. 

The  action  was  taken  under  a May  25 
agreement  between  the  two  countries  to  co- 
operate in  studying  cancer,  heart  disease, 
and  environmental  problems.  Groundwork 
for  the  program  was  laid  by  President  Nixon 
and  Soviet  leaders  at  the  Moscow  summit 
meeting. 

The  broadened  agreement  was  described 
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at  a briefing  by  Soviet  health-minister  Boris 
V.  Petrovsky  and  Dr.  Roger  0.  Egeberg,  co- 
chairman  with  Petrovsky  of  the  U.S.-Soviet 
Joint  Committee  on  Health  Cooperation. 

Three  experimental  cancer  drugs  developed 
in  the  Soviet  Union  will  be  given  trials  of 
effectiveness  on  American  patients  starting 
early  next  year. 


Birth  control 

Sterilization  became  the  most  popular  form 
of  birth  control  for  couples  over  age  BO  dur- 
ing the  last  half  of  the  sixties,  but  younger 
couples  still  preferred  the  pill,  a government 
financed  study  shows. 

The  1970  National  Fertility  Study,  con- 
ducted under  contract  with  the  National  In- 
stitutes of  Health’s  Center  for  Population 
Research,  also  provided  fresh  evidence  that 
increased  use  of  contraceptive  devices  was 
“a  major  factor  in  the  drop  in  the  nation’s 
birth  rate,”  which  now  is  at  an  all  time 
low. 

Although  nearly  six  million  married  wom- 
en were  using  oral  contraceptives  in  1970, 
“one  of  the  most  dramatic  findings,”  was 
that  voluntary  sterilization  was  preferred 
more  often  than  the  pill  by  both  black  and 
white  couples  in  which  the  wife  was  aged 
30-44. 


Current  Pediatric  Diagnosis  and  Treatment,  by 
C.  Henry  Kempe,  M.D.,  Henry  K.  Silver,  M.D.,  and 
Donough  O’Brien,  M.D.,  and  associate  authors;  18 
by  26  cm,  flexible  cover,  1008  pages;  published  1972 
by  Lange  Medical  Publications,  Los  Altos,  Cali- 
fornia; $12.00. 

This  is  the  second  edition  of  this  book;  each  of 
the  authors  is  a professor  of  pediatrics  at  the  Uni- 
versity of  Colorado  School  of  Medicine.  There  are 
48  associate  authors.  The  second  edition  contains  a 
new  chapter  on  ambulatory  pediatrics  and  another 
on  teeth. 

The  book  is  divided  into  40  chapters  and  has  a 
good  index  that  is  a little  over  25  pages  long.  The 
type  is  easy  to  read,  and  figures  are  scattered 
throughout  the  text.  There  are  discussions  of  im- 
mune mechanism  disorders,  adolescence,  pediatric 


psychiatry,  connective  tissue  diseases,  and  chromo- 
somal disorders,  in  addition  to  everything  else  you 
may  want  to  know  about  the  diseases  of  children. 
Like  child  abuse,  drugs,  allergy,  poisoning,  emer- 
gencies and  accidents,  hematological  disorders,  and 
the  newborn  infant. 


Twelve  dollars  is  cheap  for  a good  thousand  page 
book  like  this. 


— F.C. 


Special  Problems  of  Anesthesia  in  Infants,  by  Z. 
Rondio,  M.D.,  in  collaboration  with  B.  Fidzinska- 
Hektus;  15  by  20.5  cm,  hard  cover,  147  pages;  pub- 
lished 1971  by  Polish  Medical  Publishers,  Warsaw; 
$4.75. 

There  are  390  references  in  this  book,  and  there  is 
no  index. 

It  is  a nice  little  book.  As  in  other  foreign  edi- 
tions, some  equipment  described  is  available  here, 
and  some  is  not.  There  is  very  little  to  tell  you 
how  to  give  an  anesthetic,  but  this  is  typical  of  new 
publications. 

The  book  is  very  well  written,  the  English  is  our 
English,  and  the  drawings  are  quite  good.  There 
are  more  references  on  each  page  than  I care  for, 
and  I wish  the  book  had  an  index. 

“The  tubes  designed  by  Cole”  were  not  designed 
“mainly  for  resuscitation  of  the  newborn.”  Take 
my  word  for  it. 

It  is  well  worth  the  price. 

—F.C. 


Review  of  Medical  Pharmacology,  by  Frederick 
Meyers,  M.D.,  Ernest  Jawetz,  Ph.D.,  and  Alan  Gold- 
fien,  M.D.;  published  1972  by  Lange  Medical  Pub- 
lications, Los  Altos,  California;  flexible  cover  18 
by  26  cm;  688  pages;  $8.50. 

This  is  the  third  edition  of  this  book;  the  authors 
are  professors  at  the  School  of  Medicine,  Univer- 
sity of  California,  San  Francisco;  new  editions  ap- 
pear every  two  years,  which  is  good.  The  book 
is  divided  into  eight  sections,  or  parts:  general  in- 
formation, autonomic  and  c ardiovascular  drugs, 
central  nervous  system  drugs,  systemic  drugs,  en- 
docrine drugs,  agents  used  in  the  treatment  of  nu- 
tritional and  metabolic  derangements,  chemothera- 
peutic agents,  and  toxicology. 

The  book  is  modern,  comprehensive,  and  well 
written.  The  statement  that  the  cost  of  halothane 
forces  the  use  of  a closed  (total  rebreathing)  sys- 
tem in  most  situations  is  not  quite  the  way  I should 
have  put  it.  There  are  66  divisions  in  the  entire 
book,  an  appendix,  and  a 26  page  index.  Anti- 
viral chemotherapy  apears  twice;  the  discussions  are 
short  but  good.  The  section  on  cancer  chemo- 
therapy is  25  pages  long,  well  presented,  and  is 
followed  by  a worthy  list  of  references. 

The  selection  of  type  and  the  use  of  boldface 
makes  the  book  readable.  It  is  something  to  think 
about  that  reviews  are  now  ten  inches  tall  and  over 
600  pages  long,  but  the  time  when  you  could  put 
a good  medical  book  in  your  pocket  is  long  gone. 
There  is  too  much  to  know,  and  this  book  has  much 
to  tell,  and  all  at  about  a penny  a page. 

—F.C. 
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Our  Medical  Schools 


Urology  course  at  U of  N 

The  continuing  education  department  of 
the  University  of  Nebraska  Medical  Center 
will  offer  a course  in  urology  at  the  Medical 
Center  Friday,  November  17. 

Guest  speaker  at  the  course,  which  will 
concentrate  on  urinary  tract  infections,  will 
be  Dr.  Clair  E.  Cox,  professor  and  chairman 
of  the  department  of  urology  at  the  Univer- 
sity of  Tennessee  Medical  Unit  in  Memphis. 

Coordinator  of  the  course  is  Dr.  Francis 
Bartone,  associate  professor  of  urology  and 
chairman  of  the  department  at  the  Univer- 
sity of  Nebraska  Medical  Center. 

The  American  Academy  of  Family  Prac- 
tice will  award  eight  hours  of  credit  for  the 
course. 

Registration  fee  of  $30  includes  one  lunch- 
eon. 

Dr.  Guyton  honored 

A Mississippian  has  been  selected  as  the 
first  recipient  of  the  annual  A.  Ross  Mc- 
Intyre Award  of  the  University  of  Nebraska 
College  of  Medicine. 

Dr.  Arthur  C.  Guyton,  Chairman  of  the 
Department  of  Physiology  and  Biophysics 


The  Law 

Returning  from  the  Republican  Convention 
recess,  the  92nd  Congress  is  confronted  with 
many  health  care  issues  in  the  short  time 
remaining  to  it.  Amid  speculation  that 
highly  visible  and  controversial  programs 
may  be  stalled  by  partisan  pressures  of  the 
coming  election,  strong  incentives  remain 
for  prompt  action  on  less  controversial  items 
on  the  calendar.  Pending  bills  include  pro- 
posals related  to  significant  programs  sched- 
uled to  expire  in  mid  1973.  Recent  actions 
taken  include: 


at  the  University  of  Mississippi,  was  chosen 
for  his  outstanding  contributions  to  medical 
science  and  education. 

The  new  award,  consisting  of  a gold 
medal,  a citation,  and  $500,  is  named  after 
Dr.  A.  Ross  McIntyre,  Professor  Emeritus 
of  Pharmacology  at  the  University  of  Ne- 
braska Medical  Center. 

He  has  authored  several  textbooks,  one  of 
which  is  said  to  be  the  most  widely  read 
medical  physiology  text  in  the  world.  The 
book,  “Textbook  of  Medical  Physiology,” 
now  in  its  fifth  printing,  has  been  acclaimed 
the  most  useful  book  in  its  field  by  physi- 
ology department  chairmen  throughout  U.S. 
medical  schools. 

In  addition  to  his  other  medical  and  scien- 
tific publications,  his  research,  and  his  in- 
ventions, Dr.  Guyton  designed  and  built  a 
motorized  wheelchair  to  be  used  by  patients 
who  are  almost  totally  paralyzed. 

Dr.  McIntyre,  a native  of  England,  joined 
the  University  of  Nebraska  Medical  Center 
staff  in  1932.  In  1935  he  was  appointed 
chairman  of  the  departments  of  physiology 
and  pharmacology,  a position  which  he  held 
until  1967. 


The  President  has  signed  the  Cooley’s 
Anemia  Control  Act,  H.R.  15U7U,  which 
has  now  been  designated  P.L.  92-A1U- 
The  Act  authorizes  HEW  to  make  $11.1 
million  in  grants  and  contracts  over  a 
three  year  period  for  the  treatment 
and  prevention  of  Cooley’s  Anemia. 

Both  Houses  of  Congress  have  passed 
the  conference  report  on  H.R.  2,  the 
Uniformed  Services  Health  Professions 
Revitalization  Act,  which  calls  for  the 
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creation  of  a university  for  the  uni- 
formed services  health  professions.  It 
further  establishes  a scholarship  pro- 
gram for  recipients  who  agree  to  serve 
in  the  armed  forces  upon  the  comple- 
tion of  their  training. 

The  Conference  Committee  has  report- 
ed S.  3UU2,  the  Communicable  Disease 
Control  Amendments  of  1972.  This 
measure  extends  and  expands  existing 
vaccination  and  immunization  pro- 
grams and  provides  for  a special  pro- 
gram to  control  VD.  Over  a three  year 
period  the  bill  would  authorize  $11  mil- 
lion a year  for  the  control  of  tubercu- 
losis ; $6  million  a year  for  programs  to 
control  measles;  and  $23  million  a year 
for  the  control  of  other  communicable 
diseases. 

The  House  Interstate  and  Foreign 
Commerce  Committee  has  reported 
H.R.  15859,  the  Emergency  Medical 
Service  Act.  The  bill  would  assist  com- 
munities in  the  creation  of  emergency 
health  care  delivery  systems. 


Recently  the  Senate  passed  S.  2108,  the 
Veterans’  Drug  and  Alcohol  Treatment 
and  Rehabilitation  Act  of  1972. 

. In  further  action,  with  respect  to 
narcotic  addiction,  the  Senate  has 
passed,  by  a vote  of  81-0,  H.R.  9323, 
which  would  allow  for  the  use  of  meth- 
adone maintenance  programs  under  the 
Narcotic  Addict  Rehabilitation  Act. 
Under  the  terms  of  this  Act,  “treat- 
ment” is  restricted  to  those  programs 
directed  toward  total  rehabilitation. 
Maintenance  and  control  programs  are 
not  presently  authorized.  The  bill  will 
now  be  sent  to  the  President. 


Welcome  New  Member 

J.  A.  Reed,  M.D. 

510  Anderson  Building 
Lincoln,  Nebraska  68508 
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Picture  Gallery 


Pictures  taken  at  the  August  18th,  Tenth  Annual 
Seminar  on  the  Medical  Aspects  of  Competitive  Ath- 
letics. The  Seminar  is  sponsored  by  the  NMA’s  Sub- 
Committee  on  Athletic  Injuries  which  is  chaired  by 
John  E.  Murphy,  M.D.  of  Aurora. 

The  out-of-state  guest  speakers  were: 

Fred  L.  Allman,  Jr.,  M.D.,  Atlanta,  Georgia 
Mr.  Charles  (Chuck)  M.  Coker,  Fresno,  Cali- 
fornia 
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Physicians'  Classified  — 

IMMEDIATE  OPENING  — For  OB-Gyn, 
Internal  Medicine,  and  Orthopedic  specialties 
to  establish  successful  practice  with  14-man 
multi-specialty  group.  Excellent  group  bene- 
fits; pension  plan;  modern  clinic  facilities; 
progressive  community  with  excellent  educa- 
tional system  including  two  colleges;  city 
population  35,000;  good  recreational  facilities; 
each  specialty  must  be  board  eligible  or  cer- 
tified; young  man  with  military  obligation  com- 
pleted. Contact:  Business  Manager,  The 

Manitowoc  Clinic,  601  Reed  Avenue,  Manito- 
woc, Wisconsin  54220. 

CLINIC  AVAILABLE  — General  practice 
in  furnished  clinic.  County  seat  town,  SW 
Nebraska.  3 nursing  homes  in  town,  good 
territory.  Write  Box  8,  Beaver  City,  Nebraska. 


DIRECTOR  OF  MEDICAL  SERVICES  — 
Urgent  need  — Beatrice  State  Home  For  Re- 
tarded, Beatrice,  Nebraska.  General  practi- 
tioner for  new  260-bed  hospital  included  with 
institution  of  1500  residents.  Full-time  posi- 
tion with  assistance  from  local  physicians 
utilized  on  part-time  basis.  Must  qualify  for 
Nebraska  license.  Highly  competitive  salary 
open  to  negotiation  dependent  on  training  and 
experience.  Address  inquiries:  Jack  R.  Ander- 
son, M.D.,  Dept,  of  Public  Institutions,  Box 
94728,  Lincoln,  Ne.  68509  Phone:  (402)  471- 
2231  or  Mr.  M.  E.  Wyant,  Supt.,  Beatrice  State 
Home,  Box  359,  Beatrice,  Ne.  68310  Phone 
(402)  223-2302. 

SKI  BRECKENRIDGE  and  other  adjacent 
ski  areas  in  Colorado.  Brand  new  condominium 
for  rental.  For  reservations,  etc.,  write  or  call 
Dr.  Wallace  J.  Vnuk,  P.O.  Box  131,  Kearney, 
Nebraska  68847. 
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Medici  news  . . . 


VA  appoints  nurse 

Veterans  Administration  hospitals  and 
clinics  are  giving  nurses  an  expanded  role  in 
medical  programs  for  veterans.  VA  recent- 
ly appointed  a nurse  as  a hospital  direc- 
tor, the  first  such  appointment  in  its  medical 
system. 

The  agency’s  professional  nurses  also  will 
take  a more  active  role  in  the  administra- 
tion of  clinics  and  ward  units,  provide  life- 
saving emergency  treatment,  interview  and 
screen  patients  for  hospital  admission  and 
other  care,  help  with  the  patient  assessment, 
take  the  medical  history,  order  diagnostic 
tests,  and  teach  the  patient  and  his  family 
how  to  care  for  the  veteran  after  he  leaves 
the  hospital. 

With  the  increasing  complexity  of  medi- 
cine, nurses  today  are  trained  for  more  com- 
plex duties,  according  to  Dr.  Benjamin  B. 
Wells,  the  VA  Deputy  Chief  Medical  Direc- 
tor. Every  VA  hospital  conducts  a continu- 
ing education  program  for  its  nursing  per- 
sonnel, he  said. 


Medical  assistants  pass  exam 

A record  number  of  medical  assistants 
have  passed  the  1972  certification  examina- 
tion conducted  by  the  American  Association 
of  Medical  Assistants  (AAMA) . 

The  new  record  of  304  includes  126  who 
passed  the  administrative  examination,  105 
who  passed  the  clinical,  and  73  who  earned 
dual  certification.  The  examination  was 
passed  by  280  individuals  for  the  first  time, 
while  24  earned  certification  in  an  additional 
category. 

The  successful  applicants  will  be  honored 
during  ceremonies  at  the  AAMA  convention 
in  Phoenix,  Oct.  17-21.  Certificates  and  pins 
will  be  presented  at  a dinner  Oct.  18. 

Of  the  579  candidates  who  sat  for  the 
1972  examination,  over  50  percent  passed. 
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ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

Manuscripts  to  be  presented  for  publication  in  the 
JOURNAL  should  be  typewritten,  double  - spaced,  on  one 
side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
letter  sized  (8 y2  by  11  in.)  white  paper.  Wide  margins 
(at  least  1*4  in.  on  left)  should  be  left  free  of  typing. 
On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 
consecutively,  the  page  number  being  shown  in  the  right 
upper  corner  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations 
shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  the  author’s  name,  its  number  and  an  indi- 
cation of  its  “top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent 
directly  to  the  Editor  at  the  Journal’s  address. 

Letters  to  the  Editor  submitted  for  publication  should  be 
prepared  as  above,  and  must  carry  the  notation : To  be 

Published. 

Reprints  should  be  ordered  from  the  printer,  NEWS 
Printing  Company,  Norfolk,  Nebr.  68701. 
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Technical  Articles 
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to  any  doctor's  library. 
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to  run  reprints — 
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Medicinews  . . . 

AHA  forms  councils 

A Council  on  Cardiovascular  Radiology 
and  a Council  on  Cardiopulmonary  Diseases 
have  been  formed  by  the  American  Heart 
Association  to  provide  forums  for  scientists 
and  clinicians  in  those  fields. 

The  Council  on  Radiology  will  focus  on  the 
fundamental  problems  of  radiology  and  all 
its  ramifications,  including  nuclear  medicine 
and  infrared  photography.  Florencio  A.  His- 
pona,  Associate  Director,  Department  of  Ra- 
diology, Boston  (Mass.)  City  Hospital  is 
chairman. 

The  Council  on  Cardiopulmonary  Diseases 
will  pursue  a better  understanding  and  con- 
trol of  cardiopulmonary  malfunction  with 
special  emphasis  on  problems  of  cardio- 
pulmonary physiology  and  medicine.  Coun- 
cil chairman  is  Alfred  P.  Fishman,  Director, 
Cardiovascular  and  Pulmonary  Division,  Hos- 
pital of  the  University  of  Pennsylvania, 
Philadelphia. 

Membership  in  each  Council  is  open  to 
scientists  and  clinicians  who  are  members 
of  the  Nebraska  Heart  Association.  These 
new  Councils  will  join  the  other  twelve  sci- 
entific councils  constituting  the  professional 
arm  of  the  American  Heart  Association  giv- 
ing national  leadership  to  the  solution  of 
heart  and  circulatory  disease  problems. 
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Numbers  of  Physicians  Required  for  Primary 
Medical  Care  — H.  K.  Schonfeld  et  al 
(Yale  School  of  Medicine,  New  Haven 
06510)  New  Eng  J Med  286:571-576 
(March  16)  1972. 

The  estimates  with  respect  to  physicians 
required  for  the  provisions  of  “good”  pri- 
mary care  (pediatricians  and  internists)  are 
based  on  clinical  judgments  of  the  content  of 
good  medical  care  and  the  frequency  of  con- 
ditions requiring  it.  The  data  available  in- 
dicate the  need  for  133  physicians/100,000 
persons  for  primary  care,  as  against  the 
available  supply  of  about  one  half  as  many. 


Regression  of  Xanthomata  of  Eyelids  With 
Modified  Fat  Diet  — A.  J.  Palmer  and  R. 
Blacket  (Prince  Henry  Hosp,  Sydney,  Aus- 
tralia). Lancet  1:66-68  (Jan  8)  1972. 

A patient  is  described  with  extensive  xan- 
thomatous deposits  in  the  eyelids  which  be- 
gan to  regress  in  the  sixth  year  of  treat- 
ment with  a modified  fat  diet  and  disap- 
peared in  the  eighth  year.  Serum  cholesterol 
showed  no  significant  change  until  the  eighth 
year  of  treatment,  when  it  declined  precipi- 
tously. 
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ANTACID 

Write  for  Clinical  Samples 

ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis,  Missouri  63102 
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ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 

Roger  Tusken,  Exec.  Dir. 

Volker  Blvd.  at  Brookside,  Kansas  City,  Mo.  64112 

American  Academy  of  Pediatrics 
Stanley  L.  Harrison,  M.D.,  Secy. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 

American  College  of  Legal  Medicine 

Miss  Betty  Hanna,  Exec.  Sec. 

1340  N.  Astor,  Chicago,  Illinois  60610 

American  College  of  Obstetricians  & Gynecologists 

Michael  Newton,  M.D.,  Dir. 

79  West  Monroe  Street,  Chicago,  Illinois  60603 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Vice  Pres. 
4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 

American  College  of  Radiology 

William  C.  Stronach,  L.L.B.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60606 

American  College  of  Surgeons 
Dr.  C.  Rollins  Hanlon,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 

American  Diabetes  Association 

Mr.  J.  Richard  Connelly,  Exec.  Dir. 

18  East  48th  St.,  New  York,  New  York  10017 

American  Heart  Association 

James  M.  Hundley,  M.D.,  Exec.  Dir. 

44  East  23rd  St.,  New  York,  New  York  10010 

National  Hemophilia  Foundation 

25  West  39th  Street,  New  York,  New  York  10018 


American  Hospital  Association 

Edwin  L.  Crosby,  M.D.,  Exec.  Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 


American  Medical  Association 

Ernest  B.  Howard,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 

American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  North  Carles  St.,  Baltimore,  Maryland  21201 

The  Arthritis  Foundation 

Mr.  Daniel  E.  Button.  Executive  Director 
1212  Ave.  of  the  Americas,  New  York,  N.Y.  10036 

International  College  of  Surgeons 
Virgil  T.  DeVault,  Int.  Exec.  Sec. 

1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 

National  Multiple  Sclerosis  Society 

257  Park  Avenue  South 
New  York,  New  York  10010 

Radiological  Society  of  North  America 

Maurice  D.  Frazer,  M.D.,  Sec. 

713  East  Genesee  St.,  Syracuse,  New  York  13210 


Vocational  Rehabilitation  Administration 

Edward  Newman,  Commissioner 

330  Independence  Ave.,  S.W.,  Washington, 

D.C.  20201 


American  Society  of  Anesthesiologists 

Mr.  J.  W.  Andes.  Exec.  Secy. 

515  Busse  Hwy.,  Park  Ridge,  Illinois  60068 

American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

525  The  Hearst  Building,  Third  at  Market  St., 
San  Francisco,  California  94103 

American  Society  of  Clinical  Pathologists 
George  F.  Stevenson,  M.D.,  Exec.  Vice  Pres. 
2100  W.  Harrison  St.,  Chicago,  Illinois  60612 
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It’s  about  time 
somebody  told 
the  true  story  of 
the  American  Doctor. 

You’d  agree  1 00%  on  that.  There  have  been  too  many  of  the 
other  kind  of  story. 

You  know  that  the  vast  majority  of  American  doctors  are 
honest,  hardworking,  skilled  and  dedicated  human  beings 
who  have  the  interests  of  their  patients  at  heart. 

That’s  exactly  what  the  AMA  is  trying  to  make  the  public 
aware  of. 


One  of  the  many  ways  the  AMA  is  doing  it  is  through  its 
special  communications  program. 

Perhaps  you’ve  seen  pages  in  newspapers  and  national 
magazines  signed  “America’s  Doctors  of  Medicine.”  They’re 
part  of  this  program.  It  tells  the  true  story  of  what  it  takes  to 
become  a doctor.  The  ways  American  medicine  has  improved 
the  public’s  health.  And  to  express  the  profession’s  concern 
about  health  by  providing  information  which  will  help  every 
American  lead  a healthier  life. 

We’re  telling  this  story  for  you,  the  American  doctor.  If  we 
are  to  continue  to  represent  you  effectively,  we  need 
your  support. 

Find  out  more  about  what  the  AMA  does  for  you  and  the 
public.  Send  for  the  pamphlet,  “The  AMA  and  the  American 
Doctor:  Sharing  a Common  Goal.”  Write:  Dept.  DW,  at  the 
address  below. 

JOIN  US. 

WE  CAN  DO  MUCH  MORE  TOGETHER. 

American  Medical  Association 

535  North  Dearborn  Street/Chicago,  Illinois  60610 
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“We’ve  got  to  keep  up  his  will  to  live.  Don’t  let  him  see  the  TV  news.” 


Councilor  Districts  and  Counties 

First  District:  Councilor:  Thomas 

J.  Gurnett,  Omaha.  Counties : 
Douglas,  Sarpy. 

Second  District:  Councilor:  Louis 

J.  Gogela,  Lincoln.  Counties : 
Lancaster,  Otoe,  Cass. 

Third  District:  Councilor:  H.  C. 

Stewart,  Pawnee  City.  Counties  : 
Gage,  Johnson,  Nemaha,  Pawnee, 
Richardson. 

Fourth  District:  Councilor:  Rob- 

ert B.  Benthack,  Wayne.  Coun- 
ties: Knox,  Cedar.  Dixon,  Dakota, 
Antelope,  Pierce,  Thurston,  Madi- 
son, Stanton,  Cuming,  Wayne. 

Fifth  District:  Councilor:  Robert 

M.  Sorenson,  Fremont.  Counties: 
Burt,  Washington,  Dodge,  Platte, 
Colfax,  Boone,  Nance.  Merrick. 

Sixth  District:  Councilor:  Houtz 

G.  Steenburg,  Aurora.  Counties: 
Saunders,  Butler,  Polk,  Seward, 
York,  Hamilton. 

Seventh  District:  Councilor:  Lyle 

Nelson.  Crete.  Counties:  Saline, 
Clay,  Fillmore,  Nuckolls,  Thayer, 
Jefferson. 

Eighth  District:  Councilor:  Robert 
Waters,  O’Neill.  Counties:  Cher- 
ry, Keyapaha,  Brown,  Rock,  Holt, 
Sheridan,  Boyd. 

Ninth  District:  Councilor:  Hiram 

Walker,  Kearney.  Counties:  Hall, 
Custer,  Valley,  Greeley,  Sher- 
man, Howard.  Dawson,  Buffalo, 
Grant.  Hooker,  Thomas,  Blaine, 
Wheeler.  Loup.  Garfield. 

Tenth  District:  Councilor:  Fred  J. 
Rutt,  Hastings.  Counties : Gos- 
per. Phelps,  Adams,  Furnas, 
Harlan,  Webster.  Kearney.  Red 
Willow,  Chase,  Frontier,  Dundy, 
Hitchcock. 

Eleventh  District:  Councilor:  Bruce 
F.  Claussen.  North  Platte.  Coun- 
ties: Lincoln.  Perkins.  Keith,  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  A.  J. 
Alderman,  C hadron.  Counties: 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyenne,  Sioux, 
Dawes. 


NEBRASKA  MEDICAL  ASSOCIATION 
Council  Districts  and  Component  County  Medical  Societies 


COMPONENT  COUNTY  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


Adams 

Antelope-Pierce 

Boone 

Box  Butte 

Buffalo 

Cass 

Cheyenne-Kimball-Deuel. 

Cuming 

Custer 

Dawson 

Dodge 

Five  County 

Four  County 

Gage 

Garden-Keith-Perkins 

Hall 

Hamilton 

Holt  & Northwest 

Howard 

Jefferson 

Knox 

Lancaster 

Lincoln 

Madison 

N.W.  Nebraska 

Omaha-Douglas 

Otoe 

Phelps 

Platte-Loup  Valley 

Saline 

Saunders 

Scotts  Bluff 

Seward 

S.E.  Nebraska 

S.W.  Nebraska 

South  Central  Nebraska. 

Washington-Burt 

York-Polk 


Donovan  B.  Foote,  Jr.,  Hastings_  George  L.  Welch,  Hastings 

R.  E.  Kopp,  Plainview  D.  F.  Johnson,  Jr.,  Osmond 

Roy  Smith,  Albion Wm.  D.  Reardon,  St.  Edward 

Raymond  H.  Olson,  Alliance F.  P.  Sucgang,  Alliance 

K.  W.  Ellis,  Kearney Gerald  Morris,  Kearney 

R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp,  Elmwood 

Lloyd  O’Holleran,  Sidney 

Robert  Scherer,  West  Point Thomas  R.  Tibbels,  West  Point 

M.  L.  Chaloupka,  Callaway Loren  Jacobsen,  Broken  Bow 

Wayne  K.  Weston,  Lexington Wm.  B.  Elfeldt,  Lexington 

W.  H.  Hill,  Fremont W.  B.  Eaton,  Fremont 

Henry  J.  Billerbeck,  Randolph Charles  G.  Muffley,  Pender 

Paul  R.  Martin,  Ord Otis  W.  Miller,  Ord 

John  Porter,  Beatrice Klemens  E.  Gustafson,  Beatrice 

L.  C.  Potts,  Grant Berl  Spencer,  Ogallala 

John  Easley,  Grand  Island John  Reilly,  Grand  Island 

P.  J.  Madden,  Aurora P.  J.  Madden,  Aurora 

William  F.  Becker,  Lynch Donald  Bailey,  O’Neill 

R.  G.  Hanisch,  St.  Paul E.  C.  Hanisch,  St.  Paul 

Gordon  O.  Johnson,  Fairbury Frank  Falloon,  Fairbury 

R.  L.  Tollefson,  Wausa D.  J.  Nagengast,  Bloomfield 

B.  F.  Wendt,  Lincoln Dwight  L.  Snyder,  Lincoln 

George  D.  Cooper,  North  Platte- Miles  Foster,  North  Platte 

R.  E.  Klaas,  Norfolk F.  Martin,  Norfolk 

Bernard  Owen,  Gordon R.  L.  Hook,  Rushville 

T.  T.  Smith,  Omaha Donald  J.  Pavelka,  Omaha 

G.  E.  Burbridge,  Nebraska  City_C.  J.  Formanack,  Syracuse 

Rex  J.  Kelly,  Holdrege 

T.  J.  Lemke,  Jr.,  Columbus A.  H.  Liebentritt,  Columbus 

Clarence  Zimmer,  Friend Jerry  Adler,  Crete 

E.  J.  Hinrichs,  Wahoo John  E.  Hansen,  Jr.,  Wahoo 

John  C.  Shaffer,  Mitchell J.  C.  Baumgartner,  Scottsbluff 

Paul  R.  Hoff,  Seward Roger  A.  Jacobs,  Seward 

Wendell  Fairbanks,  Auburn John  Krickbaum,  Auburn 

Richard  A.  Cottingham,  McCook- James  Carson,  McCook 

L.  G.  Bunting,  Hebron Chas.  F.  Ashby,  Geneva 

L.  E.  Sauer,  Tekamah Isaiah  Lukens,  Tekamah 

James  D.  Bell,  York B.  N.  Greenberg,  York 
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For  the  patient  with  a terminal  ill- 
ness, PAIN  past,  present,  and  fu- 
ture can  dominate  his  thoughts 
until  it  becomes  almost  an  obses- 
sion. The  more  he  is  aware  of  the 
pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  mem- 
ory of  yesterday’s  pain,  and  to  allay 
his  fearful  anticipation  of  tomor- 
row’s pain.  Surely  the  last  thing  this 
patient  needs  is  an  analgesic  con- 
taining caffeine  to  stimulate  the 
senses  and  heighten  pain  aware- 
ness. A far  more  logical  choice  is 
Phenaphen  with  Codeine.  The  sen- 
sible formula  provides  Va  grain  of 
phenobarbital  to  take  the  nervous 
“edge”  off,  so  the  rest  of  the  for- 
mula can  help  control  the  pain 
more  effectively.  Don’t  you  agree, 
Doctor,  that  psychic  distress  is  an 
important  factor  in  most  of  your 
terminal  and  long-term  convales- 
cent patients? 


the  analgesic  formula  that  calms 
instead  of  caffeinates 


Phenaphen 

with 

Codeine 


Phenaphen  with  Codeine  No.  2,  3,  or  4 con- 
tains: Phenobarbital  {'A  g r.) , 16.2  mg.  (warn- 
ing: may  be  habit  forming);  Aspirin  (21/2  gr.), 
162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.; 
Codeine  phosphate,  1 U gr.  (No.  2),  Vfe  gr.  (No.  3) 
or  1 gr.  (No.  4)  (warning:  may  be  habit  forming). 

Indications:  Provides  relief  in  severer  grades 
of  pain,  on  low  codeine  dosage,  with  minimal 
possibility  of  side  effects.  Its  use  frequently 
makes  unnecessary  the  use  of  addicting 
narcotics.  Contraindications:  Hypersensitivity 
to  any  of  the  components.  Precautions:  As 
with  all  phenacetin-containing  products,  ex- 
cessive or  prolonged  use  should  be  avoided. 
Side  effects:  Side  effects  are  uncommon  al- 
though nausea,  constipation  and  drowsiness 
may  occur.  Dosage:  Phenaphen  No.  2 and 
No.  3 — 1 or  2 capsules  every  3 to  4 hours  as 
needed;  Phenaphen  No.  4 — 1 capsule  every  3 
to  4 hours  as  needed.  For  further  details  see 
product  literature. 

/TT.  Phenaphen  with  Codeine  is  now  classi- 
\il  fied  in  Schedule  III,  Controlled  Sub- 
stances Act  of  1970.  Available  on  written  or 
oral  prescription  and  may  be  refilled  5 times 
within  6 months,  unless  restricted  by  state  law. 


Diagnostic  Abdominal  Paracentesis  — J. 

Gjessing  et  al  (Sundsvall  Hosp,  Sundsvall, 
Sweden),  Br  Med  J 1:617-618  (March  4) 
1972. 

Diagnostic  abdominal  paracentesis,  per- 
formed on  43  patients,  was  found  particu- 
larly useful  in  those  with  abdominal  pain 
resulting  from  trauma.  In  12  patients  the 
findings  led  to  their  being  spared  from  lap- 
arotomy, and  in  a number  of  others  it  en- 
abled early  diagnosis  of  the  intraabdominal 
pathological  findings  and  an  early  start  on 
appropriate  surgical  treatment. 


Impaired  Growth  and  Onychodysplasia  — B. 

Senior  (171  Harrison  Ave,  Boston  02111). 

Amer  J Dis  Child  122:7-9  (July)  1971. 

Six  short  children  who  were  short  at  birth 
had  minute  nails  on  one  or  more  of  the  small 
toes  bilaterally.  Additional  features  which 
were  less  consistently  present  included  mild 
intellectual  impairment,  broad  noses  and  wide 
mouths,  shortness  of  the  middle  phalanges 
of  the  fifth  fingers  and  fusion  of  the  middle 
and  distal  phalanges  of  the  fifth  toes. 


0“ 


“I’d  go  to  see  a doctor  about  it  . . . but  I am 
a doctor.” 


A.  H.  Robins  Company,  Richmond,  Virginia 
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What  it  means 
to  live  and  wotk  in 
Tipton  County, 
Tennessee 

Persons  who  are  white  and 
over  40  have  one  chance  in  four 
of  having  solar  keratoses... 
which  may  be  premalignant 

An  epidemiologic  study*  conducted  in  Tipton  County,  Ten- 
nessee, revealed  that  28.5  % of  white  persons  over  40  had  solar 
keratoses;  most  had  multiple  lesions.  Cluster  sampling  projected 
an  estimated  prevalence  of  32.5  % for  white  males  and  19.5  % 
for  white  females. 

Though  this  is  an  unusually  high  percentage  of  affected  persons, 
these  lesions  can  occur  in  any  white  population,  wherever  people 
work  or  play  out  of  doors. 

Prevalence  of  solar  keratoses  in  white  persons 
over  40  in  Tipton  County,  Tennessee 


□ Persons  without  solar  keratoses  Hi  Persons  with  solar  keratoses 


*Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


I 
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Solar,  actinic,  senile  keratoses 

Called  by  many  names,  the  typical  lesion  is  flat 
or  slightly  elevated,  brownish  or  reddish  in 
color,  papular,  dry,  adherent,  rough,  sharply 
defined;  usually  multiple  lesions,  chiefly  on 
exposed  portions  of  the  skin. 

Sequence/selectivity  of  response 

Erythema  in  areas  of  lesions  may  begin  after 
several  days  of  therapy;  height  of  reaction 
(only  in  affected  areas)*  usually  occurs  within 
two  weeks,  declining  after  discontinuation  of 
therapy.  Since  this  response  is  so  predictable, 
lesions  that  do  not  respond  should  be  biopsied 
to  rule  out  the  presence  of  a frank  neoplasm. 

Cosmetic  results 

Cosmetic  results  are  highly  favorable.  Inci- 
j dence  of  scarring  is  low— important  with  multi- 
ple facial  lesions.  Efudex  should  be  applied 
with  care  near  the  eyes,  nose  and  mouth. 

I 5%  cream -a  Roche  exclusive 

! Only  Roche  formulates  the  5 % cream .. . 
high  in  patient  acceptability . . . high  in  clinical 
1 efficacy,  especially  for  lesions  of  hands  and 
forearms . . . economical. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  inflamma- 
tory reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately. 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burningat  application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also  reported— insomnia, 
stomatitis,  suppuration,  scaling,  swelling,  irritability,  medic- 
inal taste,  photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a weight/ weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a vanish- 
ing cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 

an  alternative  to 
conventional  therapy 

Efudex* 

(fluorouracil) 

cream/solution 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


ORGANIZATIONS,  STATE  _ 

Alcoholics  Anonymous 

Lincoln  Center  Bldg.,  Lincoln  68508 
American  Red  Cross 

1701  “E”  St.,  Lincoln  68508 
The  Arthritis  Foundation,  Nebraska  Chapter 
Gilbert  Sanders,  Executive  Director 
904  South  75th  Street,  Omaha  68114 
Cerebral  Palsy  Association  of  Nebraska 
Joy  Piper,  Executive  Director 
4665  Leavenworth,  Omaha  68106 
Creighton  University  School  of  Medicine 
Joseph  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68131 
International  College  of  Surgeons 
Joseph  J.  Borghoff,  M.D.,  Regent  for  Nebraska 
7906  Dodge  Street,  Omaha  68114 
Multiple  Sclerosis  Society 

Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln  68522 
Muscular  Dystrophy  Assn,  of  America 
Robert  Fitzgerald,  District  Director 
6054  Ames  Ave.,  Omaha  68104 
National  Cystic  Fibrosis  Research  Foundation, 
Nebraska  Chapter 

Mark  Dorsey,  Executive  Director 
636  Medical  Arts  Bldg.,  Omaha  68102 
National  Foundation,  Inc.  (March  of  Dimes) 

Dick  Rumbolz,  1620  “M”  St.,  Lincoln  68508 
Nebraska  Academy  of  Ophthalmology 
Frank  L.  Eagle,  M.D.,  President 
8300  Dodge,  Omaha,  Nebraska  68114 

Nebraska  Academy  of  Otolaryngology 

William  Carter,  M.D.,  Secretary 
234  Doctors  Building,  Omaha  68131 

Nebraska  Association  of  Pathologists 

Robert  L.  Kruger,  M.D.,  Sec’y-Treas. 

1603  So.  79th  Ave.,  Omaha  68124 

Nebraska  Blue  Cross  - Blue  Shield 

Wm.  H.  Heavey,  Executive  Director 
72nd  and  Mercy  Road,  Omaha  68124 

Nebraska  Chapter 

American  Academy  of  Family  Physicians 
William  De  Roin,  M.D.,  Secy. 

8258  Hascall  St.,  Omaha  68124 

Nebraska  Chapter 

American  Academy  of  Pediatrics 

H.  E.  Wallace,  M.D.,  State  Chairman 
5145  “O”  St.,  Lincoln  68510 
James  Wax,  M.D.,  Sec’y-Treas. 

118  So.  88th,  Omaha  68114 

Nebraska  Chapter 

American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  M.D.,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha  68131 

Nebraska  Chapter,  American  College  of  Radiology 
Dr.  John  T.  McGreer,  III,  Secretary-Treasurer 
2300  South  16th  Street,  Lincoln 

Nebraska  Chapter 
American  College  of  Surgeons 
John  C.  Clyne,  M.D.,  Sec’y-Treas. 

130  Lakewood  Dr.,  Lincoln  68510 

Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 

Nebraska  Diabetes  Association,  Inc. 

Mrs.  E.  H.  Reitan,  Executive  Secy. 

2305  South  10th  St.,  Omaha  68108 

Nebraska  Dietetic  Association 
Ruth  P.  Hadden,  President 
2214  South  91st  St.,  Omaha  68124 
Nebraska  Division  American  Cancer  Society 
Peter  J.  Zwier,  Executive  Vice  President 
4201  Dodge,  Omaha  68131 

Nebraska  Epilepsy  League,  Inc. 

Box  6412,  Elmwood  Station,  Omaha  68106 


Nebraska  Heart  Association 

Mrs.  Martha  Robertson,  Exec.  Director 
3624  Farnam  Street,  Omaha  68131 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln  68508 
Nebraska  Medical  Association 
Ken  Neff,  Executive  Secretary 
1902  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
307  Baird  Bldg.,  Omaha  68102 
Nebraska  Nursing  Home  Association 

Eugene  J.  Thompson,  Executive  Secretary 
3100  “O”  Street,  Lincoln  68510 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 
Dr.  Merrill  Eaton,  Director 
602  South  44th  Avenue,  Omaha  68105 
Nebraska  Public  Health  Association 
H.  E.  McConnell,  Dr.  P.H.,  President 
State  Health  Dept.,  Lincoln  68509 
Nebraska  Regional  Medical  Program 

530  South  13th  Street,  Lincoln,  Nebraska  68508 
Nebraska  Rheumatism  Association 
Dr.  Arthur  Weaver,  President 
Lincoln,  Nebraska 

Nebraska  Society  for  Crippled  Children 

3815  Dewey  Avenue,  Omaha  68105 

Nebraska  Society  for  Internal  Medicine 
Charles  M.  Root,  M.D.,  F.A.C.P.,  President 
3610  Dodge  St.,  Omaha  68131 
Nebraska  Society  of  Anesthesiologists 
Dean  Watland,  M.D.,  President 
8601  W.  Dodge  Road,  Omaha  68114 
Nebraska  Society  of  Medical  Technologists 
Marilyn  Crane,  President 
4019  Nicholas,  Omaha  68131 
Nebraska  State  Department  of  Health 
Henry  Smith,  M.D.,  Director 
State  Capitol  Bldg.,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Willis  H.  Taylor,  Jr.,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  68131 
Nebraska  State  Orthopedic  Society 
Harold  Horn,  M.D.,  Secretary 
3145  “O”  Street,  Lincoln  68510 
Nebraska  State  Society  of  American 
Association  of  Medical  Assistants 
Patricia  Madsen,  President 
201  North  29th  St.,  Council  Bluffs,  Iowa  51501 
Minnie  Briggs,  Corresponding  Secretary 
8105  Valley,  Omaha  68124 
Nebraska,  South  Dakota,  North  Dakota  District 
Branch  of  the  American  Psychiatric  Association 
Harry  C.  Henderson,  M.D.,  President 
105  South  49th  St.,  Omaha  68132 
Nebraska  Tuberculosis  & Respiratory  Disease  Assn. 
Delmer  Serafy,  Executive  Secretary 
406  W.O.W.  Building,  Omaha  68102 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  M.D.,  Sec’y-Treasurer 
903  Sharp  Building,  Lincoln  68508 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Mary  E.  Pilloud,  Executive  Secretary 
1040  Medical  Arts  Building,  Omaha  68102 
POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha  68105 
Rehabilitation  Service  Division 

Fred  A.  Novak,  Assistant  Commissioner 
1701  So.  17th  St.,  Lincoln  68502 
University  of  Nebraska  College  of  Medicine 
Robert  D.  Sparks,  M.D.,  Chancellor 
42nd  and  Dewey,  Omaha  68105 
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Advertisement 


“ The  history  of  science,  and  in 
particular  the  history  of  medicine . . .is ... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “ The  History 

of  Medicine  Versus  the  History  of  Art  ” 
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Are  combination  drug 


Results  of  a questionnaire  to 
7,000  physicians: 

62.9% 

Believe  combination  drug 
products  are  useful. 

13.8% 

Do  not  believe  combination  drug 
products  are  useful. 


Are  combination  drug  product 
useful  in  treatment  involvin 
concomitant  use  of  two  or  more  drugs 


Doctor  of  Medicine 


Louis  Lasagna,  M.D. 
Professor  and  Chairman 
Department  of 
Pharmacology  & Toxicology 
University  of  Rochester 
School  of  Medicine 
and  Dentistry 


Obviously,  many  drugs 
are  given  concomitantly. 
Whether  it  makes  sense  to 
combine  medications  in  one 
preparation,  be  it  capsule, 
tablet,  or  liquid,  is  a ques- 
tion that  can  be  answered 
only  by  examining  the  ad- 
vantages and  disadvantages 
in  the  individual  case. 

Among  the  advantages 
is,  first  of  all,  convenience. 
The  more  medications  that 
are  taken  concurrently  and 
the  more  complicated  the 
directions,  the  less  likely 
the  patient  is  to  take  medi- 
cations accurately.  From 
the  standpoint  of  conven- 
ience and  accuracy,  and 
economy  as  well,  you  can 
make  an  important  case  for 
putting  medications  to- 
gether in  one  preparation,  as 
long  as  they  are  compatible. 

By  the  same  token,  when 
you  prescribe  a properly 
tested  and  rational  com- 
bination, you  should  have 
less  worry  about  pharma- 
ceutical or  pharmacological 
compatibility  — and  about 
reasonable  dosage  ratios  as 
well.  Compatibility  of  the 
formulation  should  be  dem- 
onstrated in  the  laboratory 
and  clinic  before  the  prod- 
uct is  available  for  pre- 
scription—which  is  more 
than  can  usually  be  said  for 


the  physician’s  own  spon- 
taneous creations.  And,  the 
dosage  ratios  employed  in 
rational  precompounded 
combinations  are  designed 
to  meet  the  needs  of  sub- 
stantial numbers  of  “typi- 
cal” patients. 

There  is  no  doubt  that 
many  “atypical”  patients 
are  to  be  found,  and  for 
them  the  prefabricated 
combination  must  be  re- 
jected. But  that  hardly 
argues  for  eliminating  ra- 
tional combinations  from 
the  market.  Think,  for  ex- 
ample, of  the  problems  that 
would  arise  if  the  compo- 
nents of  widely  accepted 
combinations,  like  the  oral 
contraceptives  and  the  diu- 
retic-antihypertensives, al- 
ways had  to  be  prescribed, 
purchased  and  ingested 
separately. 


One  disadvantage  that 
comes  to  mind  is  some  doc- 
tors’ unawareness  of  the 
ingredients  a given  combin- 
ation contains.  For  ex- 
ample, a doctor  might  know 
that  a patient  is  allergic  to 
aspirin  but  forget  that  a 
certain  analgesic  mixture, 
which  he  knows  only  by  its 
trade  name,  contains  aspi- 
rin. His  prescription,  then, 
causes  considerable  dis- 
comfort, to  say  the  least. 
This  problem  is  a function 
of  physician  education, 
rather  than  of  combination 
therapy  as  such.  Improving 
doctors’  knowledge  about 
all  medicaments  they  pre- 
scribe is  a problem  that  de- 
serves tackling  on  its  own. 

Another  accusation  lev- 
eled at  combination  drugs 
is  that  they  encourage 
sloppiness  of  diagnosis  and 
treatment.  In  many  cases, 
however,  a combination 
may  prove  to  be  the  most 
effective  choice.  A good  ex- 


ample of  the  usefulness  of 
combinations  appears  in  a 
recent  article  in  the  Jour- 
nal of  Chronic  Diseases  on 
the  efficacy  and  side  effects 
of  an  antihypertensive  con- 
taining three  ingredients, 
in  which  the  track  records 
of  the  combination  drug 
and  the  individual  ingredi- 
ents were  compared.  Inter- 
estingly enough,  whether 
the  drugs  were  given  indi- 
vidually or  together,  inci- 
dence and  severity  of  side 
effects  were  the  same.  But 
blood  pressure  control  was 
invariably  better  when  the 
drugs  were  taken  in  one 
combination  tablet  than 
when  they  were  taken  sep- 
arately (in  “titratable”  dos- 
age) or  in  two  or  three 
different  tablets. 

Deciding  which  combina- 
tions constitute  rational 
therapy  obviously  leads  to 
a discussion  of  who  is  to 
determine  which  should  be 
used  and  which  should  not. 
Realistically,  I think  com- 
binations should  be  evalu- 
ated somewhat  differently 
if  they  are  old  and  estab- 
lished or  new  and  untried. 

In  today’s  regulatory 
atmosphere,  there  is  no 
possibility  of  a new  com- 
bination being  put  on  the 
market  without  a substan- 
tial amount  of  acceptable 
evidence  in  the  form  of 
controlled  trials  that  show 
it  to  be  safe  and  efficacious. 
On  the  other  hand,  I be- 
lieve a different  set  of 
standards  should  apply  to 
combination  preparations 
that  have  been  around  for 
a long  time.  In  other  words, 
physician  acceptance  over 
a long  period  should  be 
given  some  weight  as  evi- 
dence of  the  efficacy  and 
safety  of  these  drugs. 

The  FDA,  however,  does 
not  seem  to  share  this  at- 
titude. It  often  requires, 
for  these  older  products, 
controlled  trials  that  will 
monopolize  the  time  of  al- 
ready overtired  investiga- 


tors and  cost  a greal  < 
of  money.  I wish  we  co 
agree  on  a “grandfal 
clause”  approach  to  pre 
rations  that  have  been  in 
for  a number  of  years 
that  have  an  apparer 
satisfactory  track  recorcj 
For  example,  I thl 
some  of  the  antibiotic  cc 
hi  nations  that  were  tan 
off  the  market  by  the  F 
performed  quite  well.  I! 
thinking  particularly 
penicillin  - streptomy 
combinations  that  patie 
— especially  surgical 
tients  — were  given  in 
injection.  This  made 
less  discomfort  for  the 
tient,  less  demand 
nurses’  time,  and  fey 
opportunities  for  dos.j 
errors.  To  take  sue 
preparation  off  the  mar 
doesn't  seem  to  he  g 
medicine,  unless  actual 
age  showed  a great  dea 
harm  from  the  injecti 
(rather  than  the  pro 
use)  of  the  combination 
The  point  that  shoulc 
emphasized  is  that  th 
are  both  rational  and  ii 
tional  combinations.  1 
real  question  is,  who  sho 
determine  which  is  whl 
Obviously,  the  FDA  m 
play  a major  role  in  m 
ing  this  determination, 
fact,  I don’t  think  it  < 
avoid  taking  the  ultim 
responsibility,  but  it  sho 
enlist  the  help  of  outs 
physicians  and  experts 
assessing  the  evidence  < 
in  making  the  ultimate 
cision. 


( Advertisement 
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One  of  a series 


Maker  of  Medicine 


W.  Clarke  VVescoe,  M.D. 
President 

Winthrop  Laboratories 


If  two  medications  are 
lel !sed  effectively  to  treat  a 
ertain  condition,  and  it  is 
nown  that  they  are  com- 
atible,  it  clearly  is  useful 
nd  convenient  to  provide 
aljhem  in  one  dosage  form, 
t would  make  no  sense,  in 
act  it  would  be  pedantic, 
r0!b  insist  they  always  be 
<®  described  separately.  To 
void  the  appearance  of 
>edantry,  the  “expert”  de- 
ries  the  combination  be- 
ause  it  is  a fixed  dosage 
lid  arm.  When  the  “expert” 
nvokes  the  concept  of  fixed 
ntiosage  form  he  obscures 
he  fact  that  single-ingre- 
ient  pharmaceutical  prep- 
rations  are  also  fixed 
mi  osage  forms.  By  a singular 
lOiemantic  exercise  he  im- 
itsblies  a pejorative  meaning 
o the  term  “fixed  dose” 
i nly  when  he  uses  it  with 
espect  to  combinations. 
Vhat  is  ignored  is  the  sim- 
le  fact  that  only  in  the 
arest  of  circumstances 
oes  any  physician  attempt 
o titrate  an  exact  thera- 
leutic  response  in  his  pa- 
ient.  It  is  quite  possible 
hat  some  aches  and  pains 
/ill  respond  to  500  mg.  of 
spirin  yet  that  fact  does 
lot  militate  against  the  us- 
lal  dose  being  650  mg. 

The  other  semantic  ploy 
ften  called  into  play  is  to 
escribe  a combination 
product  as  rational  or  irra- 
ional. 

Take  antibiotic  mixtures, 
he  source  of  much  of  the 
riticism  generated  against 


combinations  generally. 
Obviously,  no  one  should 
be  exposed  willy-nilly  to 
the  potential  side  effects  of 
two  or  three  antibiotics 
when  only  one  is  needed. 
At  the  same  time  there  are 
cases  where  it  is  prudent 
to  prescribe  more  than  one. 
The  clinician  is  the  judge 
in  these  circumstances,  as 
he  should  be. 

There  is  no  clear  defini- 
tion of  the  word  rational. 
Most  persons,  I suppose, 
would  find  it  synonymous 
with  reasonable,  but  in 
many  circumstances  it 
may  best  be  defined  as  the 
opinion  of  those  in  power 
at  the  moment. 

Other  factors  govern  com- 
bination therapy,  not  the 
least  of  which  has  been  its 
broad  use  by  practicing  phy- 
sicians anxious  to  achieve 
convenience  in  prescribing, 
to  reduce  medication  error, 
and  to  save  money  for  their 
patients.  Combinations 
clearly  have  met  the  test 
on  all  three  counts. 

I have  been  impressed  by 
studies  showing  that  the 
rate  of  error  climbs  mark- 
edly with  the  number  of 
medications  to  be  taken, 
even  with  sophisticated  pa- 
tients. When  medically 
justified,  therefore,  this  fac- 
tor alone  supports  the  logic 
of  combination  therapy. 

The  cost  argument  for 
combinations  appears  to  be 
irrefutable.  In  1971,  R.  A. 
Gosselin  studied  the  71 
combination  products  (ex- 
cluding oral  contraceptives) 
among  the  200  most  pre- 
scribed drugs.  The  study 
found  that  if  all  71  products 
were  discontinued,  and  if 
each  ingredient  in  these 
combinations  were  pre- 
scribed separately,  the 
price  of  medicines  to  pa- 
tients would  jump  by 
$443.2  million  on  a national 
basis!  At  a time  when  the 
cost  of  medical  care  is  un- 
der so  much  fire,  it  would 
be  nonsensical  to  boost 
costs  without  clearly  irre- 


futable medical  reasons. 

The  part  played  by  gov- 
ernment on  this  question, 
of  course,  is  fundamental. 
The  FDA  should  play  a 
role  in  determining  which 
combinations  are  reason- 
able. That  role,  as  defined 
by  law  and  regulation,  is  to 
ensure  that  any  medication 
on  the  market  is  safe  and 
effective  in  line  with  its 
label  claims.  Certainly  com- 
binations are  entitled  to  as 
much  consideration  as  sin- 
gle entities  — neither  more 
nor  less.  So  long  as  the  ad- 
dition of  one  drug  to  an- 
other does  not  make  either 
less  safe,  or  less  effective, 
so  long  as  they  are  com- 
patible in  a formulation, 
we  have  a reasonable  prod- 
uct. It  makes  no  sense  to 
recommend  the  use  of  two 
products  for  certain  condi- 
tions and  to  deny  their  be- 
ing combined  in  a single 
form.  An  unhappy  side  ef- 
fect of  the  problem  con- 
cerns the  efficacy  panel  dis- 
cussions of  many  products 
submitted  for  review.  The 
term  “effective,  but”  has 
been  freely  interpreted  to 
mean  “ineffective”  in  toto, 
regardless  of  the  merit  of 
the  individual  drugs.  This 
interpretation  has  placed 
numerous  useful  combina- 
tion products  in  needless 
jeopardy. 

In  reading  the  actual  re- 
ports of  the  review  panels, 
it  seems  clear  that  some  of 
the  ratings  were  based  less 
on  scientific  research  and 
clinical  observation  than  on 
the  “informed”  opinions  of 
the  panelists.  These  “in- 
formed” opinions  were  ac- 
cepted at  face  value,  while 


the  “informed”  opinions  of 
others  who  had  used  the 
products  were  rejected.  All 
of  this  put  combination 
products  into  a sort  of 
scientific  never-never  land. 

It  should  be  kept  in  mind 
by  all,  government  as  well 
as  others  involved  in  our 
health  care  system,  that 
advances  in  therapy  are 
seldom  made  in  leaps  and 
bounds  but  rather  by  small 
painstaking  steps— and  that 
some  of  these  steps  have  re- 
sulted from  research  in 
combination  drugs  as  well 
as  with  single  entities. 
Given  the  near-infinite  bio- 
logic variation  in  patient 
response,  this  is  hardly  sur- 
prising  to  clinicians.  It 
should  not  be  to  regulatory 
agencies  either. 

In  the  end,  the  practicing 
physician  is  in  the  best 
position  to  decide  if  a par- 
ticular combination  makes 
sense.  Such  a decision 
should  not  be  made  exclu- 
sively by  those  whose  re- 
sponsibility for  continuing 
clinical  care  is  limited. 
Clinicians  are  the  best 
judges  of  efficacy  because 
the  ultimate  proof  of  any 
product’s  effectiveness  is 
acceptance  by  physicians 
who  have  observed  its  ac- 
tions in  patients  over  time. 
The  corollary  statement 
may  be  made  about  over- 
the-counter  medicines, 
which  would  not  long  sur- 
vive if  they  failed  to  afford 
the  relief  the  user  antici- 
pates. That  the  antihista- 
mine in  a “cold”  remedy 
may  not  always  be  neces- 
sary is  no  reason  to  proscribe 
the  combination  generally. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


Not  too  little,  not  too  much... 
but  just  right! 

“Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

llosone  Liquid  250 

Erythromycin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml.  teaspoonful) 

Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


HELP  THE  PARAPLEGIC:  AN  IDEA 

Of  all  the  problems  that  confront  us,  there 
can  be  none  more  important,  nor  one  that 
wants  solving  more,  than  improving  the  lot 
of  the  paraplegic.  It  is  estimated  that  there 
are  some  100,000  living  spinal  cord  injury 
patients  in  the  United  States,  and  that  the 
medical  cost  and  loss  of  wages  amount  to 
$228,000  per  patient,  or  a total  of  25  bil- 
lion dollars,  but  the  anguish  suffered  by  the 
paraplegic  is  incalculable. 

For  all  our  vaunted  superiority,  we  are 
shown  to  be  marvels  of  mechanics,  and 
anatomists  and  physiologists  have  demon- 
strated how  this  is  so,  and  how  we  act,  and 
how  we  feel  and  think.  We  are  held  to- 
gether simply;  we  are  moved  by  springs 
of  muscle  and  activated  by  wires  we  call 
nerves.  For  the  victim  of  a spinal  cord 
injury,  this  is  a frustrating  thought;  the 
muscles  are  there,  and  the  nerves  are  there; 
the  connection  has  been  broken,  and  that  is 
all. 

Anastomosis  has  not  been  successful;  re- 
generation has  not  been  accomplished;  glues 
have  not  united  cord  fragments.  Meanwhile, 
there  are  some  5,000  civilian  spinal  cord  in- 
juries in  this  country  each  year,  and  I sug- 
gest to  surgeons  that  no  greater  accomplish- 
ment can  occur  than  the  solving  of  this 
problem. 

But  the  nerves  are  there,  and  so  are  the 
muscles.  And  we  can  dissect  out  the  spinal 
cord  distal  to  the  injury,  or  the  plexus,  or 
the  peripheral  nerves,  and  cannot  we  then 
implant  fine  wires  and  stimulate  the  nerves 
with  electric  currents  that  the  patient  can 
learn  to  control?  And  learn  to  stand,  and 
to  walk?  I should  think  it  can  be  done. 

It’s  worth  trying. 

F.C. 


AN  EDITOR’S  DREAM 

When  you  are  asked  to  name  the  most  im- 
portant person  in  the  hospital,  the  answer  is 
neither  you  nor  the  administrator  nor  the 
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nurse,  nor  any  of  your  colleagues;  it  is  the 
patient. 

We  are  all  specialists  now,  and  we  always 
were.  For  if  you  did  not  limit  your  practice 
to  surgery  or  to  dermatology,  you  limited  it 
to  whatever  you  do.  And  if  you  limit  your 
practice,  you  are  specializing. 

I have  spent  my  professional  life  in  the 
operating  room,  where  I had  a very  good 
look  at  our  friend  the  surgeon.  Of  neces- 
sity, I had  much  to  do  with  just  about  every 
other  specialty;  at  the  end  of  a frustrating 
day,  I would  have  been  easy  prey  for  the 
psychiatrist. 

Anxious  political  candidates  always  tell 
us  that  friends  have  urged  them  to  run  for 
office  and  that  they  must  give  their  services 
and  knowledge  and  skills  to  a deserving 
public.  I should  be  happy  to  say  that  I have 
similarly  yielded  to  the  importunities  of 
friends,  but  it  would  not  be  entirely  true. 
The  thought  is  mine  alone.  I intend  each 
month  to  single  out  a specialty  and  to  get 
even  with  my  friends  in  each  field,  while 
they  are  still  friends,  by  giving  them  my  im- 
pressions and,  if  possible,  simply  giving 
them  away. 

We  start  with  the  surgeon. 

F.C. 


ON  JOINING  THE  AMA 

Medicine,  like  all  trades  and  professions, 
must  be  organized  and,  like  the  others,  we 
are  organized.  But  we  are  somehow  di- 
vided into  no  less  than  three  groups;  those 
who  argue  for  no  organization,  the  ones 
who  support  the  one  we  have,  and  those 
why  cry  for  unions. 

To  the  first  we  say  that  to  be  unorgan- 
ized is  to  be  disorganized.  To  them  we 
reply  that  while  man  does  not  live  by  bread 
alone,  the  laborer  is  yet  worthy  of  his  hire. 
To  these  critics  we  state  that  ours  is  indeed 
a noble  profession,  but  that  times  are  such 
that  it  is  imperative  that  we  take  an  active 
part  in  the  everyday  matters  that  surround 
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us,  and  we  have  been  told  so  by  our  col- 
leagues and  by  those  in  government  up  to 
the  highest  office  in  the  land.  Unionism  is 
another  matter.  The  answer  is  that  we  are 
a profession,  but  this  does  not  satisfy  every- 
body. 

We  have  an  organization,  and  it  has  been 
good  for  us.  It  has  many  functions,  and  chief 
among  these  is  science.  It  is  responsible 
for  the  publication  of  the  prestigious  JAMA, 
and  for  a host  of  specialty  journals.  In  ad- 
dition, the  AMA  is  active  in  the  field  of 
public  relations,  passes  on  new  drugs,  works 
in  medicolegal  affairs,  takes  part  in  retire- 
ment programming  and  in  insurance,  and 
maintains  a strong  voice  in  governmental 
doings.  One  has  only  to  read  AMA  testi- 
mony before  the  Congress  to  be  aware  of 
this. 

Membership  is  voluntary,  and  that  is  all 
right,  although  membership  is  not  always 
voluntary  in  other  trade  groups,  but  mem- 
bership should  be  high.  If  some  believe  we 
ought  to  do  other  things,  or  more,  they 
should  by  all  means  come  in  and  do  them. 
And  to  the  nonjoiners  I say  that  those  of 
us  who  belong  to  the  AMA  have  been  fight- 
ing your  battles  and  paying  your  dues.  It 
has  been  said  that  join  or  not,  those  who 
benefit  from  unions  should  pay  its  dues,  and 
physicians  who  have  benefited  from  what 
the  AMA  has  done  for  them  steadily  through 
the  years  are  similarly  indebted  to  the  AMA 
and  to  its  members,  and  ought  to  join  and 
pay  for  what  they  have  been  getting. 

F.C. 


THE  SURGEON 

Surgery  is  the  queen  of  the  medical  arts. 
The  surgeon  holds  sway  in  the  operating 
room,  where  he  is  the  captain  of  the  ship. 
The  internist  has  not  succeeded  with  his 
herbs  and  has  given  up,  and  the  patient  now 
belongs  to  the  surgeon.  The  gamble  is  now 
his,  and  the  prize  is  his  alone. 

The  surgeon  can  be  understanding  and 
easy  to  work  with,  or  he  can  be  demanding 
and  difficult.  It  has  been  said  that  fee 
schedules  are  made  for  him,  but  then,  I have 
always  been  the  anesthesiologist.  He  can 


be  fast  and  decisive,  or  he  can  come  late 
and  agonize  over  decisions  while  the  pa- 
tient’s life  flickers. 

One  surgeon  always  blamed  anything 
that  happened  for  the  worse  on  others,  until 
one  day  when  he  stepped  to  the  table  alone 
and  made  one  incision  through  the  skin 
and  everything  under  it,  including  the 
bowel.  So  he  said  that  they  had  finally 
given  him  a sharp  knife  and  didn’t  tell  him. 

He  can  be  knife  happy  or  conservative; 
he  can  resect  or  repair;  he  can  deal  with 
all  sorts  of  unpleasant  surprises  to  be  found 
in  the  belly  or  he  cannot.  I think  surgeons 
differ  from  each  other  more  widely  than 
others  do.  Some  I have  worked  with  were 
wild,  and  innovative;  some  were  gentle  and 
some  were  not ; some  spilled  blood,  and  some 
knew  what  was  good  for  the  patient  better 
than  the  patient  did. 

A doctor  was  once  called  physician  and 
surgeon  even  if  he  didn’t  operate,  but  sur- 
gery was  minor  then.  The  surgeon  today 
is  often  relegated  to  general  surgery,  what- 
ever that  is,  having  given  up  on  the  larynx 
and  the  eye  and  ear  and  brain,  and  on  hips 
and  knees  and  nerves,  and  abdominal  sur- 
gery is  a specialty  now.  Someday  we’ll 
have  a surgeon  who  can  do  only  one  opera- 
tion, but  nobody  else  will  be  able  to  do  it. 

We  are  told  that  we  have  too  many  of 
these  fellows,  but  there  seem  to  be  enough 
organs  that  want  to  be  taken  out  to  justify 
their  existence. 

Some  of  my  best  friends  are  surgeons. 

F.C. 

ARE  YOU  BETTER  IF  YOU 
WERE  SICK? 

Maybe  ill  winds  do  blow  good,  like  a birth- 
day boy  should;  a clarinet  is  a little  clarine, 
and  that  is  an  ill  wind  that  nobody  blows 
good.  And  I have  read  so  often  that  some- 
one was  improved  after  being  hit  by  an 
automobile,  that  I began  to  regard  these 
mishaps  as  a form  of  therapy. 

But  I am  thinking  of  the  doctor  who  has 
been  a patient.  Bromides  are  boring  and 
platitudes  are  painful,  and  the  usual  cliches 
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leave  me  cold;  I mean  the  one  about  doc- 
tors being  the  worst  patients.  I think  they 
are  just  waiting  for  you  if  you  are  a doc- 
tor, and  the  usual  attitude  is  he’s  been  dish- 
ing it  out,  now  let’s  see  if  he  can  take  it. 
I have  treated  physicians,  and  they  were 
the  best  patients  I ever  had. 

But  are  you  a better  doctor  if  you  your- 
self have  been  sick?  There  are  two  things 
about  being  a physician:  getting  your  pa- 
tient well  and  relieving  his  fears.  That  is 
why  the  doctor  in  the  famous  picture  is 
doing  what  he  is  supposed  to  do.  He  may 
not  know  what  is  wrong  with  the  child,  but 
he  has  been  there  all  night  and  the  parents 
feel  secure  in  knowing  that  everything  that 
can  be  done  is  being  done. 

You  will  not  cure  your  patients  oftener 
if  you  have  been  sick.  But  does  it  help  them 
if  you  have  become  sensitive,  if  you  have 
shared  your  suffering,  if  you  have  had  to 
obey  orders,  and  if  you  can  identify  with 
them  to  the  point  of  empathy?  It  is  easy 
to  say  yes,  because  that  is  what  has  always 
been  said,  and  I do  not  propose  to  take 
sides.  One  does  not  have  to  be  a chicken 
to  judge  an  egg,  and  you  do  not  need  to 
have  appendicitis  to  feel  for  someone  who 
has  it.  One  who  is  coldly  scientific  and 
skilled  is  well  qualified  to  treat  his  patients, 
but  does  his  having  been  sick  make  him  less 
of  a scientist  and  perhaps  less  successful? 
Or  does  it  make  him  someone  his  patient 
will  come  to  rely  on,  and  trust,  and  feel 
secure  in,  and  love? 

F.C. 

THE  STATE  MEETING 

I drove  to  North  Platte  and  back  in  rec- 
ord time  with  the  aid  of  cruise  control  and 
a strong  New  England  conscience.  I sat  and 
talked  with  my  friend,  Dr.  Gilligan,  attend- 
ed the  meeting  of  the  Board  of  Councilors 
(17  people  were  there,  13  of  them  wore 
glasses,  and  5 smoked),  and  I listened  to 
the  House  of  Delegates.  I met  David  Mor- 
rison, our  AMA  Field  Representative,  who 
is  pleasant  and  well  informed,  has  an  office 
in  Denver,  and  takes  care  of  five  states. 

There  was  an  opportunity  to  chat  with 
Dr.  Bosley,  who  had  someone,  a patient’s 


father,  I think,  tell  him  it  was  too  bad  he 
couldn’t  finish  school  and  be  a regular  doctor 
and  learn  to  treat  adults. 

We  have  nine  doctors  on  the  fifty  year 
pin  list,  which  is  a large  and  heartwarming 
number. 

I am  informed  that  there  were  8 coun- 
cilors, 7 guests  at  the  council  meeting,  51 
delegates  on  Saturday  and  49  delegates  on 
Sunday,  56  others  on  Saturday  and  Sunday, 
one  editor,  and  an  uncounted  number  of 
ladies. 

Dr.  Kugel  asked  if  he  could  talk  for  a 
minute,  and  talked  for  a minute. 

Ken  and  Bill  and  the  girls  worked  hard, 
and  I enjoyed  seeing  Dr.  Burney,  Dr.  Mc- 
Fadden,  Dr.  Stone,  Dr.  Claussen,  and  Dr. 
Gogela;  missed  Bill  Nutzman.  North 
Platte  looked  fine. 

See  you  in  Kearney. 

F.C. 

LITTLE-KNOWN  FACTS  ABOUT 
BOOKS 

The  most  serious  of  books  can  be  funny, 
which  is  to  say  that  they  are  strange  things. 
It  is  best  to  go  through  them  from  right  to 
left;  the  pages  turn  better  that  way;  you 
always  want  to  know  how  it  ends,  even  if 
it’s  Gray’s  Anatomy;  and  the  best  part  is 
often  the  index,  and  you  know  where  that 
is. 

If  you  open  a textbook  half  a dozen  pages 
past  the  one  you  want,  you  will  find  that 
you  can  turn  one  page  at  a time  until  you 
need  just  one  more;  then  you  will  always 
turn  two. 

If  you  take  a book  down  from  a shelf, 
both  of  its  neighbors  will  try  to  fall  into 
the  empty  space.  Each  will  tumble  to  the 
left  or  to  the  right,  whichever  it  wants, 
as  though  it  had  been  waiting  for  you  and 
was  ready  to  fall  either  way. 

A half-century  of  research  has  led  me  to 
the  discovery  that  even-numbered  pages  are 
always  on  the  left. 

Books  are  heavy,  too.  A suitcase  full  of 
them  cannot  be  lifted  by  an  editor. 

F.C. 


November,  1972 


431 


ORIGINAL  ARTICLES 


Nephrotic  Syndrome  in  Pregnancy 


Introduction 

THIS  paper  presents  two  cases 
of  nephrotic  syndrome  occur- 
ring during  pregnancy  and  re- 
views the  English  speaking  literature  of 
the  last  ten  years.  Nephrotic  syndrome  is 
a rare  occurrence  in  pregnancy  with  the 
incidence  being  quoted  as  one  to  two  per 
ten  thousand  pregnancies.  Previously,  many 
have  recommended  therapeutic  abortion 
when  nephrotic  syndrome  occurs  during 
pregnancy,  but  recent  series  are  more  opti- 
mistic as  to  the  prognosis  of  the  mother 
and  fetus,  especially  if  the  renal  lesion  is 
of  the  type  known  as  minimal  glomerular 
change  or  lipoid  nephrosis. 

Case  #1 

This  is  a 19  year  old  negro  primipara 
who  developed  a 15  pound  weight  gain 
during  the  seventh  month  of  gestation. 
At  31  weeks  she  was  found  for  the  first 
time  to  have  2+  proteinuria,  minimal 
ankle  edema,  and  borderline  hyperten- 
sion. The  patient  was  considered  pre- 
eclamptic, and  treated  with  low  salt 
diet,  hydrochlorthiazide,  and  pheno- 
barbital.  She  lost  10  pounds  during  the 
next  10  days  but  the  blood  pressure 
continued  between  140  to  150  over  90 
to  100,  and  2 to  3-j-  proteinuria  per- 
sisted. Patient  was  admitted  for  con- 
tinued care  and  bed  rest,  which  de- 
creased her  blood  pressure,  but  the  pro- 
teinuria persisted.  At  approximately  35 
weeks  gestation  she  spontaneously  went 
into  labor,  and  delivered  a live  infant 
weighing  5 pounds,  6 ounces.  Her  post- 
partum creatinine  clearance  was  170 
ml/min,  cholesterol  510  mg  percent,  and 
serum  albumin  was  2.6  gm  percent. 
Two  24  hour  urine  proteins  were  found 
to  be  4.2  and  20  grams.  Over  the  next 
6 weeks,  2 additional  24  hour  urine  pro- 
teins of  4.5  and  1 gram  were  found. 
Her  ceatinine  clearance  at  6 weeks  post- 
partum was  250  ml  per  minute  and 
cholesterol  was  520  mg  percent.  Renal 
biopsy  was  not  done.  Patient  subse- 
quently has  been  followed  for  2 years, 
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and  has  had  a normal  creatinine  clear- 
ance, cholesterol,  and  blood  pressure ; 
and  no  proteinuria. 

Case  #2 

This  is  a 22  year  old  white  para  2022, 
gravida  5,  with  one  previous  episode 
of  acute  urinary  tract  infection.  At  24 
weeks  gestation,  the  patient  developed 
ankle  edema,  and  was  placed  on  a low 
salt  diet  without  improvement.  One 
week  later,  the  patient  presented  with 
a productive  cough  and  fever,  and  had 
rales,  rhonchi,  and  wheezes  in  both  lung 
fields.  Chest  films  revealed  peribron- 
chitis. The  uterine  fundus  was  palp- 
able at  the  level  of  the  umbilicus,  and 
fetal  movement  was  present.  She  had 
3+  ankle  edema,  minimal  finger  edema, 
and  by  the  following  morning  developed 
periorbital  edema.  Her  funduscopic  ex- 
amination was  normal.  Urinalysis  re- 
vealed 4-|-  proteinuria.  Serum  albumin 
was  1.0  gm  percent,  with  globulin  1.9  gm 
percent ; BUN  and  serum  creatinine  were 
normal.  Liver  function  tests  and  ASO 
titer  were  normal,  but  the  cholesterol 
was  elevated  to  364  mg  percent.  Diag- 
nosis of  nephrotic  syndrome  was  made 
and  she  was  referred  to  Dr.  Loomis  for 
kidney  biopsy.  On  arrival,  a negative 
antinuclear  antibody  and  LE  preps 
were  found.  The  serum  complement 
and  creatinine  clearance  were  normal. 
24  hour  urine  proteins  were  8,  11,  and 
15  grams.  Percutaneous  renal  biopsy 
was  done,  and  light  microscopy  revealed 
fusion  of  the  foot  processes  but  no 
change  in  the  basement  membrane. 
(Fig.  #1)  Diuretics  and  80  mg  of  pred- 
nisone per  day  were  initiated  without 
improvement.  Diuresis  was  finally 
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achieved  by  the  use  of  the  intravenous 
serum  albumin,  mannitol,  ethacrynic 
acid,  aminophyllin,  and  oral  spironolac- 
tone, and  continued  on  spironolactone 
and  ethacrynic  acid.  After  diuresing 
20  pounds,  she  was  dismissed  with  4-f- 
proteinuria  on  60  mg  of  prednisone 
daily,  ethacrynic  acid,  and  spironolac- 
tone. The  proteinuria  disappeared  with- 
in 6 weeks,  and  the  dose  of  prednisone 
was  progressively  decreased.  She  was 
later  admitted  for  4 days  for  diuresis, 
but  proteinuria  did  not  recur.  At  that 
admission,  her  serum  proteins  had  risen 
to  normal  and  cholesterol  was  normal. 
The  patient  spontaneously  delivered  a 
live  white  female  infant  at  41  weeks  ges- 
tation. Delivery  and  postpartum  course 
were  uneventful.  Her  cholesterol,  serum 
protein  and  urines  were  normal.  Pred- 
nisone was  stopped  one  week  postpartum, 
and  she  has  had  no  recurrence  of  hyper- 
cholesterolemia, edema,  or  proteinuria. 
This  patient  had  no  hypertension  or  de- 
creased renal  function  at  any  time  dur- 
ing her  pregnancy. 


The  nephrotic  syndrome  is  characterized 
by  massive  proteinuria,  hypoalbuminemia, 
and  hyperlipidemia.  Depending  on  the  under- 
lying renal  lesion,  azotemia,  cellular  elements 


in  the  urine  and  hypertension  may  be  as- 
sociated. Generalized  edema  is  usually  pres- 
ent but  the  severity  varies.  Most  cases  of 
minimal  glomerular  lesion  are  not  associated 
with  hypertension,  cellular  elements  or 
casts  in  the  urine  or  azotemia. 

Increased  incidence  of  venous  thrombosis 
and  infection  have  been  stressed  by  several 
authors.1- 3- 4 Infection  in  preantibiotic  days 
was  a grave  problem  for  mothers  with  ne- 
phrotic syndrome.  Previously  the  pneumo- 
coccus was  the  most  common  pathogen,  but 
recently  the  trend  is  toward  gram  negative 
sepsis.  Our  second  patient  presented  initial- 
ly for  bronchitis,  not  for  edema.  Normocytic 
anemias  have  been  frequent  according  to 
the  findings  of  some  authors,4  and  was  pres- 
ent in  one  of  our  patients.  (#2) 

Most  investigators  believe  the  manage- 
ment of  nephrotic  syndrome  during  preg- 
nancy should  be  similar  to  that  in  the  non- 
pregnant state.  The  fear  that  pregnancy 
may  cause  further  or  more  rapid  renal  dam- 
age has  previously  been  considered  to  be  an 
indication  for  therapeutic  abortion.  Since 
both  the  management  and  prognosis  de- 
pends on  the  underlying  renal  lesion  produc- 
ing the  nephrotic  syndrome,  renal  biopsy 
with  light  and  even  electron  microscopy  are 
important  in  both  prognosis  and  formulating 
a treatment  program.  In  most  cases,  the 


Figure  1 

Case  No.  2 — Electron  photomicrograph,  5500x,  minimal 
glomerular  change  with  fusion  of  foot  processes  without 
basement  membrane  thickening  or  proliferation. 


Figure  2 

Electron  photomicrograph,  5500x,  normal  glomerulus. 
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renal  lesion  is  glomerulonephritis,  with  the 
other  causes  listed  above  being  infrequent. 

Since  the  nephrotic  syndrome  in  its 
natural  history  has  frequent  spontaneous 
remissions,  some  authors  propose  general 
supportive  therapy  only.  Most  recent 
studies,  however,  have  suggested  that  ste- 
roids are  valuable  to  inducing  diuresis  and 
clearing  or  reducing  proteinuria.  The  deci- 
sion to  initiate  corticosteroid  therapy  may 
be  strongly  influenced  by  the  histological 
appearance  of  the  percutaneous  renal  biopsy 
specimen  by  both  light  and  electron  micro- 
scopy. Becker3  groups  the  renal  lesions  his- 
tologically as  minimal  or  no  change  (group 

1) ,  membranous  glomerulonephritis  (group 

2) ,  proliferative  glomerulonephritis  (group 

3)  and  membranous-proliferative  combina- 
tion (group  4)  on  the  basis  of  light  micro- 
scopy. Adrenocorticosteroids  are  usually 
successful  in  producing  good  remissions  in 
the  nephrotic  syndrome  with  diuresis  and 
decrease  or  clearing  of  the  proteinuria  in 
group  1,  some  response  in  group  2,  poor  re- 
sponse in  group  3 and  4.  Of  those  reported 
in  this  paper,  #2  was  proven  a lipid  ne- 
phrosis by  light  microscopy  and  followed 
the  expected  course.  Our  first  patient  did 
not  have  renal  biopsy,  but  followed  a sim- 
ilar course  and  was  probably  of  the  minimal 
glomerular  change  type. 

Some  correlation  between  selective  glome- 
rular clearance  of  plasma  protein  as  a func- 
tion of  relative  glomerular  permeability  to 
plasma  proteins  and  response  to  steroids  has 
been  found.  The  best  response  is  in  selective 
clearance  of  low  molecular  weight  proteins 
as  albumin.1*6  Corellation  between  histology 
and  selective  protein  clearances  is  not  exact, 
and  some  membranous  proliferative  types 
with  selective  clearance  do  show  good  ste- 
roid response. 

Prednisone,  60  mg  per  day  for  one  month 
or  until  the  proteinuria  subsides  or  decreases 
and  then  tapering  the  dose  by  10  mg  per 
day  per  week  until  maintenance  dose  is  de- 
termined, is  recommended  by  Becker.5  The 
use  of  intermittent  dosage  schedule  may  de- 
crease some  side  effects  of  therapy.  Some 
investigators  believe  that  maintenance  for 
6 months  to  one  year  after  the  patient  be- 
comes protein  free  is  important.  Decision  on 


changes  of  dosage  are  best  made  on  the  de- 
gree of  proteinuria  and  not  on  the  degree 
of  edema.  The  usual  complications  of  ste- 
roid therapy  must  be  considered,  especially 
massive  infection,  which  is  more  prominent 
in  nephrotic  syndrome  and  pregnancy.  Pre- 
viously, cortocosteroids  during  pregnancy, 
especially  in  the  first  trimester,  were  con- 
sidered a hazard  to  the  fetus  but  most  cur- 
rent investigators  now  believe  it  to  be  of 
little  importance. 

Hospitalization,  bed  rest,  and  low  salt- 
high  protein  diet  are  often  enough  to  induce 
diuresis  in  lipoid  nephrotic  syndrome.  Di- 
uretics aid  in  inducing  diuresis  and  controll- 
ing edema.  Intravenous  serum  albumin  may 
help  induce  diuresis  but  the  effect  is  usually 
transient  because  of  its  rapid  loss  in  the 
urine.  Full  investigation  of  other  possible 
causes  of  nephrotic  syndrome  should  be 
completed  while  the  patient  is  hospitalized. 

Prognosis  in  the  nephrotic  syndrome  oc- 
curring during  pregnancy  is  variable,  and 
depends  largely  upon  the  underlying  renal 
lesion.  Those  with  nephrosis  have  excellent 
prognosis  for  both  mother  and  fetus,  while 
those  of  the  severer  glomerulonephritides, 
particularly  those  with  azotemia,  hyperten- 
sion, or  hematuria,  have  poorer  prognosis. 
Nephrotic  syndrome  associated  with  lupus 
erythematosus,  amyloid  disease  of  the  kid- 
ney, etc.  have  a guarded  prognosis  at  best. 
Johnson7  reported  10  patients  with  29  pre- 
nancies in  which  10  of  the  11  pregnancies 
of  uncomplicated  group  (those  with  no 
elevation  of  blood  pressure,  hematuria,  or 
azotemia)  delivered  live  infants.  Of  17  preg- 
nancies in  his  complicated  group,  2 had  spon- 
taneous abortions,  4 had  increased  protein- 
uria (2  of  which  were  terminated  because 
of  proteinuria),  2 were  terminated  because 
of  progressive  renal  disease,  leaving  11  going 
to  term,  2 of  which  delivered  stillborns. 
Johnson  believed  several  of  his  patients, 
terminated  because  of  proteinuria,  might 
have  delivered  live  infants.  He  felt  termin- 
ation of  pregnancy  should  be  reserved  for 
those  who  developed  progressive  azotemia  or 
hypertension.  Ojo2  described  14  pregnancies 
in  10  patients  with  nephrotic  syndrome;  4 
delivered  premature  and  10  delivered  term 
babies.  Two  of  the  premature  infants  died. 
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Studd  and  Blainey  noted  that  one  of  the 
19  patients  in  their  series  developed  renal 
failure  while  pregnant,  but  also  noted  that 
rapid  progression  does  occur  in  nonpregnant 
state,  and  that  renal  biopsy  of  this  patient 
showed  long-standing  proliferative  glome- 
rulonephritis of  severe  degree.  They  also 
found  that  10  of  their  patients  followed  from 
one  to  10  years  postpartum  showed  no  pro- 
gression of  their  renal  lesion,  although  one 
had  developed  hypertension  over  that  period.4 

Conclusion 

Because  the  nephrotic  syndrome  occurring 
during  pregnancy  is  infrequent,  most  series 
are  small.  Review  of  recent  studies  has 
shown  good  prognosis  for  mother  and  in- 
fant if  the  renal  lesion  is  of  the  minimal 
glomerular  change  type,  but  poorer  if  it  is 
associated  with  more  severe  glomerulone- 
phritides  and  other  systemic  diseases.  Elec- 
tron microscopy  of  the  renal  biopsy  helps 
prognostication  by  estimating  response  to 


steroid  therapy.  Current  opinion  is  to  treat 
nephrotic  syndrome  in  the  pregnant  as  in 
the  nonpregnant  state.  Termination  of  preg- 
nancy is  indicated  only  if  renal  function  de- 
teriorates since  none  of  the  series  reviewed 
could  demonstrate  an  adverse  influence  of 
pregnancy  on  the  renal  lesion  responsible  for 
the  nephrotic  syndrome. 
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An  Apparent  Failure  of  Conditioning 
To  Alter  Tracheostomy  Addiction 


Abstract 

ALTERATION  of  a tracheostomy 
addiction  in  a five-year-old 
male  was  attempted,  using  a 
learning  procedure  in  which  normal  breath- 
ing was  reinforced  with  social  contact, 
praise,  and  candy,  and  cannula  breathing 
was  punished  by  isolating  the  patient  for 
the  duration  of  the  breathing.  It  appeared 
that  reinforcement  had  little  effect  other 
than  manipulation  of  the  patient's  motiva- 
tional level  with  no  detectable  “condition- 
ing” occurring.  Decannulation  was  unsuc- 
cessful. Because  of  the  grave  risks  involved 
in  a procedure  of  this  nature,  the  need  for 
caution  was  pointed  out  as  well  as  the  need 
for  further  exploration  of  relevant  variables. 

Frequently  it  is  the  case  that  when  a medi- 
cal condition  necessitates  a tracheostomy  in 
the  young  child,  it  becomes  difficult  for  the 
child  to  breathe  normally,  and  he  may  die 
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if  the  cannula  is  removed.4  Consequently, 
the  medical  or  surgical  practitioner  often- 
times does  not  close  the  tracheal  opening 
until  the  child  has  reached  adolescence.  Re- 
cently, Wright,  Nunnery,  Eichel  and  Scott5 
reported  the  successful  application  of  con- 
ditioning principles  to  the  problem  of  tra- 
cheostomy addiction  in  two  children.  They 
utilized  a technique  which  basically  involved 
graduated  corking  (occluding  the  trache- 
ostomy cannula  for  progressively  longer 
periods)  combined  with  social  contact  dur- 
ing occlusion  and  isolation  in  the  periods 
of  time  between  occlusions.  In  this  way, 
they  were  attempting  to  establish  an  asso- 
ciation between  normal  breathing  (trache- 
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ostomy  occluded)  and  pleasurable  or  drive 
reducing  experiences  and  also  to  establish 
an  association  between  the  absence  of  these 
pleasurable  experiences  and  tracheostomy 
breathing.  Thus  they  were,  in  effect,  rein- 
forcing (rewarding)  normal  breathing  with 
‘‘social  reinforcement.”  Their  sessions  va- 
ried from  3 minutes  on  the  first  day  to  5 
hours  on  day  20 ; three  periods  per  day 
were  used,  with  the  cannula  being  removed 
after  36  continuous  hours.  While  they  of- 
fered three  possible  explanations  for  their 
success,  they  leaned  toward  explaining  their 
results  in  terms  of  conditioned  strengthen- 
ing of  the  neural  pathways  involved  in  nor- 
mal breathing  and  negative  reinforcement 
for  the  inappropriate  response  (cannula 
breathing) . 

Since  it  would  seem  that  “social”  rein- 
forcement would  exert  a weaker  influence 
over  behavior  as  compared  with  other 
forms  of  reinforcement,  e.g.,  primary  re- 
inforcement, one  would  expect  that  the  use 
of  a primary  reinforcer  (food)  would  result 
in  faster  conditioning  with  greater  resist- 
ance to  extinction.  In  the  present  study,  it 
was  believed  that  the  conditioning  procedure 
could  be  drastically  shortened  through  the 
use  of  a combination  of  a primary  reinforce- 
ment and  social  reinforcement  (physical  con- 
tact, praise,  smiling,  etc.)  in  a so-called 
“operant”  design;  this  is,  placing  the  oc- 
clusion under  the  control  of  the  child.  This 
arrangement  allows  the  child  to  proceed  at 
his  own  pace,  thus  giving  one  some  idea 
as  to  the  period  of  time  required  to  reach 
the  asymptote. 

Method 

The  subject  was  a five-year-old,  mild- 
ly retarded  male  (Binet  MA  3-4,  IQ  61).  A 
tracheostomy  had  been  performed  on  him 
at  age  three  years  for  laryngeal  stridor. 
Later  attempts  to  remove  the  cannula,  in- 
cluding graduated  corking,  were  unsuccess- 
ful. It  was  believed  that  his  tracheostomy 
combined  with  his  retardation  were  greatly 
interfering  with  his  language  and  speech 
development.  Along  with  this,  he  was  con- 
sidered fearful,  hyperactive,  and  irritable. 
For  these  reasons,  he  was  admitted  to  the 
child  psychiatry  inpatient  services.  The  re- 
inforcement program  was  not  begun  until 


he  had  adapted  to  the  ward  and  had  shown 
marked  clinical  improvement  in  his  fearful- 
ness and  hyperactivity. 

Basically,  the  procedure  involved  leaving 
the  periods  of  occlusion  up  to  the  patient. 
In  this  way,  he  could  decide  when  and  for 
how  long  the  opening  would  be  occluded. 
When  breathing  through  the  tracheostomy 
he  was  placed  in  his  room  alone,  with  no 
toys  or  other  things  to  occupy  him.  When 
he  had  occluded  the  opening  and  was  breath- 
ing normally  (through  his  nose  and  mouth), 
he  was  allowed  to  be  with  the  other  patients 
and  nursing  personnel.  During  the  time  he 
was  breathing  normally  he  was  rewarded 
with  candy  (M&Ms)  at  intervals  varied  with 
initially  30  seconds  for  the  first  ten  minutes 
on  day  one  to  intervals  as  long  as  60  min- 
utes after  he  went  on  the  random  schedule. 
Social  reinforcement  in  the  form  of  physical 
affection  and  praise  (e.g.,  “What  a big  boy,” 
etc.)  was  administered  with  each  M&M. 
Intervals  were  timed  with  an  alarm  interval 
timer,  reset  after  each  reinforcement,  which 
was  administered  by  designated  nursing 
personnel.  On  day  four  the  intervals  became 
random,  varying  from  5 to  60  minutes.  The 
occluding  device  which  the  patient  insert- 
ed and  removed  himself  was  the  standard 
obturator  supplied  with  the  cannula;  how- 
ever, on  day  four  this  was  changed  for  a 
rubber  cork  because  the  obturator  was  be- 
lieved to  be  irritating.  When  he  was  ob- 
served to  be  breathing  through  the  trache- 
ostomy, or  indicated  that  he  wanted  to  do 
so,  he  was  taken  to  his  room.  His  meals 
were  served  to  him  in  his  room  alone,  until 
he  indicated  that  he  could  breathe  normally 
during  meals ; at  that  time  he  had  his  meals 
with  the  other  children  in  the  ward  dining 
room.  A similar  procedure  was  used  in  sleep- 
ing arrangements  in  that  he  slept  in  his 
room  alone  until  he  indicated  he  could 
breathe  normally  during  the  night;  when 
he  did  so  he  was  permitted  to  sleep  in  another 
room  with  roommates. 

Results  and  Discussion 

Throughout  the  period  of  the  program, 
the  patient  experienced  occasional  difficulty 
in  breathing,  but  this  generally  subsided 
after  a few  minutes  without  him  removing 
the  cork.  On  day  two,  at  his  request,  he 
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began  having  his  meals  with  the  other 
children;  after  the  first  48  hours  he  was 
also  permitted  to  change  rooms,  in  order 
to  be  with  a small  group  of  children  while 
sleeping.  Thus  it  was  not  until  the  third 
24  hours  that  he  was  actually  permitted  to 
keep  the  cork  in  place  as  long  as  he  desired. 
When  this  occurred  the  patient  was  able  to 
reach  almost  a full  24  hours  of  continuous 
occlusion.  Following  this  there  was  wide 
fluctuation  in  the  periods  spent  breathing 
normally.  Since  he  had  demonstrated  that 
he  was  capable  of  normal  respiration  (even 
though  the  length  of  the  period  continued  to 
fluctuate) , the  medical  decision  was  made  to 
attempt  decannulation.  A few  hours  after 
decannulation  his  breathing  became  pro- 
gressively more  labored,  he  became  semi- 
comatose,  and  respiration  had  ceased  for  a 
short  period  before  the  tracheostomy  could 
be  reinstituted. 


Table  1 

LENGTH  OF  TIME  SPENT  BREATHING 
NORMALLY 


Total  Period  of 
Normal  Breathing 


Day 

Hours 

Minutes 

0 _ 

_ 00 

00 

1 

. _ 10 

28 

2 . _ 

11 

05 

3 _ 

23 

55 

4a 

19 

45 

5 

16 

45 

6 

. __  19 

45 

7 

20 

00 

8b  ..  __  

16 

00 

9 __ 

. __  __  23 

45 

10c  __  _ 

20 

35 

11  _ __  . 

_ 15 

00 

12 

__  15 

40 

13 

_ 13 

10 

14d  & e 

10 

10 

a — Random  Schedule  Begun 
b — Reinforcement  Terminated 
c — Reinforcement  Resumed 
d — Cannula  Removed 
e — Tracheostomy  Reinstituted 


Figure  1.  Total  hours  spent  with  cannula  occluded.  The  solid  line  indicates  period  during  which  the  patient  had 
complete  control  over  occlusion. 
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From  examination  of  the  results,  it  ap- 
pears that  reinforcement  primarily  affected 
motivational  level,  rather  than  bringing 
about  any  “conditioning.”  As  soon  as  per- 
mitted to  do  so,  the  patient  was  able  to 
maintain  almost  a full  24  hours  of  continuous 
occlusion.  When  the  random  schedule  was 
begun,  there  was  a slight  decrease  and  when 
reinforcement  was  terminated  there  followed 
an  increase  in  total  time  with  a decrease 
following  resumption  of  the  reinforcement. 
Although  they  could  simply  be  random 
fluctuations,  it  seems  possible  that  the 
changes,  particularly  the  8-hour  increase 
following  termination  of  reinforcement,  re- 
flected a change  in  motivation  level  and 
could  be  explained  in  terms  of  a “frustra- 
tion” effect.  Similar  increases  in  children’s 
level  of  performance  at  tasks  following  re- 
moval of  reinforcement  have  been  reported 
previously.1* 2’ 3 Qualitative  examination  of 
his  behavior  during  this  time  lends  some  sup- 
port to  this  notion,  in  that  he  expressed  a 
strong  desire  to  have  his  meals  with  the 
other  children  following  his  first  meal  alone. 
Nursing  personnel  reported  that  during  the 
first  few  days  the  child  seemed  excited  and 
highly  desirous  of  “breathing  like  big  boys.” 

It  appeared  that  no  “conditioning”  as  de- 
scribed by  Wright  et  al5  took  place;  while 
the  reasons  for  this  are  not  entirely  clear,  it 
seems  that  the  reinforcement  may  have  af- 


fected primarily  the  patient’s  motivation  to 
breathe  normally  and  had  little  effect  upon 
the  underlying  neural-reflexes  involved  in 
laryngeal  breathing.  Thus,  other  possible 
explanations  for  the  successful  decannula- 
tion  reported  by  Wright  should  be  sought. 
Because  of  the  serious  consequences  involved 
in  a technique  such  as  this,  it  is  clear  that 
in  future  investigations  one  should  ensure 
that  the  child  has  thoroughly  demonstrated 
his  ability  to  breathe  normally  for  a con- 
siderable period  of  time  before  decannula- 
tion  is  attempted.  It  seems  that  subject 
variables  such  as  age,  period  of  time  trache- 
ostomy has  been  present,  possible  emotional 
factors,  as  well  as  other  variables  influenc- 
ing the  neural-reflexes  involved  in  trache- 
ostomy addiction  are  most  important  and 
warrant  investigation. 
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Neurologic  Manifestations  of 
Rheumatoid  Arthritis,  1972 


Rheumatoid  arthritis  (RA) 

demonstrates  a small  but  reg- 
ular incidence  of  neurologic 
manifestations,  in  approximate  order  of  fre- 
quency : 

1.  Myositis,  myopathy. 

2.  Vertebral  subluxation  (cervical). 

3.  Arteritis  and  ischemic  neuropathy. 

4.  Entrapment  neuropathy. 

5.  Laryngeal  paralysis  (ankylosis). 

6.  Spinal  cord  pressure  from  rheumatoid 
nodules. 

7.  Cerebral  syndromes  from  arteritis  or 
dural  nodules. 

8.  Combinations  of  RA  plus  other  col- 
lagen diseases. 

9.  Concomitant  myasthenia  gravis. 

Some  degree  of  myositis  (or  its  histo- 
pathologic end-stage,  myopathy)  occurs  in 
70  to  80  percent  of  patients  with  RA.  Most 
of  this  occurs  in  muscles  about  and  near  the 
affected  joints,  but  uncommonly  it  may  be 
widespread  (especially  in  large  proximal 
limb  muscles).  In  10  to  15  percent  of  pa- 
tients with  RA  or  polymyositis  the  overlap 
is  sufficient  that  both  conditions  must  be 
acknowledged  as  equally  prominent.  As 
such,  myositis  is  not  clinically  outstanding 
in  most  patients  -with  RA  and  obscured  often 
by  pain  and  joint  limitation  of  RA.  Its 
presence  is  readily  ascertained  by  EMG  and 
histopathologic  study.  Serum  enzymes  are 
undisturbed  in  RA,  although  serum  aldolase 
may  be  elevated  with  the  myositis  of  RA. 
Serum  creatine  is  commonly  elevated  and 
creatinine  lowered  in  RA,  an  indication  of 
muscular  involvement  in  this  disease.  Ste- 
roid myopathy  can  be  distinguished  by  pres- 
ence of  hypercorticism,  myopathy  progres- 
sing during  corticosteroid  therapy,  and 
serial  EMG  and  enzyme  studies  as  corticos- 
teroid doses  are  raised  or  lowered.  (Cooper, 
Daugherty,  H a s 1 o c k,  Havelka,  Hollings- 
worth, Magora,  Mastaglia,  Moritz,  Pitkeath- 
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ly,  Rossel,  Strandberg,  Tiselius,  Wasserman, 
Wegelius,  Yates). 

Cervical  vertebral  involvement  is  very 
common  in  RA,  with  the  incidence  of  clin- 
ical or  radiologic  findings  as  high  as  85  to 
90  percent  in  some  groups  reported.  Gross 
pathologic  study  commonly  discloses  in- 
creased space  and  laxity  between  anterior 
arch  of  atlas  and  odontoid  process.  Chronic 
inflammatory  lesions  are  present  in  all  ver- 
tebral joints,  most  marked  in  upper  cervical 
vertebrae.  Ligaments  and  capsular  struc- 
tures become  loose,  thinned,  and  weakened. 
Landmarks  are  eroded,  distorted  with  ir- 
regular resorption  and  nodular  overgrowths 
of  bone.  Even  vertebral  discs  may  be  re- 
placed by  granulomatous  tissue.  Eventually, 
hyaline  scar  tissue  replaces  inflammatory, 
granulomatous  sites. 

Radiologic  findings  are  common.  Lateral 
views  in  flexion  and  extension  and  lamin- 
ography  are  helpful.  Occasionally  myelog- 
raphy and  vertebral  artery  angiography  aid 
in  defining  mechanical  defects  precisely. 
Some  radiographic  findings  are  diagnostic 
and  these  include  the  following: 

Atlanto-axial  subluxation. 

Multiple  subluxations,  C-2  to  C-6. 

Decreased  intervertebral  disc  spaces 
with  minimal  osteophytosis,  most 
above  C-5. 

Vertebral  plate  erosion. 

Eroded  odontoid  process. 

Basilar  impression. 

Apophyseal  joint  erosion. 

Osteoporosis,  all  cervical  vertebrae. 

Atlanto-axial  subluxation  is  readily  de- 
monstrable on  x-ray  with  lateral  views  in 
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flexion.  Measurement  is  taken  from  mid- 
point of  posterior  surface  of  arch  of  atlas 
to  nearest  point  on  odontoid  process.  If  this 
exceeds  4mm,  subluxation  is  present. 

Subluxation  appears  more  often  in  pa- 
tients with  severe  nodular  and  erosive 
peripheral  disease,  longstanding  disease  and 
positive  serum  rheumatoid  factors.  Atlanto- 
axial subluxations  are  the  most  common  and 
occur  in  25  to  35  percent  of  patients  with 
RA.  Lateral  processes  of  atlas  and  occipital 
condyles  may  be  softened  and  eroded  suffi- 
ciently to  allow  basilw r impression  to  de- 
velop. 

Clinical  symptoms  are  common  but  do  not 
always  appear  to  correlate  with  radiologic 
findings.  Head  and  neck  pain,  nerve  root 
impingement,  spinal  cord  pressure,  and  even 
vertebral  artery  occlusion  may  develop. 
Symptoms  are  aggravated  by  spinal  traction, 
and  this  is  of  diagnostic  value.  Neurologic 
signs  and  disability  due  to  injury  of  cervical 
spinal  cord  are  not  common  however,  ap- 
pearing in  only  3 to  15  percent  of  patients 
with  RA.  Neurologic  signs  correlate  with 
extensive  erosive  changes  in  the  cervico- 
occipital  segments  and  major  subluxations. 

Treatment  of  cervical  vertebral  RA  con- 
sists especially  of  a light,  adjustable  plastic 
collar  which  maintains  relative  immobiliza- 
tion and  stabilization.  Cervical  traction  is 
usually  contraindicated.  Rarely,  surgical  im- 
mobilization is  necessary.  (Ahlgren,  Ball, 
Bland,  Boyle,  Bruhn,  Bruland,  Cohen,  Conlon, 
Cregon,  Crellin,  DeRacher,  DeSeze,  Freehaf- 
er,  Finger,  Garcin,  R.,  Gleason,  Goffon,  Hol- 
lander, Hopkins,  Jacob,  Lourie,  Marmor, 
Martel,  Mathews,  Meijers,  Meikle,  Nathan, 
Ott,  Reitan,  Robin  de  Andrade,  Robinson, 
Sawmiller,  Serre,  Sharp,  Stanbro,  Stevens, 
Sweetnam,  VenderMeer,  Van  Kerckhove, 
Wackenheim,  Webb,  Weigl,  Weiss,  Whaley, 
Williams,  L.E.). 

Other  vertebral  changes  include  more 
widespread  (dorsal  and  lumbar)  osteoporo- 
sis which  results  in  compression  fractures 
in  16  percent  of  female  patients  regardless 
of  whether  they  were  on  corticosteroid  ther- 
apy or  not  (DeSeze,  Lawrence,  Saville). 
Destructive  granulomatous  lesions  occasion- 
ally occur  in  vertebrae,  usually  in  low  dor- 


sal or  upper  lumbar  levels.  Radiologic  study 
reveals  appearance  resembling  osteomyel- 
itis, myeloma  or  metastatic  carcinoma  but 
serial  study  discloses  an  extremely  slow, 
relatively  nonprogressive  process  which  at 
most  results  in  compression  fracture,  sub- 
luxation or  extrusion  of  granulomatous- 
fibrinoid  mass.  ( Baggenstoss,  Glay,  Kane- 
field,  Lorber,  Seaman). 

Arteritis  and  ischemic  neuropathy  of  RA 
came  to  renewed  medical  attention  with  ad- 
vent of  corticosteroid  therapy.  Subsequent 
review  recalled  that  10  to  15  percent  of 
patients  with  RA  have  an  arteritis  evident 
in  muscle  biopsies  and  a fraction  of  these 
develop  a malignant  or  accelerated  form 
(or  phase)  of  the  disease  in  which  a dis- 
seminated, necrotizing  arteritis  appears 
with  histopathologic  features  very  similar 
to  periarteritis  nodosa.  The  incidence  of 
such  RA  arteritis  is  increased  with  corti- 
costeroid treatment  of  RA  sufficiently  that 
corticosteroid  treatment  of  RA  is  infre- 
frequently  used  today  and  then  only  by  those 
expert  in  these  matters.  Doses  of  predni- 
sone seldom  exceed  7.5  mg  per  day  now. 

The  necrotizing  arteritis  of  RA  character- 
istically appears  in  patients  with  hyper- 
corticism  and  on  attempts  to  alter  or  with- 
draw corticosteroid  therapy.  It  is  most  like- 
ly to  appear  in  male  patients  with  high 
titres  of  serologic  rheumatoid  factors  and 
anti-IgG  globulins  who  have  had  progres- 
sive RA  for  at  least  several  years  (mean 
duration  eight  years)  and  who  have  sub- 
cutaneous nodules.  Clinical  features  include 
skin  and  digital  gangrene  (often  punctate), 
neuropathy  (multiple  mononeuropathy  or 
polyneuropathy),  pericarditis,  or  mesenteric 
and  gastrointestinal  infarction,  coronary  or 
pulmonary  infarction.  Renal  involvement  is 
diagnostically  absent  usually.  Patients  are 
often  febrile.  A mortality  rate  of  twenty- 
five  percent  is  not  unusual. 

Neuropathy  of  RA  can  be  of  several  types: 

1.  Benign,  distal  sensory  polyneuro- 
pathy. 

2.  Entrapment  mononeuropathy. 

3.  Sensori  - motor  polyneuropathy  or 
multiple  mononeuropathy  with  necro- 
tizing arteritis. 
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4.  Neuropathy  of  incidental  origin  as 
with  diabetes,  carcinoma,  heavy  metal 
intoxication,  vitamin  B deficiency, 
chronic  alcoholism. 

Nerve  conduction  studies  reveal  that  30 
to  35  percent  of  patients  with  RA  have  at 
least  subclinical  neuropathy.  Benign  distal 
sensory  polyneuropathy  and  entrapment 
mononeuropathies  are  more  common  than 
the  “malignant’  form  associated  with  ne- 
crotizing arteritis.  The  benign  sensory 
form  is  commonly  patchy,  manifested  by 
hypalgesia  more  than  analgesia,  and  is 
found  more  often  in  feet  than  hands.  It  may 
be  limited  to  digits  or  spread  to  ankles, 
stocking-like.  Vibration  sense  may  be  lost 
to  the  malleoli  and  ankle  jerks  absent.  The 
neuropathy  of  neci'otizing  arteritis  reveals 
itself  by  its  progressive,  acute  or  subacute 
evolution,  outstanding  distress  and  disabil- 
ity, and  other  features  of  arteritis  (as  cor- 
onary, mesentery,  skin).  It  appears  initial- 
ly as  a distal,  painful  sensory  polyneuro- 
pathy or  mononeuropathy,  but  shortly 
spreads  into  an  ascending  sensorimotor  poly- 
neuropathy or  multiple  mononeuropathy. 
Nerves  in  lower  extremities  are  commonly 
affected  first  and  more  extensively. 

The  treatment  of  necrotizing  arteritis  and 
concomitant  neuropathy  rests  mostly  on  a 
supportive  and  symptomatic  regime.  If 
there  is  evidence  of  significant  progression, 
it  is  advisable  to  resume  the  corticosteroid 
therapy  (previously  halted  or  altered)  and 
attempt  a more  gradual  withdrawal.  Recov- 
ery from  arteritis  and  its  neuropathy  in  RA 
have  often  been  dependent  on  recovery 
from  chronic  hypercorticism  due  to  corti- 
costeroid therapy.  In  recent  years  penicil- 
lamine and  immunosuppressive  drugs  are 
being  tried  (Jaffe,  Topp).  Fortunately, 
with  much  less  use  of  corticosteroids  in  RA 
today,  and  even  then  in  cautious,  small  doses, 
RA  patients  with  problems  of  necrotizing 
arteritis  and  neuropathy  are  seldom  seen 
now.  (Adler,  Aronoff,  Bacon,  Bennett, 
Berntsen,  Bienenstock,  Borman,  Bywaters, 
Chamberlain,  Cooper,  Danowski,  DeSilva, 
Editorials  Brit.  Med.  J.,  Ferguson,  Golding, 
Good,  Hamilton,  E.B.,  Hart,  Haynie,  Hin- 
gorani,  Hoerner,  Hollander,  Hollingsworth, 
Holt,  Irby,  Jiminez,  Johnson,  R.S.,  Kemper, 


Kulka,  Laws,  Lipschultz,  Lovelace,  Mastag- 
lia,  Mongan,  Moritz,  Muelly,  Pallis,  Pearson, 
C.M.,  Schmidt,  Scott,  Steinberg,  V.L., 
Thompson,  M.,  Wasserman,  Weller.) 

Entrapment  neuropathies  appear  in  RA 
at  several  characteristic  sites  due  to  edema, 
effusion  and  inflammatory,  fibrotic  over- 
growth in  and  about  joint  structures.  They 
must  be  distinguished  from  neuropathies  of 
other  causes  including  the  grave  forms  ap- 
pearing with  necrotizing  arteritis. 

In  approximate  order  of  frequency,  the 
following  nerves  are  entrapped  in  RA: 

Median  nerve  in  carpal  tunnel. 

Peroneal  nerve  at  knee. 

Tibial  nerve  at  knee. 

Ulnar  nerve  at  elbow. 

Posterior  interosseous  nerve  at  elbow. 

Plantar  nerve  in  tarsal  tunnel. 

Four  to  27  percent  of  patients  with 
median  nerve  compression  in  carpal  tunnel 
are  said  to  have  RA.  Likewise  13  to  50 
percent  of  patients  with  RA  develop  some 
evidence  of  median  nerve  compression. 
Edema,  effusion,  and  fibrotic  tissue  in  the 
carpal  tunnel  are  at  fault.  Peroneal  nerve 
involvement  is  more  common  than  tibial 
nerve  but  either  may  be  compressed  by 
large  effusion  in  knee  joint.  Ulnar  and  pos- 
terior interosseus  nerves  are  affected 
by  synovial  masses,  ligamentous  swell- 
ing and  fibrosis,  boney  spurs  and  ad- 
hesions in  the  elbow  joint.  The  tarsal  tun- 
nel occasionally  provides  the  site  of  impinge- 
ment of  posterior  tibial  (plantar)  nerve  in 
its  retromalleolar  compartment.  Most  nerve 
entrapment  appears  with  advanced  RA  al- 
though exceptions  are  noteworthy  especially 
in  the  carpal  tunnel  where  occasionally  the 
earliest  symptoms  of  RA  include  median 
neuropathy.  (Backhouse,  Barnes,  Chamber- 
lain,  Chater,  Cseuz,  Currey,  DeAndrade, 
Dupuis,  Garland,  Goodwill,  Hoerner,  Lloyd, 
K.,  Marmor,  Osborne,  Pallis,  Phalen,  Polley, 
Pulkki,  Sarkar,  Scott,  J.T.,  Wells,  R.M., 
Yamaguchi.) 

Laryngeal  ankylosis  appears  in  approxi- 
mately 25  percent  of  patients  with  RA, 
usually  with  advanced  disease.  Symptoms 
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include  hoarseness,  dysphagia,  laryngeal 
tenderness,  inspiratory  stridor,  dyspnea 
(mistaken  for  asthma  or  emphysema)  and 
even  acute  airway  obstruction  and  asphyxia 
which  present  for  emergency  tracheotomy. 
Arthritic  involvement  of  cricoarytenoid 
joints  (with  swelling  and  ankylosis)  is  most 
commonly  at  fault  but  RA  nodules,  myo- 
sitis of  laryngeal  muscles  and  neuropathy 
of  recurrent  laryngeal  nerve  have  also  been 
found  pertinent.  Rarely  RA  of  temporo- 
mandibular joints  may  cause  marked  retrac- 
tion of  mandible  and  base  of  tongue.  (Bates, 
Beckman,  Bienenstock,  Copeman,  Darke, 
Kimball,  Mikkelsen,  Montgomery,  Phelps, 
Pinals,  Smith,  R.F.,  Sourander,  Vassallo, 
Woldorf,  Wolman.) 

Intraspinal  (spinal  cord)  pressure  may 
appear  with  vertebral  subluxations  or  the 
uncommon  destructive  lesions  described 
above.  Otherwise  rarely,  at  almost  any 
level  of  the  spine,  pachymeningitis,  synovial 
cysts,  nodular  masses,  or  accumulations 
(“pannus”)  of  chronic  inflammatory  fi- 
brotic  tissue  may  occur,  commonly  epidural 
or  intradural,  occasionally  subdural  or  as 
arachnoiditis.  These  present  clinically  as 
intraspinal  mass  lesions,  and  require  decom- 
pression. Spinal  fluid  protein  elevations 
have  been  reported  in  12  to  59  percent  of 
patients  with  advanced  RA.  (Bland  1967, 
Boland,  Gutmann,  Hauge,  Friedman,  Kane- 
field,  Lechelle,  Lee,  Linquist,  Ludwig,  Mar- 
tel 1969.) 

Cerebral  involvement  with  RA,  rare  but 
well  documented,  may  arise  from  dural 
nodules,  arteritis  or  hyperviscosity  syn- 
drome. Two  reports  cite  a 48  and  50  per- 
cent incidence  of  abnormal  EEG  tracings 
among  patients  with  RA  (Kozina,  Lakatos). 
In  patients  with  longstanding,  advanced  RA, 
RA  nodules  and  plaques  have  been  found 
on  postmortem  examination  in  intracranial 
dura,  subdural  and  epidural  sites.  Few  had 
been  symptomatic  (Contin,  Maher,  Ellman, 
Mikkelsen,  Ouyang,  Steiner). 

RA  arteritis  of  cerebral  vessels  rarely  ap- 
pears but  has  been  described  to  present 
with  focal  cerebral  phenomena.  (Ouyang, 
Sievers,  Steiner.)  Uncommonly,  too,  the 
patient  with  RA  develops  unusual  or  exces- 
sive serum  proteins,  as  cryoglobulinemia 


and  IgG  complexes.  These  may  produce 
the  hyperviscosity  syndrome  manifested  by 
retinopathy,  bleeding  tendency,  lethargy  and 
confusion  (Abruzzo,  Jasin,  Meltzer). 

Papillitis  was  described  in  a youth  of  16 
with  RA  (Chadwick).  A 71  year  old  female 
with  RA  developed  dementia  and  chorea  like- 
ly unrelated  to  RA  (Diederichsen) . RA  and 
papilledema  were  explained  on  postmortem 
findings  of  bacterial  endocarditis  and  men- 
ingitis developing  in  patient  with  RA  (Mc- 
Pherson). 

RA  overlap  ivith  other  collagen  diseases 
also  appears  and  must  be  considered  when 
neurologic  phenomena  develop.  SLE  is  most 
common.  Examples  of  polymyositis  were 
described  above  (myositis).  Progressive 
systemic  sclerosis,  Takayasu’s  aortitis,  and 
thrombotic  thrombocytopenic  purpura  have 
also  been  described  with  RA.  (Falicov,  Han- 
nestad,  Hingorani,  Lenoch,  Lorber,  Munoz, 
Rising,  Schmidt,  F.R.,  Thomson.) 

Myasthenia  gravis  and  RA  have  been  re- 
ported together  a number  of  times.  RA  is 
found  in  two  to  four  percent  of  patients  with 
myasthenia  gravis  which  may  not  be  dif- 
ferent than  in  the  general  population. 
(Downes,  Durance,  Hokkanen,  Namba,  Os- 
serman,  Oosterhuis,  Simpson,  Wolf,  S.M.). 

Amyloidosis  (secondary)  is  found  in  two 
to  10  percent  of  patients  with  RA  and  in  15 
to  25  percent  of  those  coming  to  postmortem 
study.  No  direct  neurologic  involvement  oc- 
curs, but  renal  failv/re  and  intestinal  mal- 
absorption may  develop  from  amyloidosis, 
thence  with  secondary  neurologic  manifes- 
tations. (Cohen,  Lake,  Hollingsworth.) 

Clinicopathologic  laboratory  tests  are  of 
help  in  diagnosis  of  RA.  In  70  to  85  percent 
of  patients,  erythrocyte  sedimentation  rate, 
C-reactive  protein,  and  serum  rheumatoid 
factors  are  elevated.  In  40  to  60  percent  of 
patients,  alpha-2  globulin,  fibrinogen  and 
gamma  globulin  are  increased.  Antinuclear 
antibodies  are  present  in  25  to  35  percent 
of  patients  with  RA.  In  10  percent  a posi- 
tive LE  cell  response  appears  and  5 to  10 
percent  disclose  false  -positive  Wassermann 
serology.  (Benson,  Cohen,  Hollander.) 

Ankylosing  Spondylitis 

While  ankylosing  spondylitis  (AS)  is  not 
considered  a collagen  disease,  it  is  occasion- 
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ally  confused  with  RA  and,  as  an  arthritic 
disease  of  the  spine,  deserves  mention  here. 
AS  comes  to  neurologic  attention  with: 

Vertebral  lesions: 

Destructive. 

Fracture-disclocation. 

Cervical  subluxation. 

Spinal  cord  (intraspinal)  lesions. 

Sacroileitis  is  the  most  frequent  spinal 
lesion,  followed  by  anterior  spondylitis  in 
low  dorsal  and  upper  lumbar  regions.  In- 
flammation is  followed  by  ossification  and 
calcification  of  intervertebral  ligaments 
through  much  of  the  spinal  column  so  that 
eventually  the  ankylosed  “bamboo  spine” 
exists.  In  a small  percent  of  patients,  with 
advanced  disease,  considerable  chronic  in- 
flammatory destruction  takes  place,  involv- 
ing intervertebral  disc  spaces  as  well  as  ver- 
tebral bodies.  This  may  resemble  Pott’s  dis- 
ease, metastatic  carcinoma,  or  osteomyelitis. 
However,  AS  vertebral  destruction  is  not 
progressive.  Low  dorsal  and  lumbar  levels 
are  most  affected.  (Bachynski,  Kanefield, 
Louyot,  Serre,  Stanger,  Streda,  Whaley.) 

Vertebral  fracture  dislocations  occur, 
often  from  minor  trauma,  through  the  fra- 
gile and  brittle  ankylosis  that  binds  the 
vertebrae.  The  fracture  commonly  runs 


through  the  ankylosed  intervertebral  disc 
space,  and  dislocation  may  then  occur.  This 
may  appear  at  any  level,  but  is  most  frequent 
between  C-4  and  C-7.  Quadriplegia  is  not 
an  unusual  consequence.  Occasionally,  a ma- 
jor part  of  the  intraspinal  compression 
arises  from  traumatic  epidural  hematoma. 
(Good,  Grisolia,  Guttman,  Hansen,  S.T.,  Jr., 
Hollin,  Janda,  Matthews,  Raine,  Rosenberg, 
Scott,  P.J.,  Woodruff.) 

Cervical  spinal  and  atlanto-axial  subluxa- 
tions occur  much  less  frequently  in  AS  than 
they  do  in  RA.  Atlanto-axial  subluxations 
are  described  in  1.5  to  15%  of  patients  with 
AS  (Martel  1961,  Meijers,  Meikle,  Ravautt, 
Serre). 

Spinal  cord  injury  may  occur  from  any 
of  the  above  vertebral  pathology  associated 
with  AS.  In  addition  localized,  mass-lesion 
syndromes  may  appear  from  pachymenin- 
gitis; epidural,  dural,  or  subdural  granu- 
lomatous masses  and  fibrosis  or  arachnoid- 
itis. Spinal  fluid  protein  has  been  reported 
increased  in  approximately  35  percent  of 
patients  with  AS.  (Boland,  Bowie,  Cas- 
taigne,  Goldenberg,  Hauge,  Kanefield,  Lor- 
ber,  Ludwig,  Matthews,  McGill,  Ordonneau, 
Rosenkranz.) 

References  available  from  author. 

(This  report  was  supported  by  U.S.P.H.S. 

(NLM-SM)  Grant  3 ROl  LM00636-02S1), 
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Respiratory  Therapy— 

A New  Frontier  in  Hospital  Medicine* 


And  he  went  up,  and  lay  doivn  the 
child,  and  put  his  mouth  upon  his 
mouth,  and  his  eyes  upon  his  eyes, 
and  his  hands  upon  his  hands:  and 
he  stretched  himself  upon  the  child; 
and  the  flesh  of  the  child  waxed 
w arm. 

II  Kings  U:3U 

CONTEMPORARY  medicine  is  in 
a fluid  state  undergoing-  a pro- 
found change  in  its  education, 
research,  and  practice.  Many  traditional 
forms  of  health  delivery  are  becoming  rapid- 
ly obsolete  as  our  basic  knowledge  on  the 
mechanism  and  the  evolution  of  the  dis- 
eases becomes  clearly  defined.  Among  new 
frontiers  of  hospital  medicine,  respiratory 
therapy  stands  out  as  an  important  force 
because  of  its  proven  effectiveness  in  acute 
and  chronic  respiratory  failures,  its  univer- 
sal necessity  in  02  therapy  and  its  vital 
role  in  the  rehabilitation  of  patients  with 
obstructive  bronchopulmonary  disease. 

Respiratory  therapy  as  we  see  today  is 
an  outgrowth  of  advancement  in  several 
branches  of  medical  technology  and  prac- 
tices. More  specifically  these  include  (1)  the 
art  of  heart-lung  resuscitation,  (2)  02  ther- 
apy, (3)  mechanical  respirators  and  (4) 
cardiopulmonary  physiology. 

Ever  since  the  dawn  of  man’s  history, 
there  has  been  always  emergency  problem 
of  resuscitation  involving  heart  and  lung. 
The  cessation  of  pulse  or  breathing  is  con- 
sidered as  one  of  the  ominous  signs  of  im- 
pending death  requiring  urgent  resuscita- 
tive  effort.  The  literature  contains  many 
methods  of  resuscitation,1  including  warm- 
ing, agitation,  flagellation,  friction,  and  roll- 
ing of  the  body.  Sometimes  holding  the  body 
in  a jackknife  position  was  done.  Possibly 
a best  known  procedure  is  mouth  to  mouth 
resuscitation,  which  has  been  practiced  since 
the  biblical  time  as  described  in  the  Old 
Testament.  Although  technically  primitive, 
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a mechanical  device  such  as  the  fireside  bel- 
lows was  used  for  the  first  time  in  the  16th 
century  (Paracelsus,  Vesalius  method). 

Following  the  discovery  of  02  by  Lavoi- 
sier in  1781,  02  was  used  for  the  first  time 
in  1798  in  the  treatment  of  asthma  and  heart 
patients  in  England.2  Then  it  was  employed 
effectively  in  the  management  of  gassed  sol- 
diers during  World  War  I (1914-1918).  With 
expanding  geophysical  frontiers  of  man  to 
high  altitude  and  space  or  deep  ocean,  the 
02  supporting  system  became  one  of  the  es- 
sential requirements  of  human  survival  in 
the  adverse  environments.  No  less  essential 
for  the  welfare  of  hospital  patients  at  sea 
level  is  an  optimal  02  support.  Thus,  not 
only  the  intensive  care  unit,  or  recovery 
rooms,  but  also  every  patient  room  of  modern 
hospital  is  supplied  with  an  02  line  for  a 
controlled  02  therapy  as  a need  arises. 

The  use  of  a mechanical  device  to  assist 
ventilation  is  a logical  approach  and  many 
devices  of  various  components  have  been 
reported.  In  its  early  stage  of  development, 
however,  the  design  and  operation  were  quite 
simple  in  comparison  to  much  more  advanced 
forms  of  device  currently  in  use.  One  of  the 
earliest  devices  is  the  Fell-O’Dwyer  resus- 
citator  which  is  a laryngeal  tube  connected 
to  a bellows  (1888).  In  1900,  an  endotracheal 
tube  was  reported  by  Kuhn  and  in  1912  a 
respirator  called  lung  motor  was  an- 
nounced. This  device  consists  of  a face  mask 
and  a bicycle  pump. 

In  1929  Drinker  and  Shaw3  developed  a 
respirator  whereby  artificial  respiration  can 
be  given  for  an  indefinite  period  to  patients 

♦Presented  at  the  Monthly  Education  Program,  Nebraska 
Chapter  of  American  Association  for  Inhalation  Therapy. 
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with  respiratory  distress,  poliomyelitis,  drug 
or  gas  poisoning.  This  is  the  well  known 
‘‘iron  lung”  which  ventilates  apneic  patients 
in  an  airtight  chamber  by  means  of  negative 
pressure.  In  modernistic  sense,  the  Drink- 
er respirator  marks  the  beginning  of  con- 
temporary respirators  for  hospital  medicine. 
Then,  in  the  early  thirties,  an  important  con- 
cept of  positive  pressure  breathing  was  suc- 
cessfully tested  in  patients  with  asthma  and 
congestive  heart  failure  by  Poulton  in  1936.4 
He  employed  continuous  positive  pressure 
breathing  (CPPB)  at  15  cmH20  using  a 
vacuum  blower.  Two  years  later,  Barach5 
applied  CPPB  to  patients  with  pulmonary 
edema,  using  a pressure  range  from  4 to  13 
cmH20. 

World  War  II  saw  a rapid  acceleration  in 
the  understanding  of  pressure  breathing 
and  related  human  physiology.  The  expon- 
ential growth  of  aviation  technology  required 
a matching  knowledge  on  human  factors.  In 
particular,  the  conquest  of  high  altitude  de- 
manded an  improved  02  support  system. 
Consequently,  the  02  mask  and  demand  regu- 
lators were  rapidly  developed.  In  1946  Rahn 
and  Fenn6  studied  systematically  the  mechan- 
ical characteristics  of  human  respiratory 
system  in  relation  to  various  atmospheric 
conditions.  Thus  the  time  was  mature  enough 
for  the  birth  of  concept  of  intermittent  posi- 
tive pressure  breathing  (IPPB)  which  was 
first  described  by  Barach  in  1947.7  In  the 
following  year,  Cournand8  explored  meticu- 
lously the  effect  of  IPPB  on  blood  flow  and 
cardiac  function. 

All  respirators  currently  in  use  are  the 
products  of  the  years  following  World  War 
II.  The  first  unit  to  appear  in  the  market 
was  the  Engstrom  respirator,  which  was 
manufactured  in  Sweden  in  1951.  It  is  a 
volume-cycled  respirator  in  the  true  sense, 
and  is  operated  by  a piston  action.  Although 
it  is  an  excellent  apparatus,  it  is  expensive, 
bulky,  and  its  use  is  limited  to  apneic  pa- 
tients. The  two  most  popular  and  commonly 
used  respirators  in  the  U.S.A.  are  the  Ben- 
nett and  Bird  units.  Both  units  may  claim  a 
twin  birth,  because  it  was  in  1958  when 
the  Bennett  PR-1  model  and  the  Bird  Mark 
7 model  were  released  to  the  public.  The 
following  year  the  Bird  Mark  8 was  intro- 


duced (1959),  and  the  Bennett  PR-2  model 
appeared  in  the  market  in  1962,  followed  by 
the  Bennett  MA-1  model  in  1967. 

The  Bennett  and  Bird  units  are  the  main 
workhorse  in  respiratory  therapy  today,  and 
there  are  several  reasons  for  the  widespread 
popularity  of  these  units.  They  are  light 
and  mobile,  allowing  easy  access  to  bedsides. 
At  the  same  time,  their  units  are  versatile, 
being  suitable  for  controlled  (for  apneic  pa- 
tients) as  well  as  assisted  (for  spontaneous- 
ly breathing  patients)  ventilation.  They 
have  a certain  amount  of  flow  controls  inde- 
pendent of  air  pressure,  and  finally  the  cost  is 
reasonable.  Basically,  the  Bennett  PR-1,  PR-2, 
Bird  Mark  7 and  8 models  all  belong  to  a 
group  of  respirators,  which  are  triggered  by 
pressure  change  in  the  air  passages  of  res- 
pirator (hence  the  name  of  pressure-cycled 
respirators).  The  triggering  of  the  change 
of  respiratory  phase  is  assisted  by  a mag- 
netic force  in  the  case  of  Bird  units,  and  by 
a flow  sensitive  valve  in  the  case  of  Bennett 
units. 

In  contrast  to  the  above,  the  Bennett  MA-1 
operates  by  means  of  air  compressor  and 
bellows.  A similar  principle  is  adopted  in  the 
Ohio  560  and  Air  Shield  models.  The  “post- 
operative” Emerson  pump,  however,  is  oper- 
ated by  a piston  and  preset  volume  and  rate 
(hence  the  name  volume-cycled  respirator). 
Thus  the  Emerson  pump  belongs  to  the  same 
type  of  respirator,  such  as  the  Engstrom 
pump. 

The  responsibilities  of  respiratory  therapy 
in  a modern  hospital  may  be  classified  into 
four  major  areas.  The  first  and  foremost 
obligation  of  respiratory  therapist  is  the  ef- 
fective use  of  respirators  in  the  treatment  of 
respiratory  insufficiency  of  acute  or  chronic 
nature.  The  cases  of  acute  respiratory  fail- 
ure are  usually  encountered  at  the  emer- 
gency room,  recovery  room,  nursery,  and  in- 
tensive care  area.  Since  the  acute  respira- 
tory failure  is  a medical  emergency,  no  time 
should  be  lost  in  prompt  establishment  of 
airways  and  assisted  ventilation.  On  the 
other  hand,  chronic  respiratory  failure  re- 
quires painstaking  bedside  treatment  of  the 
patient.  In  either  case  the  principle  of  IPPB 
must  be  utilized  to  the  best  advantage  of  pa- 
tient. As  Cournand8  delineated  clearly,  a pro- 
longed expiratory  phase  and  a careful  con- 
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trol  of  peak  pressure  must  be  strictly  im- 
posed to  maintain  a sufficient  cardiac  output. 

The  beneficial  effects  of  IPPB  in  respira- 
tory failure  are  more  than  adequately  sub- 
stantiated during  the  last  decade:  (1)  IPPB 
is  highly  effective  in  improving  the  alveolar 
ventilation.  Often  a patient  with  an  extreme 
C02  retention  and  coma  can  be  brought  back 
to  a normal  level  of  C02  tension  and  pH 
within  a reasonably  short  period  of  time. 
(2)  It  is  equally  effective  in  the  treatment  of 
hypoxemia.  (3)  It  is  useful  in  assisting  ex- 
pectoration of  mucus  and  bronchial  secre- 
tions. (4)  It  is  effective  for  an  optimal  hu- 
midification of  airways.  (5)  The  broncho- 
dilator  may  be  administered  as  an  aerosol 
during  IPPB,  and  (6)  it  is  beneficial  in  the 
treatment  of  pulmonary  edema  or  in  the  pre- 
vention of  pulmonary  atelectasis.  Through- 
out IPPB  therapy,  it  is  essential  that  the  pa- 
tient’s arterial  blood  gases  must  be  closely 
monitored.  The  clinical  impression  of  the 
patient’s  condition  alone  is  frequently  inade- 
quate in  assessing  the  effectiveness  of  assist- 
ed ventilation.  In  this  regard,  an  intimate 
relationship  of  respiratory  therapy  depart- 
ment and  cardiopulmonary  laboratory  must 
be  developed  in  every  medical  center  or  hos- 
pital. 

The  airway  pressure  during  IPPB  shows 
a cyclic  alteration  between  a positive  phase 
during  inspiration  and  a return  to  the  am- 
bient level  during  expiration  as  shown  in 


Figure  1.  In  this  diagram,  the  ambient  pres- 
sure is  taken  as  a reference  level  of  zero  and 
the  increment  of  pressure  above  the  ambient 
is  shown  as  positive.  Although  such  a mode 
of  operation  is  often  adequate  for  treatment 
of  most  cases  of  respiratory  failure,  there 
are  occasional  patients  who  cannot  be  suf- 
ficiently treated  with  this  method,  in  par- 
ticular, in  terms  of  oxygenation  of  the  ar- 
terial blood.  The  good  examples  of  such 
cases  are  respiratory  distress  syndrome  in 
newborn  infants,  severe  burns,  and  frail 
chest  due  to  extensive  trauma.  Recently,  a 
remarkable  improvement  has  been  made  in 
saving  these  difficult  patients  by  using  a 
positive  end  expiratory  pressure  (PEEP) 
breathing,9  where  a low  level  of  positive 
pressure  is  maintained  even  during  expira- 
tion in  contrast  to  a return  to  the  ambient 
pressure  during  expiration  in  IPPB  (Figure 
1).  In  the  treatment  of  hyaline  membrane 
disease  of  newborn  infants,  which  had  a no- 
toriously high  mortality  rate,  the  application 
of  PEEP  breathing  has  increased  the  sur- 
vival rate  to  a favorable  level  of  70%.  The 
most  delightful  aspect  of  the  PEEP  breath- 
ing is  the  fact  that  this  method  can  be  easily 
adapted  to  the  commonly  available  respir- 
ators such  as  Bennett  PR-1,  PR-2,  MA-1, 
Bird  Mark  7 or  8 by  adding  an  expiratory 
retard  system. 

The  second  major  responsibility  of  respir- 
atory therapy  is  in  the  controlled  02  ther- 
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apy.  With  a team  competent  in  respiratory 
therapy,  the  practicing  physician  has  no  wor- 
ry about  02  toxicity  or  C02  narcosis  due  to 
administration  of  02.  Depending  on  the  un- 
derlying basic  pathology,  the  patient  will  be 
treated  with  an  optimal  level  of  02  either 
by  means  of  ventimask,  nasal  cannula,  or 
mask.  Here  again,  frequent  monitoring  of 
arterial  blood  gases  is  absolutely  essential. 

The  third  responsibility  of  respiratory 
therapy  is  in  the  area  of  respiratory  inten- 
sive care  unit.  While  this  unit  is  not  yet 
as  well  known  as  the  coronary  care  unit,  a 
well  trained  respiratory  care  team  is  often 
needed  for  respiratory  support.  The  respira- 
tory therapist  is  not  only  responsible  for 
prompt  supply  and  maintenance  of  respir- 
ators in  the  unit  but  also  required  to  instruct 
nurses  regularly  on  the  use  of  respirators, 
02  therapy,  humidifiers,  arterial  blood  gas, 
and  lung  function  data. 

Finally,  the  fourth  responsibility  of  respir- 
atory therapy  is  the  establishment  and  im- 
provement of  educational  program.  Since 
there  are  continuous  new  developments  in 
theory  and  practice  of  respiratory  therapy, 
a regular  teaching  program  is  urgently  need- 
ed to  absorb  new  knowledge  in  this  field. 
Ideally  speaking,  such  a program  should  in- 
clude respiratory  therapists,  cardiopulmon- 
ary technologists,  intensive  care  nurses, 
chest  physicians,  anesthesiologists,  and  thor- 
acic surgeons.  Under  the  leadership  of  di- 
rectors of  respiratory  therapy  department,  a 
teaching  program  should  be  established  with- 
in each  institution.  Also  a separate  program 
among  respiratory  therapists  in  a geograph- 
ical area,  such  as  one  sponsored  by  state 
chapter  of  American  Association  for  Inhala- 
tion Therapy  is  an  excellent  undertaking 
from  educational  viewpoint. 

The  future  of  respiratory  therapy  is  bright 
and  exciting.  There  are  many  new  ideas 
and  techniques  in  the  horizon.  Undoubtedly 
there  wTill  be  many  breakthroughs  in  the 
areas  of  resuscitation,  02  therapy,  respira- 
tors, and  cardiopulmonary  physiology.  The 
mechanical  oxygenator  has  made  an  impres- 
sive stride,  now  being  widely  used  during 
heart-lung  bypass  procedure.  The  develop- 
ment of  membrane  oxygenator  is  progressing 
rapidly  and  may  reach  a point  for  routine 


clinical  application.  The  day  will  come  when 
the  use  of  membrane  oxygenator  becomes  an 
accepted  procedure  in  respiratory  intensive 
care  unit. 

It  is  said  that  the  age  of  organ  trans- 
plantation is  rapidly  approaching.  Certain- 
ly it  is  a commonly  shared  hope  among  chest 
physicians  and  respiratory  therapists  alike 
that  a day  will  come  when  we  can  replace 
useless  lungs  with  fresh  new  ones.  Experi- 
mental studies  are  actively  in  progress  in 
several  medical  centers  on  lung  transplanta- 
tion. There  will  be  progress  in  the  study  of 
organ  compatibility  and  immunosuppression. 
How  will  we  then  ventilate  the  transplanted 
lungs  ? 

Because  of  their  effectiveness,  some  new 
techniques  are  quickly  accepted  as  the  treat- 
ment of  choice.  Last  year  we  witnessed  the 
introduction  of  PEEP  therapy  in  respira- 
tory distress  syndrome.  Another  technique 
which  is  now  well  received  is  bronchopulmon- 
ary lavage  in  the  treatment  of  pulmonary 
alveolar  proteinosis.  Following  broncho- 
pulmonary lavage,  the  respiratory  support 
of  the  patient  with  respirators  for  several 
days  is  necessary  until  the  regeneration  of 
pulmonary  surfactant  takes  place.  It  is 
clear  that  there  will  be  new  respirators  in 
the  future,  probably  these  are  more  sophisti- 
cated, perhaps  computer  controlled,  and  in- 
dependently pressure,  volume,  and  flow  sen- 
sitive. 
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I'm  Fed  Up 


THE  American  Arthritis  Asso- 
ciation states  that  in  1966  ten 
million  people  in  the  United 
States  had  osteoarthritis.  The  Association 
estimates  that  all  arthritis  caused  loss  of 
12,200,000  work  days  and  $1,700,000,000 
loss  of  wages. 

In  rural  Nebraska  where  I practice,  osteo- 
arthritis is  not  just  a physical  handicap  but 
also  economic  disaster.  As  an  illustration 
I will  present  to  you  the  life  of  a 58-year- 
old  farmer-rancher.  He  has  a wife  and 
three  children  at  home,  has  had  a high 
school  education,  was  deferred  during  World 
War  II  because  his  work  was  necessary  for 
food  production.  He  owns  four  quarters  of 
land  one  of  which  he  farms  and  on  which 
he  raises  corn. 

We  first  diagnosed  his  arthritis  five  years 
ago  when  he  complained  about  hip  pain. 
Our  diagnostic  criteria  was  as  follows: 

1.  R.A.  test  was  negative,  ruling  out 
rheumatoid  arthritis. 

2.  Blood  uric  acid  was  6.1,  ruling  out 
gout. 

3.  Sedimentation  rate  was  16  mm/hr, 
ruling  out  infectious  arthritis. 

4.  X-ray  showed  “degenerative  osteoar- 
thritis.” 

In  the  past  five  years  he  has  been  treated 
as  follows: 

1.  Salicylates  — until  he  took  so  many 
he  developed  gastritis,  loss  of  hear- 
ing, and  ringing  of  the  ears. 

2.  Butazolidine  — was  effective  for  a 
year  until  anemia  revealed  a slow  gas- 
tric bleeding. 

3.  Indomethecin  (Indocin)  — for  six 
months  until  he  said  it  was  no  long- 
er effective,  and  increased  dosage  pro- 
duced gastritis. 

4.  Heat  to  his  hip  whenever  he  had  time 
to  apply  it. 

5.  Finally,  intra-articular  injection  with 
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steroid  until  he  seemed  to  require  it 
every  7-14  days. 

It  is  obvious  that  the  past  five  years 
have  become  a nightmare  to  him.  He  is  a 
good  farmer-rancher,  but  is  trained  for  no 
other  type  of  work.  He  now  faces  a real 
crisis  physically  and  economically.  It  will 
soon  be  utterly  impossible  for  him  to  do 
his  work,  and  the  income  from  his  operation 
is  too  small  to  allow  him  to  hire  help. 

Let  us  rapidly  illustrate  the  stresses  that 
his  hip  must  meet  if  he  is  to  continue  to 
support  his  family  in  the  only  way  he  knows 
how. 

Every  day  he  rises  at  5:00  a.m.  to  milk 
four  cows,  carrying  a four  gallon  pail  of 
milk  to  the  milk  house  for  separating.  Then 
using  a five  gallon  bucket  he  makes  three 
trips  to  slop  the  hogs.  This  is  repeated 
every  night,  sometimes  through  mud  and 
sometimes  through  deep  snow. 

In  March,  calving  requires  him  to  be  up 
checking  the  cows  regularly  night  and  day, 
regardless  of  the  weather,  to  prevent  loss 
of  his  calf  crop.  Sometimes  the  calves  have 
to  be  carried  to  the  barn  for  warmth. 

Calving  out  of  the  way,  he  turns  to 
branding  and  vaccinating  which  requires 
horseback  riding  and  wrestling  frightened 
calves.  The  stirrup  on  his  horse  is  30 
inches  from  the  ground. 

The  spare  time  is  spent  fencing,  which 
entails  eight  jolting  hours  on  his  feet  with 
a posthole  digger  and  fence  stretcher  and 
loading  and  unloading  posts. 

The  cattle  are  then  driven  to  pasture, 
again  by  horseback.  This  usually  takes  six 
hours  in  the  saddle  since  his  pasture  is 
eight  miles  away. 

Now  the  farming  begins  with  dawn  to 
dusk  plowing  followed  by  planting.  In  plant- 
ing his  quarter  of  corn  he  will  crawl  on  and 
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off  his  tractor  about  thirty  times  a day  to 
fill  the  seeder.  The  tractor  platform  is  36 
inches  from  the  ground. 

July  oth  means  the  beginning  of  haying. 
Each  day  he  is  on  and  off  that  36  inch 
high  tractor  platform  20  to  30  times  to 
change  sickles  or  unclog  the  teeth.  Part  of 
his  hay  is  baled  with  the  help  of  a neighbor 
but  afterwards  he  must  pick  up  the  bales 
alone  and  truck  them  to  where  he  stacks 
them  for  use  in  the  winter.  A bale  of  prairie 
hay  will  weigh  about  60  pounds  and  is 
lifted  by  a boost  of  his  thigh. 

Now  it  is  fall  and  he  must  hurry  to  pick 
his  corn  before  bad  weather  sets  in.  Again, 
it  is  up  and  down  all  day  long  to  unclog  the 
cornpicker  whether  he  uses  a tractor  mount- 
ed picker  or  whether  he  uses  a picker-sheller. 
The  corn  must  be  scooped  into  an  elevator 
for  storage  in  the  grain  bin,  and  later  he 
will  scoop  from  the  bin  into  a grinder  to  feed 
his  pigs. 

The  storm  clouds  are  coming,  so  he  must 
drive  his  cattle  back  to  the  sheltered  area 
close  to  home  and  haul  his  haystacks  to  his 
stack  yard  and  finally,  sort  his  cattle  and 
load  them  out  to  market.  The  truck  bed 
is  59  inches  from  the  ground. 


The  Sickness 

I’D  like  to  begin  my  remarks 
with  a few  words  about  an 
important  kind  of  sickness  that 
neither  you  — nor  I — nor  anyone  else  — 
in  or  out  of  medicine,  knows  how  to  treat. 
This  is  a sickness  identified  not  by  a mem- 
ber of  our  profession,  but  by  a thoroughly 
respected  economist  named  Peter  F.  Druck- 
er.  In  an  entertaining,  recent  book,  The 
Age  of  Discontinuity , he  identifies  the  ail- 
ment as  “The  Sickness  of  Government.” 

Let  me  add  that  the  chapter  identifying 
this  illness  casts  no  reflections  on  Senator 
Curtis.  In  fact,  I’m  sure  the  Senator  would 
agree  with  almost  every  word  of  Mr.  Druck- 
er’s.  The  sickness  of  government  is  largely 
an  administrative  failing.  It  is  not  at  all 


Now  he  is  ready  for  the  long  winter. 
Twice  a day,  regardless  of  weather,  he  hauls 
a stack  of  hay  to  his  cattle.  To  cable  a 
stack  of  hay  means  wrapping  a long  cable 
around  the  stack,  pulling  it  onto  an  under- 
slung, then  climbing  the  stack  and  pitching 
10-15  tons  of  hay  to  the  cattle.  This  opera- 
tion requires  climbing  on  and  off  the  tractor 
at  least  six  times  and  climbing  16  feet  onto 
the  haystack. 

Now  it  is  early  March  and  he  sits  down 
to  figure  his  income  tax  and  finds  that  he 
has  averaged  twelve  hours  a day,  seven  days 
a week  for  $1.00  per  hour  if  the  markets 
stay  up.  Thus,  his  total  net  income  is  $4,500 
for  the  year.  Obviously,  he  cannot  afford 
to  hire  any  help. 

“I’m  fed  up”  with  telling  these  people 
that  they  have  to  learn  to  live  with  their 
disability,  knowing  full  well  that  they  soon 
will  have  to  sell  out  if  we  can’t  help  them. 

Dr.  Weaver,  as  a rheumatologist,  and  keep- 
ing in  mind  how  much  work  they  do,  that 
they  trained  to  do  nothing  else,  and  that  for 
all  this  work  they  only  receive  $4500  per 
year  net  income;  what  more  can  we  offer 
these  people  ? Can  we  give  them  any  hope  ? 


of  Government 
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peculiar  to  America,  for  it  rages  on  the  far 
side  of  the  Iron  Curtain  and  in  Western 
Europe,  as  well  as  in  this  country. 

Since  Mr.  Drucker  speaks  as  clearly  as  he 
thinks  incisively,  let  me  state  his  diagnosis 
in  his  own  words. 

“There  is  mounting  evidence  that  govern- 
ment is  big  rather  than  strong;  that  it  is  fat 
and  flabby  rather  than  powerful ; that  it 
costs  a great  deal  but  does  not  achieve 
much  . . . Whether  government  is  a govern- 
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ment  of  laws  or  a government  of  men  is 
debatable.  But  every  government  is,  by 
definition,  a government  of  forms.  This 
means,  inevitably,  high  cost. 

“We  are  rapidly  moving  to  doubt  and 
distrust  government  and,  in  the  case  of  the 
young,  even  to  rebellion  against  it  . . . Who, 
for  instance,  believes  anymore  that  admin- 
istrative changes  in  the  foreign  aid  program 
of  the  U.S.  will  really  produce  rapid  world- 
wide development?  Who  really  believes  that 
the  war  on  poverty  will  vanquish  poverty 
in  the  cities?  Or  who  in  Russia  really  be- 
lieves that  a new  program  of  incentives  will 
make  the  collective  farm  productive? 

“Government  has  proved  itself  capable  of 
doing  only  two  things  with  great  effective- 
ness. It  can  wage  war.  And  it  can  inflate 
the  currency.  Other  things  it  can  promise 
— but  only  rarely  accomplish. 

“The  great  letdown  is  the  fiasco  of  the 
welfare  state.  It  promised  to  create  a new 
and  happy  society.  It  promised  to  release 
creative  energies.  It  promised  to  do  away 
with  ugliness  and  envy  and  strife. 

“The  welfare  state  turns  out  at  best  to  be 
just  another  big  insurance  company,  as  ex- 
citing, as  creative,  and  as  inspiring  as  insur- 
ance companies  tend  to  be. 

“This  explains  why  President  Johnson’s 
spectacular  performance  in  enacting  the 
unfinished  welfare  tasks  of  the  New  Deal 
failed  to  make  him  a hero  with  the  public. 

“It  also  explains  why  the  equally  spec- 
tacular failure  of  his  predecessor  to  get  the 
same  measures  through  Congress  did  Presi- 
dent Kennedy  no  political  harm  whatever, 
not  even  with  the  old  New  Deal  faithful  in 
the  trade  unions.” 

That,  I think,  is  a fair  statement  of  Mr. 
Drucker’s  proposition. 

Its  implications  for  us  are  loud  and  clear. 
We  are  at  a point  in  time  where  govern- 
ment is  considering  another  massive  inroad 
into  health  care,  bringing  to  medicine  the 
triumphant  genius  of  those  wonderful  folks 
who  gave  us  the  efficiencies  of  urban  renew- 
al, welfare,  Medicaid  and  the  farm  program. 

The  proposal  comes  all  wrapped  up  for  us 
in  a tidy  package  labelled  “Health  Care 


Crisis.”  Now,  I personally  have  a lot  of 
trouble  with  that  label.  And  I’m  sure  you 
do,  too.  My  problem  is  with  this  very  first 
assumption,  namely  that  a health  care  crisis 
exists.  If  I read  my  Webster  right,  crisis 
derives  from  a Greek  word  meaning  to  sep- 
arate. A crisis  is  a turning  point,  like  the 
point  in  the  course  of  pneumonia  in  the  pre- 
penicillin  days  when  the  patient  took  a 
critical  turn,  for  either  better  or  worse. 

But  just  what  is  the  evidence  that  we 
have  reached  a crisis,  a turning  point?  I 
submit  there  is  very  little.  Actually  our 
health  indices  are,  by  and  large,  on  a steady 
upward  trend.  If  anything,  we  have  pre- 
cisely the  opposite  of  a crisis.  We  have 
increased  the  number  of  our  medical  schools 
from  86  in  1960  to  108  in  1971,  and  the 
number  of  entering  students  increased 
from  8,850  to  11,500.  That  is  25%  more 
schools  and  30%  more  entering  students 
per  year  in  a decade.  Children  born  today 
are  growing  taller  and  sturdier.  Infant  mor- 
tality has  dropped  20%  in  the  last  five  years. 
More  people  are  seeing  more  doctors  than 
ever  before.  We  are  making  steady  progress 
in  trauma  care,  the  intensive  care  of  heart 
disease,  the  monitoring  of  cancer  and  the 
use  of  high  energy  physics  in  its  treatment. 

This,  gentlemen,  does  not  describe  a 
health  crisis.  Yet  we  are  told  we  have  one. 
And  many  people  have  been  deluded  into 
thinking  that  the  crisis  is  real. 

The  crisis  peddlers  would  have  the  Con- 
gress adopt  a course  of  complex  federal 
intervention  such  as  that  envisaged  in  the 
Kennedy-Griffiths  Bill,  a massive,  mono- 
lithic, monstrously  inefficient  means  of  al- 
most totally  federalizing  our  system  of  med- 
ical care. 

Fortunately,  this  sort  of  radical  restruc- 
turing has  generated  neither  a groundswell 
of  popular  support  nor  a decisive  tide  of 
votes  in  Congress.  The  AMA  has,  I think, 
made  good  headway  in  challenging  a Ken- 
nedy-like approach.  We  are  beginning  to 
demolish  the  crisis  argument  upon  which  the 
UAW-Committee  of  One  Hundred  people 
rest  their  case. 

The  AMA,  while  it  denies  totally  the  exist- 
ence of  a health  care  crisis,  certainly  does  not 
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deny  that  we  have  problems.  The  AMA  be- 
lieves that  change,  modification  and  improve- 
ment are  needed.  But  we  also  believe  prog- 
ress can  be  made  with  our  present  system. 
The  AMA  is  responding  to  the  legitimate 
needs  of  this  country.  But  for  heaven’s  sake 
let’s  analyze  and  define  these  problems  and 
solve  them. 

The  worst  mistake  the  nation  could  make 
would  be  to  swallow  the  crisis  concept  and 
then  — on  that  shaky  evidence  — charge 
off  in  pursuit  of  a massive,  government- 
dominated  health  system.  Such  action  would 
indeed  expose  our  medical  system  to  the  dis- 
ease defined  by  Mr.  Drucker,  The  Sickness 
of  Government. 

First  of  all,  let’s  look  at  some  of  the  real 
problems  and  see  how  widespread  they  are. 
Under  the  heading  of  access  to  medical  care, 
we  do  have  some  problems.  Both  in  rural 
areas  and  the  urban  ghettos  access  to  medi- 
cal care  is  difficult.  Physicians  are  not  dis- 
tributed geographically  as  the  population  is 
distributed,  with  the  result  that  maybe  as 
high  as  20%  of  the  people  are  not  served 
as  they  should  be. 

But  is  the  key  to  this  problem  compul- 
sory power  of  government?  Can  that  over- 
power basic  human  desires?  The  distribu- 
tion of  MDs  is  largely  cultural;  it  is  not 
determined  by  economics,  as  politicians  like 
to  charge.  For  living  purposes  and  family- 
raising purposes,  MDs  generally  gravitate 
toward  communities  that  offer  good  schools 
and  cultural  benefits  — in  precisely  the  same 
manner  as  Ph.Ds,  J.D.s,  M.A.s,  B.A.s,  and 
even  high  school  graduates. 

This  is  not  to  say  that  the  problem  of 
access  is  insoluble.  It  is  being  solved  very 
well  in  many  parts  of  the  country,  including 
some  of  the  poorer  rural  areas  of  Texas, 
through  local  organization  and  especially 
through  the  organized  use  of  modern  trans- 
portation. I have  recently  been  through  the 
lower  Rio  Grand  Valley  section  of  Texas. 
There,  a team  of  surgeons  and  other  spe- 
cialists make  a once-a-week  flying  sweep 
through  the  remote  areas,  providing  the 
largely  Chicano  population  with  the  same 
level  of  medical  care  available  in  Dallas, 
Forth  Worth,  or  Houston.  It  seems  to  me 


that  the  better  use  of  the  small  airplane  and 
modern  communications  technology  offers 
more  promise  than  the  proposed  restructur- 
ing of  human  nature  that  has  to  be  inherent 
in  the  programs  of  those  who  want  to  re- 
structure our  system  and  redistribute  physi- 
cians. 

People  on  all  economic  levels  are  worried 
about  cost.  As  we  all  know,  costs  have  risen 
sharply,  especially  in  the  hospital  care  area. 
Some  of  the  rise  is  attributable  to  medical 
technology,  to  new  surgical  techniques. 

The  burdens  of  many  medical  costs  must 
be  shared.  But  wouldn’t  they  be  better 
shared  through  a system  of  government-sup- 
ported private  health  insurance  like  our 
proposal,  Medicredit?  Why  institute  a whole, 
inefficient  government  system?  Why  run 
the  risks  of  underfunding  or  alloting  funds 
according  to  what’s  expedient  rather  than 
what’s  needed?  Why  bring  on  The  Sickness 
of  Government? 

A third  concern  involves  quality.  Every- 
one — and  especially  the  physician  — wants 
the  best  qualified  personnel  and  the  best 
in  scientific  equipment.  The  desire  for  high 
quality  stems  basically  from  the  physician. 
I would  say  that  people  give  us  good  marks 
for  medical  competence ; they  are  more  wor- 
ried about  the  matters  of  access  and  cost. 

What  we  are  promised  is  some  magic 
combination  of  these  factors  which  will 
cause  our  troubles  to  vanish,  somewhat  in 
the  manner  of  the  Indian  rope  trick,  a myth- 
ical feat  to  which  there  is  as  yet  no  reliable 
witness. 

Yet  this  is  the  promise,  or,  more  ac- 
curately, the  overpromise.  Can  there  be  a 
system  to  satisfy  all?  A system  that  will  at 
once  satisfy  the  consumer,  who  wants  easy 
access  at  low  cost?  A health  care  system 
that  will  satisfy  the  physicians’  desire  for 
highly  qualified  personnel  and  sophisticat- 
ed equipment?  And  finally,  a health  care 
system  which  will  satisfy  those  who  pay 
for  it,  through  a fee,  an  insurance  premium, 
or  a tax  bill? 

The  first  slice  from  this  dubious  federal 
salami  is  the  health  maintenance  organiza- 
tion — the  HMO  concept.  We  are  told  it 
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will  work  because  Kaiser-Permanente  has 
worked,  HIP  has  worked  and  medical  so- 
ciety foundations  have  worked. 

But  what  do  we  really  know?  We  know 
that  people  go  outside  of  HIP  for  34% 
of  their  surgery,  though  it  is  already  pre- 
paid. 

We  know  that  people  spend  14%  of  their 
medical  dollar  outside  Kaiser-Permanente, 
even  though  that  is  prepaid. 

I would  ask,  further,  if  those  two  pre- 
paid plans  and  the  foundation  plans  would 
accomplish  the  efficiencies  they  have  if  ap- 
plied in  other  contexts.  Would  they  work 
in  a rural  setting?  Prepaid  group  programs 
have  been  with  us  for  some  time.  They  have 
won  acceptance  from  some  doctors.  They 
have  won  acceptance  from  some  patients. 
But  in  a market  where  freedom  of  choice  is 
available  they  have  won  far  from  universal 
acceptance. 

The  HMO  may  well  be  an  answer  to  med- 
ical delivery  in  some  places,  under  some  con- 
ditions. It  may  indeed  furnish  some  use- 
ful, workable  solutions.  But  what  we  must 
do  is  build  some  experimental  models  and 
see  whether  they  fly  before  we  order  a 
whole  fleet.  This  strikes  me  as  only  rudi- 
mentary common  sense. 

Unfortunately,  common  sense  seems  trag- 
ically absent  from  the  whole  ongoing  dia- 
logue over  our  health  future.  Instead  of 
entering  into  this  important  debate  objec- 
tively, reasonably,  people  are  charging  in 
emotionally.  Instead  of  analyzing  real 
problems  and  developing  sober  solutions, 
people  have  inflated  the  problems  into  a 
crisis,  politicized  the  issue  and  deluded  oth- 
ers with  emotionally-charged  horror  tales. 

For  those  of  us  who  would  make  some 
sensible  input  into  the  health  care  dialogue, 
the  task  is  made  difficult.  Medicine,  unfor- 
tunately, has  to  operate  in  an  atmosphere  of 
animosity.  Our  motives  are  suspect.  Every- 
thing in  medicine  that  falls  short  of  sheer 
perfection  is  pounced  upon  in  high  glee.  In 
one  breath  we  are  attacked  for  being  op- 
posed to  private  group  insurance  and  in  the 
next  for  embracing  Medicredit,  which  relies 
on  private  group  insurance.  We  are  accused 


of  heartlessly  opposing  Medicare  and  then 
attacked  for  getting  rich  from  it.  We  are 
told  our  organization  is  falling  apart  and 
denounced  with  equal  vehemence  for  exert- 
ing far  too  much  influence. 

When,  might  I ask,  can  we  be  protected 
against  the  cheap  shot?  Especially  the  sort 
of  cheap  shot  that  feeds  delusion.  That  says 
only  government  intervention  in  health  will 
solve  our  problems. 

It’s  a cheap  shot  when  Blue  Shield  fee  re- 
ductions are  billed  as  quote,  physician  over- 
charges, unquote. 

It’s  a cheap  shot  when  comparisons  are 
made  of  international  statistics  on  infant 
mortality  — without  acknowledging  that  the 
definitions  vary,  without  acknowledging  that 
there  just  might  be  a difference  between  a 
country  that  offers  free  abortion  upon  de- 
mand and  a country  where  abortion  is  not 
universally  legal. 

It’s  a cheap  shot  when  a member  of  our 
profession  portrays  us  — or  40%  of  us  any- 
way — as  waxing  fat  on  unnecessary  sur- 
gery — with  no  supporting  evidence  except 
his  own  ego. 

With  some  of  the  friends  we’ve  got,  who 
needs  enemies? 

I think  I’ve  probably  philosophized  enough 
about  the  background,  the  atmosphere  and 
the  false  assumptions  that  underlie  the  na- 
tional dialogue  on  health  care.  Let  me  turn 
to  some  more  positive  aspects  of  our  whole 
situation. 

We  must  draw  a careful  distinction,  it 
seems  to  me,  between  what  is  health  and 
what  is  medicine.  Medicine  involves  some- 
one who  is  ill  or  injured,  or  who  suspects 
he  is,  and  another  person  scientifically 
trained  to  make  him  well  again  — a physi- 
cian. Health  includes  medicine,  as  I have 
delineated  it.  But  it  goes  far  beyond  the 
relationship  between  a patient  and  a physi- 
cian. 

Health  is  a far  more  embracing  concept. 
It  includes  the  engineer  who  can  design 
safer  cars  and  highways  so  that  fewer  peo- 
ple end  up  in  the  medical  care  system.  It 
includes  educators  who  can  motivate  young- 
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sters  to  the  role  of  nutrition  in  good  health. 
And  it  includes  communicators  who  decide 
much  of  what  we  see  and  hear,  in  our  theatre, 
in  magazines  and  newspapers  and  on  our 
TV  screens  . . . thus  influencing  the  life- 
style which  importantly  affects  health. 

Many  problems  we  have  may  be  attacked 
far  more  effectively  — and  economically  — 
through  health  rather  than  medical  ap- 
proaches. May  I remind  you,  for  example, 
that  we  reduced  malaria  and  other  insect- 
borne  diseases,  not  with  medical  facilities 
for  the  stricken  but  through  control  of  the 
insect  population.  It  can  be  argued  that 
the  plain,  inexpensive  window  screen,  either 
metal  or  cloth,  may  have  had  more  impact 
on  world  health  in  this  century  than  all  the 
physicians  who  have  been  treating  the  sick. 

The  window  screen  represents  the  “health” 
approach  to  malaria.  The  administration  of 
Quinine  or  Atabrine  represents  the  “medi- 
cal” response. 

In  the  health  versus  medical  context,  it  is 
rewarding  to  examine  some  of  the  factors 
that  have  the  most  impact  on  longevity. 

Automobile  accidents  take  some  50,000 
lives  a year  and  send  another  2 million  peo- 
ple to  the  hospital  or  a doctor’s  office.  That 
is  a casualty  rate  higher  annually  than  the 
six  - year  casualty  total  in  Vietnam.  A 
“health”  attack  on  auto  accidents  would  focus 
on  safety  engineering,  law  enforcement,  and 
driver  education.  A “medical”  attack  would 
emphasize  swifter,  more  sophisticated  emer- 
gency services.  Obviously,  we’re  taking  both 
approaches.  But  the  point  I wish  to  make  is 
simply  that  action  other  than  medical  action 
exists  — and  promises  better  results  for 
fewer  dollars. 

The  same  can  be  said  for  our  other  major 
killers  and  cripplers.  Medical  progress  is 
being  made  in  heart  disease  and  cancer,  in 
some  areas  dramatic  progress.  Yet  I sub- 
mit that  as  much,  or  more,  progress  might 
be  made  if  we  could  motivate  people  to  take 
better  care  of  themselves. 

You,  as  physicians,  know  all  that  just  as 
well  as  I do.  So  I won’t  belabor  the  point. 
What  is  encouraging  is  that  this  concept 
is  gaining  some  acceptance.  It  is  entering 
the  dialogue  on  legislative  proposals. 


Let  me,  as  one  example,  cite  you  three 
paragraphs  from  the  Economic  Report  of 
the  President  to  Congress. 

“Another  important  problem  arises  be- 
cause good  health  is  related  to  many  factors 
in  addition  to  medical  care.  Some  of  these 
factors  are  subject  to  an  individual’s  control : 
diet,  exercise,  smoking,  and  consumption  of 
alcohol.  Other  conditions,  such  as  the  amount 
of  pollution  in  the  air  and  water,  depend 
rather  on  the  actions  of  society  as  a whole. 
In  addition,  there  are  more  elusive  influ- 
ences, like  the  tension  generated  by  atti- 
tudes toward  work  and  other  circumstances 
of  modern  life.  The  importance  of  life 
styles  and  environment  to  health  has  become 
much  more  apparent  in  recent  years  . . . 

“It  was  once  assumed  that  rising  incomes 
would  lead  to  improved  health,  but  this  as- 
sumption is  now  open  to  question.  Once  an 
area  — or  country  — reaches  the  level  of  in- 
come typical  of  the  most  economically  ad- 
vanced nations,  the  correlation  between  in- 
come and  health  is  less  clear  cut.  It  seems 
quite  possible  that  beyond  this  level  any  fur- 
ther increases  in  income  may  call  into  play 
environmental  factors  unfavorable  to  health, 
and  these  may  counterbalance  the  favorable 
effects  of  better  medical  care  per  se. 

“For  example,  those  states  with  the  high- 
est per  capita  income  do  not  necessarily  have 
the  lowest  mortality  rates.  Indeed,  there 
appears  to  be  slight  positive  association  be- 
tween income  and  mortality  rates,  except  for 
infant  mortality,  even  though  States  with 
the  highest  per  capita  income  also  tend  to 
have  more  abundant  medical  care  whether 
measured  by  medical  expenditures  or  by  such 
indicators  as  the  number  of  doctors  per 
capita.” 

That,  gentlemen,  comes  not  from  the 
AMA  but  from  the  economic  counselors  to 
the  President  of  the  United  States. 

Obviously,  there  is  going  to  be  future 
health  legislation  on  the  federal  level.  What 
we  must  do  is  supply  an  input  into  this  de- 
bate, so  that  what  comes  out  is  realistic, 
beneficial,  and  capable  of  achievement;  we 
must  continually  warn  of  the  danger  of  over- 
promising and  under-accomplishing. 
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And  I think  we’ve  got  to  articulate  our 
principles.  Let  me  spell  these  out,  for  they 
are  the  principles  that  underlie  our  own 
legislative  program. 

Ours  is,  first  and  foremost,  a voluntary 
program,  an  entirely  voluntary  program. 

It  does  not  require  anyone  to  join,  though 
it  would  be  appealing  enough  to  attract  vir- 
tually everyone.  It  allows  a patient  to 
choose  the  type  of  care  he  or  his  family 
wants. 

It  would  in  no  way  interfere  with  a physi- 
cian’s freedom  to  practice  the  art  and  sci- 
ence as  he  conceives  it. 

There  would  be  no  compulsion  on  either 
side. 

In  a context  of  freedom,  the  AMA  pro- 
posal would  respond  to  the  legitimate  needs 
of  the  poor  with  something  far  better  than 
Medicaid.  Our  proposal  would  respond  to 
the  needs  of  everyone  for  insurance  against 
the  catastrophic  costs  of  a serious  accident 
or  a prolonged  illness.  It  would  provide  for 


more  flexibility,  so  that  we  could  treat  more 
people  on  an  outpatient  basis,  reducing  the 
high  costs  of  in-hospital  treatment. 

Our  program  would  give  financial  help, 
through  insurance,  to  people  who  need  help. 
It  would  not  subsidize  those  who  are  perfect- 
ly capable  of  helping  themselves.  Thus,  it 
would  not  undermine  the  role  of  individual 
responsibility  — which  is  one  thing  so 
wrong  with  so  much  in  this  country. 

Our  program  would  rely  on  the  private 
sector  for  management  and  administration. 
It  would  not  charter  some  vast  new  federal 
agency.  It  would  not  say,  “Build  me  a state- 
ly new  bureaucracy,  0 my  Congress.” 

Our  approach  to  national  health  insurance 
would  preserve  the  practice  of  medicine ; 
the  practice  of  medicine  that  I know  and  you 
know. 

We  can  respond  to  real  needs  with  pro- 
grams consistent  with  our  principles.  And, 
by  so  doing,  we  can  prevent  a serious  ail- 
ment that  threatens  our  whole  society  — 
The  Sickness  of  Government. 
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Wash  ingtoNotes 


AMA  recommends 

AMA  supported  a two-year  extension  of 
the  federal  National  Health  Service  Corps 
program  under  which  Public  Health  Service 
personnel  are  assigned  to  areas  with  critical 
health  manpower  shortages. 

Richard  E.  Palmer,  M.D.,  a member  of 
the  AMA  Board  of  Trustees,  told  the  House 
Health  Subcommittee,  that  the  Association 
believed  that  the  NHSC  program,  which  got 
underway  18  months  ago,  was  having  “an 
auspicious  beginning”  and  promised  “to 
help  alleviate  the  maldistribution  of  health 
personnel  affecting  shortage  areas.” 

The  AMA  spokesman  objected  strenuous- 
ly to  a proposed  deletion  of  a requirement 
for  certification  by  state  and  district  health 
societies  that  such  health  personnel  are 
needed  before  assignment  to  a particular 
area. 

Furthermore,  the  record  of  cooperation  by 
the  medical  profession  at  the  local,  state,  and 
national  levels  speaks  against  the  proposed 
amendment  deleting  the  certification  provi- 
sion. The  AMA  has  worked  closely  with  the 
NHSC  to  help  make  the  NHSC  a reality. 

The  AMA  also  recommended : 

Continuation  of  a provision  giving  the 
Secretary  of  Health,  Education  and  Welfare 
latitude  as  to  the  use  of  PHS  facilities,  rather 
than  requiring  their  use  as  proposed. 

Against  providing  additional  medical  train- 
ing scholarship  arrangements  in  connection 
with  the  program. 


Heart  and  lung 

President  Nixon  signed  into  law  legisla- 
tion providing  for  expanded  research  pro- 
grams to  combat  heart  and  lung  diseases. 

The  National  Heart  and  Lung  Institute  is 
authorized  to  increase  its  expenditures  for 
such  research  to  $1.38  billion  over  the  next 
three  years. 


The  new  law  provides  for  a comprehen- 
sive program  for  research  into  the  cause 
and  the  prevention  of  all  forms  of  heart, 
lung,  and  blood  diseases;  research  into  basic 
biological  processes ; research  into  tech- 
niques, drugs  and  devices  used  in  diagnosis 
and  treatment;  establishment  of  programs 
for  field  studies  and  large  - scale  testing 
and  . . . demonstration  of  preventive  thera- 
peutic and  rehabilitative  approaches,  in- 
cluding emergency  medical  services  for  per- 
sons suffering  from  heart  and  lung  dis- 
eases; public  and  professional  education 
relating  to  all  aspects  of  these  diseases. 

The  bill  also  authorizes  the  Heart  and 
Lung  Institute  to  provide  for  the  develop- 
ment of  15  new  centers  for  basic  and  clinical 
research  into  the  diseases  of  the  heart,  blood 
vessels,  and  blood,  and  15  new  centers  for 
basic  and  clinical  research  into  lung  diseases. 

Cancer 

A report  of  the  National  Cancer  Institute 
indicates  a substantial  betterment  in  patient 
survival  in  some  forms  of  the  disease. 

The  report  indicates  several  cancer  sites 
for  which  there  is  marked  improvement  in 
patient  survival.  The  three  year  survival 
rates  for  patients  whose  cancers  were  diag- 
nosed from  1965-69  show  an  increase  over 
the  rates  of  those  diagnosed  from  1940-49 
for  the  following: 


Types  of  Cancer 

3-Year 

Survival 

1940-49 

3-Year 

Survival 

1965-69 

Bladder  

....48% 

62% 

Brain  

...28 

37 

Chronic  lymphocytic 
leukemia  

...33 

53 

Larynx  

...47 

67 

Melanoma  of  the  skin. 

...49 

74 

Multiple  mveloma 

...10 

27 

Prostate 

...49 

66 

Thyroid  

...67 

86 

Other  findings  in  the  report: 

Other  cancers  for  which  there  have  been 
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important  increases  in  patient  survival  since 
the  1940’s  are  childhood  leukemia,  Hodg- 
kin’s disease,  and  breast  cancer. 

For  all  stages  of  breast  cancer,  the  three 
year  survival  rate  has  increased  from  63 
percent  20  years  ago  to  72  percent  in  the 
most  recent  time  period. 

However,  there  has  been  little  or  no  im- 
provement in  life  expectancy  for  patients 
with  lung  cancer  and  cancer  of  the  pan- 
creas. Lung  cancer  is  the  most  common 
male  cancer  with  62,000  new  cases  and 
56,000  deaths  annually  among  U.S.  men,  and 
incidence  is  still  increasing.  For  all  lung 
cancers,  the  three  year  survival  rate  is  only 
11  percent;  for  localized  disease,  the  three 
year  rate  has  increased  from  17  percent  in 
the  1940’s  to  39  percent  in  1965-69. 

Survival  rates  for  cancer  of  the  pancreas 
have  shown  no  improvement  over  the  past 
20  years;  interval  incidence  has  risen  from 
7 cases  per  100,000  persons  to  9 per  100,000. 
An  estimated  19,000  new  cases  are  diagnosed 
each  year  in  the  United  States.  Over  90  per- 
cent of  these  patients  die  within  one  year. 

Most  cancers  are  diagnosed  after  middle 
age.  Seventy-five  percent  of  all  cancers 
among  U.S.  men  and  63  percent  of  cancers 
in  women  are  diagnosed  at  age  55  or  over. 

Women  survive  longer  after  cancer  diag- 
nosis than  men.  For  example,  only  31  per- 
cent of  men  with  cancer  survive  five  years 
or  longer  while  42  percent  of  women  pa- 
tients live  10  years  or  more. 

The  marked  survival  advantage  of  female 
patients  is  due  in  part  to  the  fact  that  for 
the  major  cancers  in  women  (breast,  colon, 
uterine  cervix,  and  uterine  corpus)  survival 
is  more  favorable  than  for  those  occurring 
most  frequently  in  men  (lungs,  prostate, 
colon  and  bladder).  And  for  most  cancer 
sites  common  to  men  and  women,  survival 
rates  are  higher  for  women. 

Early  detection,  while  the  cancer  is  local- 
ized or  limited  to  the  organ  of  origin,  offers 
the  best  opportunity  for  control.  There  has 
been  an  encouraging  increase  in  the  propor- 
tion of  cancers  of  the  breast,  prostate,  blad- 


der, and  brain  and  melanoma  of  the  skin  be- 
ing diagnosed  while  localized. 

Women  with  cancers  of  the  cervix  and 
body  of  the  uterus  have  a good  outlook  for 
survival,  particularly  when  their  cancers 
are  diagnosed  while  localized.  The  three 
year  survival  rates  for  women  with  early 
disease  are  82  percent  for  cervix  and  88  per- 
cent for  the  body  of  the  uterus.  For  all 
stages,  long-term  survivals  are  also  encour- 
aging, with  10-year  survival  rates  of  55  per- 
cent for  women  with  cervical  cancer  and  69 
percent  for  patients  with  cancer  of  the  body 
of  the  uterus. 


Military  school  and  military 
physicians 

Establishment  of  a military  medical  school 
is  authorized  under  a recently  enacted  law. 

A companion  program  will  provide  up  to 
5,000  full  federal  scholarships  in  effect  at 
one  time  for  would-be  physicians  to  go  to 
civilian  medical  schools  if  they  agree  to 
serve  in  the  armed  services  for  five  to  seven 
years  after  graduation.  The  scholarships 
would  provide  the  full  cost  of  tuition  and 
fees  and  $100  a week  living  allotment. 

The  military  medical  school  is  to  be  called 
the  Uniformed  Services  University  of  the 
Health  Sciences  and  is  to  be  located  within 
25  miles  of  Washington,  D.C.  It  will  be  set 
up  to  have  100  graduates  a year. 

Related  legislation,  which  was  supported 
by  the  American  Medical  Association,  would 
raise  the  pay  of  military  physicians  to  at- 
tract them  to  the  armed  services. 
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Down  Memory  Lane 


1.  The  significance  of  the  presence  of 
the  Oppler-Boas  bacillus  in  the  stomach  con- 
tents has  been  greatly  exaggerated. 

2.  There  seems  to  be  little  general  under- 
standing of  the  fundamental  principles  gov- 
erning radiation  therapy  especially  when 
applied  to  growths  some  distance  below  the 
skin  surface. 

3.  X-ray  examination  of  the  chest  has 
led  us  into  clearer  fields  of  diagnosis  in  all 
chest  diseases,  and  particularly  so  in  cancer. 

4.  It  has  been  my  privilege  to  examine 
many  of  the  overseas  gas  cases  soon  after 
injury,  and  if,  as  these  gentlemen  say,  chem- 
ical irritation  will  produce  carcinoma,  all  of 
us  country  fellows  are  liable  to  find  it 
when  we  are  not  expecting  it. 

5.  You  are  all  more  or  less  informed  on 
the  results  of  the  cancer  campaign  in  Ne- 
braska last  year. 

6.  The  removal  of  cancer  of  the  oesopha- 
gus on  account  of  its  inaccessibility  is  a very 


difficult  operation  and  has  proven  almost 
as  hopeless  as  the  medical  treatment. 

7.  A review  of  the  urological  literature 
of  the  past  year  shows  two  excellent  papers 
on  carcinoma  of  the  prostate  that  are  par- 
ticularly interesting  because  they  go  rather 
extensively  into  the  use  of  radium  in  the 
treatment  of  this  malignant  disease. 

8.  When  a radical  operation  is  done  it 
should  be  radical  in  removing  all  tissue  under 
suspicion  and  cutting  off  all  the  known  ave- 
nues, especially  the  lymphatics,  by  which  the 
cancer  is  known  to  disseminate. 

9.  Where  the  modern  high  voltage  deep 
therapy  technique  is  employed  the  clinical 
results  are  surprisingly  good. 

10.  Primary  carcinomas  of  the  lungs  was 
said  to  occur  in  about  one  percent  of  all  car- 
cinomas and  in  about  0.36  percent  of  all 
necropsies. 

Nebraska  State  Medical  Journal 
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Between  Cases 


The  Chart. 

“Old  factory  hallucinations.” 

“Electric  light  imbalance.” 

Quote  Unquote. 

“If  men  were  intended  to  work  the  soil, 
they  would  have  longer  arms.” 

Calder 

“The  more  you  think  of  dying,  the  better 
you  will  live.” 

Aristotle,  attributed. 

“Never  explain,  never  apologize.” 

Anon. 

“It  would  never  be  fair  to  ask  a doctor 
for  one  of  his  corpses  to  remember  him 
by.” 

Twain 


Chief  Complaint. 

“Painful  urinalysis.” 

Words  We  Can  Do  Without. 

At  this  point. 

Numerous. 

Geriatrics. 

“There  are  some  boys  who  just  can’t  be- 
lieve that  some  day  they’ll  be  as  dumb  as 
their  fathers.” 

Arthur 

The  Operation 

“Stript  and  litigated.” 

Department  Of  Biostatistics. 

There  are  7,000  US  citizens  over  the  age 
of  100;  last  year,  there  were  5,200. 
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The  Laboratory. 

“UA  revealed  the  urine  to  be  strong  and 
clear.” 

Two  Hearts 

The  first  cardiac  transplant  was  done  in 
1967.  Now  188  patients  have  been  given 
transplanted  hearts,  and  29  of  them  are 
still  living.  That’s  about  one  out  of  six, 
which  may  not  be  good,  but  may  be  bet- 
ter than  nothing. 

Radiology. 

“Chest  x-ray  is  essentially  normal  although 
there  was  no  evidence  of  significant 
residual  of  chronic  inflammatory  dis- 
ease.” 


Medicinews 

People,  population,  parenthood, 
planning 

An  International  Family  Planning  Work- 
shop was  held  June  4 - July  13  at  UNL  under 
the  auspices  of  the  Agency  for  International 
Development  and  the  American  Home  Eco- 
nomics Association;  the  UN  was  1 of  only 
3 educational  institutions  selected. 

16  students,  9 at  the  masters  level  and  6 
doctoral  candidates,  attended,  under  the 
leadership  of  Dr.  Helen  Beth  Smith,  Pro- 
fessor in  Human  Development  and  Past 
President  of  the  Woman’s  Auxiliary  to  the 
Nebraska  Medical  Association.  The  course 
stressed  communication  skills,  population 
dynamics,  family  planning  with  its  techniques 
and  services,  and  quality  of  human  life.  The 
students  made  3 field  trips  to  the  UN  Medi- 
cal Center  in  Omaha  and  were  addressed  by 
the  Director  of  Family  Planning  Services 
of  the  Nebraska  Family  Health  Association, 
and  by  other  staff  members  and  physicians, 
visited  the  Planned  Parenthood  facilities, 
and  participated  in  the  program  at  the  Lin- 
coln Family  Planning  Center. 


The  Physical. 

“Physical  examination  of  the  heart  dis- 
closes an  impalpable  cardiac  impulse.” 

Family  Planning. 

“No  woman  can  call  herself  free  until  she 
can  choose  consciously  whether  she  will 
or  will  not  be  a mother.” 

Margaret  Sanger 

Dermatology. 

“There  was  a red  warm  feel  to  the  skin.” 

Now  I feel  blue. 

ENT. 

“There  was  some  slight  erythema  of  the 
oropharynx.” 

Sore  throat. 

F.C. 


Clockwise,  from  bottom  center:  Malhotra  (India), 
Aini  (Indonesia),  Olojola  (Nigeria),  Fadul  and 
Echeverri  (Colombia),  Unver  (Turkey),  Rakbamrund 
(Thailand),  Sales  (Brazil),  Bedwaney  (Egypt).,  Dr. 
Smith,  Hemnath  (Trinidad),  Richards  (US),  Do- 
raiswamy  (India),  Hemani  (Tanzania),  Berkenpas 
(US),  Boama  (Ghana);  not  shown:  Turner  (US). 

Visitors  included  (AID)  Dr.  Edward  Fei 
and  Mrs.  Rachel  Nason;  (AHEA)  Dr.  Jean 
Cooper  and  Ms.  Connie  Cooper.  The  work- 
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shop  was  the  subject  of  a TV  program  shown 
in  7 states,  and  was  planned  and  reported 
in  3 trips  to  Washington. 

One  student  has  returned  to  her  home,  the 
rest  to  other  US  universities;  each  has  de- 
veloped a project  to  be  implemented  when 
she  is  in  her  native  country. 

FACS  initiates 

As  we  go  to  press,  some  1,527  initiates  are 
to  be  inducted  as  new  Fellows  of  the  Ameri- 
can College  of  Surgeons  in  cap-and-gown 
ceremonies  during  the  annual  five-day  Clin- 
ical Congress  of  the  world’s  largest  organiza- 
tion of  surgeons. 

Nebraska  initiates  include  Royal  F.  Jester, 
Jr.,  of  Kearney;  and  Daniel  L.  McKinney 
and  Anthony  J.  Yonkers,  both  of  Omaha. 


Coagulation  Changes  in  Acutely  Bleeding  Pa- 
tients — J.  A.  Caprini  et  al  (2650  Ridge 
Ave,  Evanston,  111  60201).  Arch  Surg  104: 
559-564  (April)  1972. 

Fifty-seven  acutely  bleeding  individuals 
were  each  studied  with  multiple  (25)  differ- 
ent coagulation  tests  and  the  results  statis- 
tically analyzed.  Twenty-three  of  the  57  pa- 
tients underwent  surgery,  including  six  in 
whom  operative  intervention  was  delayed  in 
order  to  first  improve  coexistent  hematologic 
abnormalities.  Bleeding  in  five  of  these  six 
‘"delayed”  patients  and,  overall,  in  20  of  these 
23  patients,  was  successfully  controlled  by 
operation.  The  remaining  group,  34  medical 
“bleeders,”  included  eight  patients  originally 
considered  for  surgery  in  whom  operative 
intervention  was  avoided  as  a result  of  the 
coagulation  profile.  Medical  treatment  suc- 
cessfully arrested  the  bleeding  in  six  of  these 
eight  patients. 

Transmission  of  Cancer  in  Man  — L.  Gross 
(VA  Hosp,  Bronx,  NY  10468).  Cancer 
27:785-788  (Sept)  1971. 

Inoculation  of  humans  with  live  human 
cancer  extracts  may  lead  to  the  establish- 


ment of  progressively  growing  tumors  in  the 
recipients  and  cause  dissemination  of  a fatal 
disease.  Close  relatives  are  particularly  sus- 
ceptible to  the  inoculation  of  tumors  from 
genetically  related  donors.  The  results  of 
inoculation  of  cancer  extracts  from  human 
patients  to  unrelated  human  recipients  are 
unpredictable.  In  rare  instances,  the  im- 
planted tumor  may  “take,”  grow  progressive- 
ly and  lead  to  a generalization  of  the  disease. 
Administration  of  immunosuppressive  drugs 
such  as  azathioprine  or  prednisone  lowers 
natural  resistance  of  the  host  of  heterologous 
tumors;  patients  receiving  such  treatment 
are  particularly  susceptible  to  transmission 
of  human  cancer. 

Epidemiology  of  Sudden  Death  — L.  Kuller 
et  al  (Johns  Hopkins  Univ,  School  of  Hy- 
giene and  Public  Health,  Baltimore  21205) . 
Arch  Intern  Med  129:714-719  (May) 
1972. 

Approximately  two  thirds  of  the  arterios- 
clerotic heart  disease  (ASHD)  deaths  were 
sudden  and  only  26%  occurred  in  a hospital. 
Sudden  death  patients  are  characterized  as 
having  a high  frequency  of  prior  heart  dis- 
ease, hypertension  and  diabetes,  recent 
medical  care  and  many  prodromal  symptoms. 
The  onset  is  usually  at  home  or  work  and 
rarely  associated  with  an  obvious  acute  pre- 
cipitating event.  There  is  considerable  pa- 
tient delay  at  onset,  but  rarely  physician 
delay.  At  postmortem  examination  sudden 
ASHD  deaths  have  severe  atherosclerosis 
which  involves  three  or  four  vessels  and  is 
diffuse.  Acute  lesions  are  relatively  rare. 


Is  That  Toothpaste  Safe? — E.  Berman  (1825 
W Harrison  St,  Chicago  60612)  and  K. 
McKeil.  Arch  Environ  Health  25:64-65 
(July)  1972. 

Among  18  brands  of  toothpaste,  the  tubes 
and  the  outer  coatings  as  well  as  the  paste 
itself,  were  analyzed  for  lead  content  and 
three  were  found  to  contain  potential  haz- 
ardous amounts  of  lead. 
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1.  Our  page 

The  Woman’s  Auxiliary  page  in  the  Ne- 
braska Medical  Association  Journal  is  an 
opportunity  of  which  we  plan  to  take  ad- 
vantage. In  order  to  do  this  I have  written 
to  a number  of  women  asking  that  they 
prepare  an  article  for  a given  month.  After 
the  conference  in  Chicago  and  the  workshops 
in  Kansas  City  there  should  be  quite  a bit 
of  information  to  pass  along.  I have  had 
communication  with  the  WA-SAMA  presi- 
dents and  am  pleased  that  they  sent  a rep- 
resentative group  to  the  fall  board  meeting 
in  Verdigre. 

A letter  from  the  South  Dakota  Auxiliary 
President  noted  names  of  Auxiliary  mem- 
bers and  their  losses  in  the  June  flood.  We 
were  asked  to  consider  some  service  in  their 
behalf.  More  on  this  at  board  meeting. 

November  7 is  drawing  near.  Have  you 
registered  to  vote  ? Do  you  know  of  someone 
who  hasn’t  registered?  Senior  citizens  may 
need  transportation  to  the  place  of  registra- 
tion. Could  you  offer  this  service? 

Barbara 


Knox  County  Extension  President,  Mrs.  Joe 
Forejt  (center)  and  two  club  members  look  over 
Health  Education  material. 


■ : 
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One  of  the  highlights  of  the  day  was  the  salad 
luncheon  prepared  by  the  Catholic  Guild. 


2.  Fall  board  meeting  WA-NMA 

On  September  28,  the  Fall  Board  meeting 
was  held  in  Verdigre.  In  conjunction,  an 
exchange  of  Health  Education  material  was 
held  between  the  Auxiliary  and  the  Knox 
County  Extension  Clubs.  During  the  eve- 
ning session  an  excellent  program  on  the 
Sleepy  Hollow  Restoration  on  Hudson  was 
presented  by  Mrs.  Jerome  Rakov,  wife  of  our 
local  dentist. 

It  was  gratifying  to  have  26  auxiliary 
members  in  attendance.  It  is  not  a short 
trip  from  Omaha,  Lincoln,  or  Grand  Island, 
but  with  the  lovely  weather  we  had  and  the 
beauty  of  the  hills,  it  probably  wasn’t  so 
bad.  I was  pleased  to  have  the  president 
and  vice  president  of  the  Nebraska  Chapter 
of  W A-SAMA  on  hand  too.  Nancy  Wrenn 
and  Jane  McCreary  have  arranged  a joint 
meeting  of  the  two  WA-SAMA  chapters  in 


Omaha  to  be  held  in  November.  The  WA- 
SAMA  chapters  invite  Auxiliary  members  to 
become  sustaining  members  as  they  receive 
no  financial  aid  from  national  sources.  The 
membership  is  $5,  which  may  be  sent  to  Mrs. 
Christopher  Wrenn,  504-A  South  38th,  Oma- 
ha. 

The  extension  women  were  most  enthusi- 
astic about  pursuing  the  health  education 
material  presented.  Every  one  of  these 
ladies  is  a member  of  at  least  one  other 
organization  interested  in  presenting  health 
oriented  programs.  Because  of  the  very 
positive  reaction,  I feel  that  it  was  well  worth 
the  effort. 

I want  to  thank  the  members  of  Madison- 
Six  County  Auxiliary  for  their  support  at 
the  meeting. 

Barbara  Carlson 
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Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS  — 
November  18  — Grand  Island,  St.  Francis 
Hospital 

December  2 — Ainsworth,  E 1 m Grade 
School 

December  9 — North  Platte,  Elks  Lodge 

INTERSTATE  POSTGRADUATE  MEDI- 
CAL ASSOCIATION  — 57th  Annual  Sci- 
entific Assembly;  Washington-Hilton  Ho- 
tel, Washington,  D.C.,  Nov.  13-16,  1972. 
Open  to  any  licensed  M.D.  in  the  U.S.  or 
Canada;  $25  fee.  Write  to:  Alton  Ochsner, 
M.D.,  Program  Chairman,  Interstate  Post- 
graduate Medical  Association,  P.  0.  Box 
5445,  Madison,  Wis.  53705. 


EIGHTEENTH  ANNUAL  MID  - STATE 
MEDICAL  CONFERENCE  — Selected 
Topics  in  Anemia,  (6  Hours  A AFP  Cred- 
it), November  15,  1972,  Holiday  Inn,  Kear- 
ney, Nebraska. 


LARYNGOLOGY  AND  BRONCHOESOPH- 
AGOLOGY  — The  Department  of  Oto- 
laryngology of  the  Abraham  Lincoln  School 
of  Medicine  and  the  University  of  Illinois 
Hospital  Eye  and  Ear  Infirmary,  Univer- 
sity of  Illinois  at  the  Medical  Center,  will 
conduct  a continuing  education  course  in 
Laryngology  and  Bronchoesophagology  No- 
vember 13  through  18,  1972.  The  course 
is  limited  to  fifteen  physicians  and  will  be 
under  the  direction  of  Paul  H.  Holinger, 
M.D.  It  will  be  held  largely  at  the  Eye 
and  Ear  Infirmary,  1855  West  Taylor 
Street,  Chicago,  and  will  include  visits  to 
a number  of  other  Chicago  hospitals.  In- 
struction will  be  provided  by  means  of  ani- 
mal demonstrations  and  practice  in  bron- 
choscopy and  esophagoscopy,  diagnostic 
and  surgical  clinics,  as  well  as  didactic  lec- 
tures. Interested  physicians  may  write  di- 
rectly to  the  Department  of  Otolaryngolo- 
gy, University  of  Illinois  at  the  Medical 
Center,  Postoffice  Box  6998,  Chicago,  Illi- 
nois 60680. 


KIDNEY  FOUNDATION  OF  THE  ROCKY 
MOUNTAIN  REGION  — Ninth  Annual 
Symposium  on  Kidney  Disease;  Novem- 
ber 10,  1972 ; Brown  Palace  Hotel,  Denver, 
Colorado.  Write  to  the  University  of  Colo- 
rado Medical  Center. 

AMERICAN  MEDICAL  ASSOCIATION  — 
26th  Clinical  Convention;  November  26- 
29,  1972,  Netherland  - Hilton  Hotel,  Cin- 
cinnati, Ohio. 

ASSOCIATION  OF  MILITARY  SUR- 
GEONS OF  THE  UNITED  STATES  — 
79th  Annual  Meeting;  Convention  Center, 
San  Antonio,  Texas,  Dec.  10  through  Dec. 
13,  1972.  The  address  of  the  A.M.S.  of 
the  U.S.  is : 8502  Connecticut  Ave.,  Chevy 
Chase,  Maryland  20015. 

LARYNGOLOGY  AND  BRONCHOESOPH- 
AGOLOGY — Continuing  Education 
Course,  conducted  by  the  Department  of 
Otolaryngology  of  the  Abraham  Lincoln 
School  of  Medicine  and  the  University  of 
Illinois  Hospital  Eye  and  Ear  Infirmary; 
March  5 to  10,  1973 ; limited  to  15  physi- 
cians; under  the  direction  of  Paul  H.  Hol- 
inger, M.D.  Write  to:  Department  of 
Otolaryngology,  Eye  and  Ear  Infirmary, 
1855  West  Taylor  Street,  Chicago,  Illinois 
60612. 

22ND  ANNUAL  POSTGRADUATE 
COURSE  IN  PEDIATRICS  of  the  Univer- 
sity of  Texas  Medical  Branch;  Galveston, 
Texas  — March  15  and  16,  1973;  accept- 
able for  12  prescribed  hours  by  the  Amer- 
ican Academy  of  General  Practice;  regis- 
tration fee  is  $75.00.  Write  to:  Lillian  H. 
Lockhart,  M.D.,  University  of  Texas  Med- 
ical Branch,  Galveston,  Texas  77550. 

NEBRASKA  OB-GYN  SOCIETY  — March 
29,  30,  31,  1973,  Las  Vegas,  Nevada,  Fron- 
tier Hotel.  For  further  information,  con- 
tact: G.  W.  Orr,  M.D.,  Program  Director, 
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Department  of  Obstetrics  and  Gynecology, 
University  of  Nebraska  Medical  Center, 
42nd  and  Dewey,  Omaha,  Nebraska  68105. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Annual  Session ; April  29  - May  2,  1973, 
Holiday  Inn,  Kearney,  Nebraska. 


AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Session;  June  24-28,  1973,  Ameri- 
cana Hotel,  New  York,  New  York. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Fall  Session,  October  5-7,  1973,  Holiday 
Inn,  Kearney,  Nebraska. 


Our  Medical  Schools 


Assistants 

The  Commander  of  Sheppard  Technical 
Training  Center  at  Sheppard  Air  Force  Base, 
Major  General  Robert  L.  Petit,  has  signed 
an  agreement  with  the  University  of  Ne- 
braska for  the  training  of  physicians  as- 
sistants. 

Edward  Schwartzkopf,  chairman  of  the 
University  of  Nebraska  Board  of  Regents, 
signed  the  agreement  whereby  Nebraska 
students  will  be  placed  in  a program  which 
has  been  in  operation  for  a year  at  the 
School  of  Health  Care  Sciences  at  Sheppard 
Air  Force  Base,  Wichita  Falls,  Texas. 

The  University  has  been  cooperating  with 
the  Air  Force  in  the  development  of  a cur- 
riculum leading  to  a baccalaureate  degree 
for  physician  assistant  graduates  of  the 
School.  Requirements  for  the  degree  will  be 
two  years  of  college  preparation  plus  two 
years  of  medically  related  courses. 

The  two  years  of  education  as  a physicians 
assistant  will  include  basic  and  clinical  science 
courses  as  well  as  a clinical  preceptorship. 
After  completing  50  weeks  at  Sheppard,  the 
students  will  return  to  Nebraska  for  another 
50  weeks  of  supervised  training  and  practice 
in  various  cities  throughout  the  state. 

The  School  of  Health  Care  Sciences  will 
accept  civilian  students  from  the  Univer- 
sity subject  to  approval  of  the  Air  Training 
Command  Surgeon.  These  will  be  in  num- 
bers and  at  times  that  will  not  adversely 
affect  training  for  military  students. 

Current  class  size  is  30  Air  Force  and  18 
Navy  students. 


Military  students  in  the  program  will  not 
be  charged  tuition  but  the  University  may 
charge  them  a matriculation  fee  of  $25 
for  the  baccalaureate  program.  Civilian 
students  will  pay  full  tuition. 

The  agreement  was  approved  by  the  Uni- 
versity of  Nebraska  Regents  in  July  and 
endorsed  by  the  house  of  delegates  of  the 
Nebraska  Medical  Association  in  May. 

The  Air  Force  program,  as  well  as  Ne- 
braska’s own  program  for  physicians  assist- 
ants, is  under  the  direction  of  Dr.  James  P. 
Tollman,  director  of  allied  health  profes- 
sions programs  at  the  Medical  Center  and 
former  dean  of  the  College  of  Medicine. 

Creighton  expands 

Officials  of  Creighton  University  and  ad- 
ministrators of  the  Regional  Health  Care 
Corporation  have  announced  that  construc- 
tion will  begin  early  next  year  on  a new  $54- 
million  teaching  hospital  and  an  $8.5-mil- 
lion  addition  to  the  Creighton  School  of 
Medicine  that  will  also  house  the  School  of 
Pharmacy. 

The  announcement  came  after  word  was 
received  that  the  Department  of  Health, 
Education  and  Welfare  had  approved  appli- 
cations for  $22-million  in  loans  and  a $5.4- 
million  grant  for  hospital  construction  and 
a $5.8  million  grant  for  construction  of  unit 
three  of  the  Medical  School  at  Creighton. 

Dr.  Joseph  Holthaus,  Dean  of  the  Medi- 
cal School,  said  approval  of  the  loan  and 
grants  will  allow  Creighton  to  expand 
health  education  programs  and  improve 
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health  care  delivery  to  citizens  of  the  re- 
gion. He  said  Creighton  officials  will  im- 
mediately begin  working  with  architects  in 
an  effort  to  complete  working  blueprints  for 
the  two  buildings. 

The  addition  to  the  medical  school  will 
be  located  immediately  east  of  what  is  now 
known  as  the  “Criss  II”  unit  of  the  Medical 
School  and  will  house  laboratories  and  of- 
fices for  pharmacy,  two  lecture  rooms  cap- 
able of  accommodating  250  students  each 
and  faculty  offices.  The  building  is  expected 
to  be  ready  for  occupancy  by  the  fall  of 
1975. 

The  new  Regional  Health  Care  Corpora- 
tion hospital  will  be  located  south  of  the  new 
dental  school  now  being  built  on  the  west 
side  of  the  freeway  that  cuts  through  the 
Creighton  campus.  The  430-bed  facility  will 
replace  Creighton  Memorial  Saint  Joseph 
Hospital  as  Creighton’s  primary  teaching 
hospital.  The  facility  has  been  approved  by 
the  Health  Planning  Council  of  the  Mid- 
lands, a step  required  because  federal  money 
was  sought. 


Dr.  Holthaus  said  completion  of  this  phase 
of  Creighton’s  building  program  will  allow 
the  Creighton  Medical  School  to  expand  en- 
rollment from  the  present  104  per  class  to 
130.  Creighton  will  also  be  able  to  expand 
its  “team  approach”  to  health  education  in 
which  medical,  dental,  nursing  and  phar- 
macy students  learn  and  work  together. 

Dr.  Robert  Gerraughty,  Dean  of  Creigh- 
ton’s School  of  Pharmacy,  said  his  school 
will  be  able  to  increase  enrollment  by  about 
20  percent  when  the  new  building  is  com- 
pleted. There  are  now  60  students  in  each 
pharmacy  class.  The  old  school  of  pharmacy 
was  torn  down  to  make  way  for  the  inter- 
state highway  several  years  ago.  Since  that 
time  pharmacy  has  been  borrowing  space  in 
several  buildings  on  the  Creighton  campus. 

Grant  to  Creighton 

Dr.  Joseph  M.  Holthaus,  Dean  of  Creigh- 
ton University  School  of  Medicine,  has  an- 
nounced the  receipt  of  a $74,295  grant  from 
The  Robert  Wood  Johnson  Foundation, 
Princeton,  New  Jersey.  The  grant  provides 
support  over  the  next  four  academic  years 
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for  scholarship  and  loan  awards  to  students 
from  rural  backgrounds,  women  students 
and  minority  students  (Black  Americans, 
American  Indians,  Mexican  Americans  and 
U.S.  mainland  Puerto  Ricans). 

Creighton’s  grant  is  part  of  a nationwide 
$10  million  program  undertaken  by  The  Rob- 
ert Wood  Johnson  Foundation  in  an  effort 
to  increase  the  number  of  future  doctors 
likely  to  enter  practice  in  medically  under- 
served areas. 

Dr.  Holthaus  in  anouncing  receipt  of  the 
grant  had  high  praise  for  the  foundation 
and  their  student  aid  program.  He  noted 
that  prior  to  the  admission  of  this  year’s 
freshman  class  the  Creighton  Medical  School 
student  enrollment  included  nine  women, 
twelve  minority  students  and  approximately 
50  students  from  rural  areas. 

The  Foundation  focused  the  program  on 
women  students  and  students  from  rural  and 
minority  group  backgrounds  on  the  basis 
of  evidence  indicating  that  they  are  the 
most  likely  to  choose  practice  locations  in 
the  country’s  under-served  rural  and  inner- 
city  communities  upon  completion  of  their 
professional  studies. 

0 & G traineeship 

The  annual  traineeship  in  obstetrics  and 
gynecology  will  be  held  on  the  campus  of 
the  University  of  Nebraska  Medical  Center 
December  4-8,  1972. 

The  course  will  be  directed  to  the  specific 
problems  and  interests  of  the  six  registrants. 

The  registration  fee  of  $125  includes  five 
luncheons.  The  course  carries  50  hours  of 
credit  with  the  American  Academy  of  Fam- 
ily Practice. 

Course  coordinator  is  Dr.  Joseph  Scott, 
professor  of  obstetrics  and  gynecology. 

Dr.  Townley  appointed 

Dr.  Robert  Townley,  Associate  Professor  of 
Medicine  and  Microbiology  at  Creighton 
University’s  School  of  Medicine  has  been  ap- 
pointed to  a panel  that  will  serve  in  an  ad- 
visory capacity  to  the  National  Institutes 
of  Health  in  Bethesda,  Maryland. 

As  a member  of  the  Lung  Disease  Panel, 
Dr.  Townley  will  assist  in  the  development 


of  a program  plan  for  the  National  Heart 
and  Lung  Institute.  It  will  be  the  respon- 
sibility of  Dr.  Townley  and  others  serving 
with  him  to  design  programs  and  plans  lead- 
ing to  the  implementation  of  the  National 
Heart,  Blood  Vessel,  Lung  and  Blood  Act  of 
1972. 

Dr.  Townley  is  a native  of  Omaha  and  a 
graduate  of  the  Creighton  School  of  Medicine. 
He  first  joined  the  Creighton  faculty  in 
1960,  resigned  in  1962  to  accept  positions 
with  the  National  Jewish  Hospital  and  the 
University  of  Colorado  and  returned  to 
Creighton  in  1966. 

Scholarships  and  loans 

The  University  of  Nebraska  College  of 
Medicine  in  Omaha  has  been  awarded  a 
$147,500  grant  to  provide  scholarships  and 
loans  to  medical  students  who  come  from 
rural  backgrounds,  who  are  women,  or  who 
are  members  of  minority  groups. 

The  grant  has  been  awarded  by  the  Robert 
Wood  Johnson  Foundation  of  Princeton, 
New  Jersey,  as  a part  of  its  $10  million 
program  for  all  the  nation’s  108  schools  of 
medicine  and  7 schools  of  osteopathy. 

The  program  was  established  to  respond 
to  the  need  for  more  physicians  in  rural  areas 
and  inner-city  poverty  areas  and  to  encour- 
age increased  enrollment  of  students  from 
those  backgrounds. 

The  Foundation  noted  that  statistics 
show  students  raised  in  rural  communities, 
women,  and  students  from  minority  ethnic 
backgrounds  are  most  likely  to  practice  medi- 
cine in  those  areas  where  there  is  a critical 
shortage  of  physicians. 

The  grant,  which  will  provide  loans  and 
scholarships  over  a four  year  period  be- 
ginning with  the  1972-73  fiscal  year,  was 
awarded  on  the  basis  of  the  College  of  Medi- 
cine’s number  of  students  in  those  selected 
categories. 

The  individual  recipients  and  the  amounts 
of  the  scholarships  and  loans  will  be  deter- 
mined by  the  College  of  Medicine  and  not 
by  the  Foundation. 

The  program  will  be  administered  through 
the  Association  of  American  Medical  Col- 
leges in  Washington,  D.C. 
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Picture  Gallery 


Pictures  taken  at  the  recent  Fall  Session  of  the  Board 
of  Councilors  and  the  House  of  Delegates  held  in  North 
Platte  in  September. 
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The  Letter  Box 


Dear  Dr.  Cole: 

Have  just  finished  reading  your  editorial 
pages  in  the  September  issue,  and  there  is 
no  doubt  about  it  — you  have  a remarkable 
sense  of  humor. 

I signed  this  “constant  reader”  and  it’s 
true.  You  have  discovered  something  I 
thought  only  I knew:  “If  a car  cuts  in  on 

you  from  the  right,  the  driver  will  go  only 
ten  yards  and  dart  up  an  alley  to  the  right.” 

Your  observations  are  99%  true  and  de- 
lightful but  there’s  one  you  simply  have 
to  take  back: 

Women  are  poor  drivers. 

Constant  reader, 

Mrs.  Charlotte  Mayell, 
Executive  Vice  President, 
State  Medical  Journal 
Advertising  Bureau,  Inc., 
State  Journal  Group, 

1010  Lake  Street, 

Oak  Park,  Illinois  60301 


To  the  Editor : 

The  Albany  Medical  College  will  conduct 
its  Fourteenth  Medical  Seminar  Cruise  in 
January  1973.  Since  our  former  partici- 
pants have  been  drawn  from  a broad  geo- 
graphic area,  we  are  attempting  to  publi- 
cize the  seminar  as  much  as  possible.  Should 
you  find  it  possible  to  include  this  announce- 
ment in  your  next  bulletin,  journal  or  other 
publication,  we  would  be  most  grateful. 

The  Department  of  Postgraduate  Medi- 
cine of  Albany  Medical  College  announces: 
Reservations  Now  Being  Accepted  for  the 
Fourteenth  Postgraduate  Medical  Seminar 
Cruise,  January  5-22,  1973. 

An  11-day  cruise  from  New  York  aboard 
the  luxurious  and  distinguished  ship  “Grips- 
holm”  of  the  Swedish  American  Line. 

Ports  of  call  include  St.  Maarten,  Mar- 
tinique, Barbados,  St.  Vincent,  Grenada, 
Curacao,  Antigua  and  St.  Croix. 


Faculty  of  the  Albany  Medical  College  will 
present  a comprehensive  shipboard  post- 
graduate program,  covering  subjects  in  pedi- 
atrics, psychiatry,  surgery,  hematology  and 
physiology. 

Request  has  been  made  for  continuation 
study  credit  by  the  American  Academy  of 
Family  Practice. 

For  information  write  to: 

Frank  M.  Woolsey,  Jr.,  M.D. 
Department  of  Postgraduate  Medicine 
Albany  Medical  College 
Albany,  New  York  12208 


In  Memoriam 

WILLIAM  NUTZMAN,  M.D. 

William  Nutzman  was  born  September  18, 
1916,  and  died  at  55,  on  August  16,  1972, 
after  an  extended  illness.  He  was  graduated 
from  Hastings  College  and,  in  1941,  from 
the  University  of  Nebraska  College  of  Medi- 
cine. 

He  became  Medical  Director  of  the  Ne- 
braska Hospital  for  the  Tuberculous  in 
1946,  and  Superintendent  in  1950.  He  was 
honored  by  the  Nebraska  Tuberculosis  As- 
sociation at  its  annual  meeting  in  June.  He 
was  Assistant  Professor  of  Medicine  at  the 
University  of  Nebraska  and  at  Creighton 
Medical  School. 

Doctor  Nutzman  was  active  in  community 
affairs.  He  was  Past  President  of  the  Kear- 
ney Baseball  Association,  and  served  for 
many  years  as  volunteer  team  physician  for 
Kearney  State  College  and  Kearney  High 
School  athletic  teams;  and  he  enjoyed  golf. 
He  was  Past  Exalted  Ruler  of  the  Elks, 
and  coach  of  the  ritual  team  when  his  team 
placed  first  at  a national  convention.  He 
was  a member  of  the  First  United  Presby- 
terian Church. 

He  was  Past  President  of  the  Buffalo 
County  Medical  Society,  Delegate  to  the 
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Nebraska  M.  J. 


Nebraska  Medical  Association,  Vice  Speaker 
of  the  House  of  Delegates,  and  Speaker  of 
the  House  for  ten  years. 

Memorials  are  planned  for  the  Cancer 
Association  for  Research;  and  for  the  Buf- 
falo County  Tuberculosis  and  Respiratory 
Association,  which  has  set  up  a scholarship 
fund  in  honor  of  Doctor  Nutzman,  for  med- 
ical students  specializing,  as  he  did,  in  res- 
piratory diseases. 

Doctor  Nutzman  is  survived  by  his  wife, 
Lola;  two  daughters,  Mrs.  Dwayne  (Mar- 
garet) Brown  of  Kearney,  and  Kathryn  of 
Kearney;  two  granddaughters ; his  mother, 
Mrs.  Ethel  Nutzman  of  Hastings;  two  broth- 
ers, Louis  of  Riverdale,  Maryland,  and  Rob- 
ert of  Grand  Island;  and  two  sisters,  Mrs. 
Bette  LaRouche  of  Long  Beach,  California, 
and  Mrs.  Dorothy  Moloby,  Sacramento, 
California. 

He  will  be  missed. 

F.C. 


Carcinoma  of  Prostate:  Treatment  and  Sur- 
vival With  Radical  Prostatectomy  — J.  A. 

Young  and  A.  W.  Bohne  (Henry  Ford 
Hosp,  Detroit  48202)  J Urol  107:1041 
(June)  1972. 

Experience  is  presented  with  treatment  by 
radical  prostatectomy  of  the  localized  car- 
cinomatous prostatic  nodule  in  52  patients. 
Survival  rates  of  97%  at  3 years,  92%  at  5 
years,  72%  at  10  years,  and  41%  at  14  years 
following  radical  prostatectomy  were  noted. 
Adjuvant  therapy  with  hormonal  manipu- 
lation and  interstitial  or  external  irradiation 
appears  beneficial  in  properly  selected  pa- 
tients. 


Some  Psychologic  Vulnerabilities  of  Physi- 
cians — G.  E.  Vaillant,  et  al  (Cambridge 
Hosp,  Cambridge,  Mass  02138)  New  Eng 
J Med  287:372-375  (Aug  24)  1972. 

Childhood  in  47  physicians  was  compared 
with  that  in  79  socioeconomically  matched 


controls.  Physicians,  especially  those  in- 
volved in  direct  patient  care,  were  more  like- 
ly than  controls  to  have  relatively  poor  mar- 
riages, to  use  drugs  and  alcohol  heavily,  and 
to  obtain  psychotherapy.  Although  these 
difficulties  are  often  assumed  to  be  occupa- 
tional hazards  of  medicine,  their  presence  or 
absence  appeared  strongly  associated  with  the 
life  adjustment  of  these  men  prior  to  medical 
school.  Only  physicians  with  the  least  stable 
childhood  and  adolescent  adjustments  ap- 
peared vulnerable  to  these  occupational  haz- 
ards. 


Immune  Thrombocytopenia  Due  to  Drug 
Metabolite  — E.  V.  Eisner  and  N.  T. 
Shahidid  (VA  Hosp,  Madison,  Wis  53705) 
New  Eng  J Med  287 :376-380  (Aug  24) 
1972. 

A patient  who  developed  acute  thrombo- 
cytopenia while  taking  analgesics  was  found 
to  have  circulating  antibody  to  a metabolic 
product  of  V-acetyl-p-aminophenol  (NAPA), 
but  not  to  the  drug  itself.  The  antibody  re- 
acted in  vitro  with  an  antigen  in  the  blood 
of  a normal  volunteer  who  had  ingested 
NAPA.  The  antigen  - antibody  interaction 
was  demonstrable  by  a platelet  factor  3 ac- 
tivation on  technique  and  by  complement  fix- 
ation. The  antigenic  material  was  purified 
from  the  urine  of  this  volunteer  and  shown 
to  be  the  sulfate  conjugate  of  the  drug. 


Total  Hip  Replacement  in  Rheumatoid  Ar- 
thritis — E.  A.  Salvati,  et  al  (Cornell 
Univ  Medical  Center,  New  York  10021). 
Surg  Gynecol  Obstet  134:967-973  (June) 
1972. 

Forty-nine  total  hip  replacements  in  38  pa- 
tients with  rheumatoid  arthritis  were  studied 
after  follow-up  for  an  average  of  21  months. 
Eleven  patients  had  bilateral  operations,  36 
had  a McKee-Farrar  type  of  prosthesis,  and 
13  had  a Charnley  type.  There  were  two  in- 
fections, an  incidence  of  4.5%.  There  have 
been  no  deaths,  dislocations,  or  loosening  of 
the  components.  Relief  of  pain  was  spec- 
tacular in  90%  of  the  patients.  Improve- 
ment in  walking  ability,  motion  of  the  hip 
joint,  and  overall  function  was  less  dramatic. 
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Physicians'  Classified 


IMMEDIATE  OPENING  — For  OB-Gyn, 
Internal  Medicine,  and  Orthopedic  specialties 
to  establish  successful  practice  with  14-man 
multi-specialty  group.  Excellent  group  bene- 
fits; pension  plan;  modern  clinic  facilities; 
progressive  community  with  excellent  educa- 
tional system  including  two  colleges;  city 
population  35,000;  good  recreational  facilities; 
each  specialty  must  be  board  eligible  or  cer- 
tified; young  man  with  military  obligation  com- 
pleted. Contact:  Business  Manager,  The 

Manitowoc  Clinic,  601  Reed  Avenue,  Manito- 
woc, Wisconsin  54220. 


CLINIC  AVAILABLE  — General  practice 
in  furnished  clinic.  County  seat  town,  SW 
Nebraska.  3 nursing  homes  in  town,  good 
territory.  Write  Box  8,  Beaver  City,  Nebraska. 


PROFESSIONAL  OFFICE  SUITE  AVAIL- 
ABLE — Medical  Village  Building,  48th 
and  “A”  Sts.  in  Lincoln.  Contact  Mrs.  Robert 
Grant,  3725  Pace  Boulevard,  Lincoln,  Nb. 
68502.  Telephone:  (402)  423-4355. 


DIRECTOR  OF  MEDICAL  SERVICES  — 
Urgent  need  — Beatrice  State  Home  For  Re- 
tarded, Beatrice,  Nebraska.  General  practi- 
tioner for  new  260-bed  hospital  included  with 
institution  of  1500  residents.  Full-time  posi- 
tion with  assistance  from  local  physicians 
utilized  on  part-time  basis.  Must  qualify  for 
Nebraska  license.  Highly  competitive  salary 
open  to  negotiation  dependent  on  training  and 
experience.  Address  inquiries:  Jack  R.  Ander- 
son, M.D.,  Dept,  of  Public  Institutions,  Box 
94728,  Lincoln,  Ne.  68509  Phone:  (402)  471- 
2231  or  Mr.  M.  E.  Wyant,  Supt.,  Beatrice  State 
Home,  Box  359,  Beatrice,  Ne.  68310  Phone 
(402)  223-2302. 

SKI  BRECKENRIDGE  and  other  adjacent 
ski  areas  in  Colorado.  Brand  new  condominium 
for  rental.  For  reservations,  etc.,  write  or  call 
Dr.  Wallace  J.  Vnuk,  P.O.  Box  131,  Kearney, 
Nebraska  68847. 
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Distal  Splenorenal  Shunt  for  Treatment  of 
Variceal  Bleeding  During  Pregnancy  — 

A.  A.  Salam  (69  Butler  St  SE,  Atlanta 
30303)  and  W.  D.  Warren.  Arch  Surg  105: 
643-644  (Oct)  1972. 

Selective  decompression  of  the  variceal  bed 
while  maintaining  the  liver  perfusion  with 
portal  blood  can  be  achieved  by  the  distal 
splenorenal  shunt.  A distal  splenorenal  oper- 
ation was  performed  in  a patient  who  pre- 
sented during  her  fourth  month  of  preg- 
nancy with  esophageal  bleeding  secondary 
to  idiopathic  portal  hypertension.  Her  post- 
operative course  was  uneventful  and  she  had 
an  uncomplicated  delivery  of  a healthy  full- 
term  baby.  The  patient  was  followed  for 
three  years,  during  which  time  she  showed 
no  evidence  of  encephalopathy  or  deteriora- 
tion in  liver  function. 


Studies  on  Mechanism  of  Penicillin-Induced 
Fever  — M.  J.  Chusid  (National  Institute 
of  Allergy  and  Infectious  Diseases,  Be- 
thesda,  Md  20014)  and  E.  Atkins.  J Exp 
Med  136:227-240  (Aug  1)  1972. 

Rabbits  immunized  to  benzylpenicillin  G 
responded  with  fever  when  challenged  with  a 
pencillin-serum  protein  conjugate,  but  not 
with  penicillin  itself.  After  one  or  two  chal- 
lenges with  conjugate,  the  rabbits  became 
unresponsive  to  further  injections.  Blood 
leukocytes  of  immunized  rabbits  incubated 
with  penicillin-protein  conjugate  and  hyper- 
sensitive serum  released  endogenous  pyrogen 
in  vitro. 


Failure  of  Oral  Glucose  Therapy  in  Short- 
Bowel  Syndrome  — C.  D.  Gerson  (Mount 
Sinai  School  of  Medicine,  City  Univ  of 
New  York,  New  York  10029).  Lancet  2: 
353  (Aug  19)  1972. 

Glucose  was  given  along  with  meals  to  four 
patients  with  ileal  resection  in  an  attempt  to 
reduce  fecal  or  ileostomy  output.  Two  pa- 
tients did  worse  with  glucose,  both  clinically 
and  as  measured  by  fluid  balance.  There  was 
no  change  in  two  patients.  Glucose  and  sa- 
line solution  given  throughout  the  day  also 
failed  to  reduce  ileostomy  output. 
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ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

Manuscripts  to  be  presented  for  publication  in  the 
JOURNAL  should  be  typewritten,  double  - spaced,  on  one 
side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
letter  sized  (814  by  H in.)  white  paper.  Wide  margins 
(at  least  114  in.  on  left)  should  be  left  free  of  typing. 
On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 

consecutively,  the  page  number  being  shown  in  the  right 
upper  corner  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations 
shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  the  author’s  name,  its  number  and  an  indi- 
cation of  its  “top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and.  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent 
directly  to  the  Editor  at  the  Journal’s  address. 

Letters  to  the  Editor  submitted  for  publication  should  be 
prepared  as  above,  and  must  carry  the  notation : To  be 

Published. 

Reprints  should  be  ordered  from  the  printer,  NEWS 
Printing  Company,  Norfolk,  Nebr.  68701. 
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Systemic  Absorption  of  Intrauterine  Cop- 
per — T.  Okereke  et  al  (Albert  Einstein 
College  of  Medicine,  Bronx  10461).  Science 
177:358-359  (July  28)  1972. 

The  efficacy  of  intrauterine  devices  has 
been  greatly  increased  by  incorporating  cop- 
per into  their  structure.  Dissolved  ions  of 
the  metal  appear  to  be  the  actual  contracep- 
tive agent,  since  approximately  25%  of  cop- 
per wire  placed  in  a human  uterus  disappears 
within  a year.  To  investigate  the  possibility 
of  systemic  toxicity,  radioactively  labeled 
copper  wire  was  inserted  into  the  uteri  of 
rats  and  the  concentration  of  the  isotope 
was  measured  in  various  organs  as  a func- 
tion of  time.  A small  proportion  of  intra- 
uterine metallic  copper  was  consistently  ab- 
sorbed. 


Effect  of  Method  of  Opening  and  Closing 
Abdomen  on  Incidence  of  Wound  Burst- 
ing — R.  M.  Kirk  (Hampstead  General 
Hosp,  Haver  stock  Hill,  London).  Lancet 
2:352  (Aug  19)  1972. 

Paramedian  incision  of  the  abdomen,  dis- 
placing the  medial  edge  of  the  rectus  muscle 
and  subsequently  closed  in  layers  using  con- 
tinuous sutures  of  chromicized  catgut,  was 
compared  with  straight-through  vertical  in- 
cisions, closed  in  one  layer  using  continuous 
sutures  of  monofilament  nylon.  The  series, 
540  and  327  respectively,  were  consecutive. 
The  straight-through  incision,  closed  in  one 
layer,  proved  to  be  quick  and  significantly 
reduced  the  frequency  of  burst  abdomen. 


Long-Term  Fate  of  Patients  With  Dumping 
Syndrome  — C.  Chaimoff  (Beilinson  Hosp, 
Petah  Tiqva,  Israel)  and  M.  Dintsman. 
Ach  Surg  105:554-560  (Oct)  1972. 

Review  of  42  patients  with  dumping  syn- 
drome, from  6 to  14  years  after  partial  gas- 
trectomy and  anterior  anastomosis,  shows 
that  66.6%  are  completely  symptom-free  ten 
years  after  the  operation,  16.8%  continue  to 
suffer  slightly  and  occasionally,  and  the  re- 
maining 16.6%  show  no  change.  Surgical 
intervention  should  be  considered  only  after 
ten  years  have  elapsed  and  a fair  conserva- 
tive trial  has  been  made,  unless  the  patient’s 
suffering  is  incapacitating. 
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Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the 
developing  fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity 
has  also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and.  if  therapy  is  prolonged,  consider  serum  level 
determinations  of  drug. The  antianabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with 
tetracyclines.  Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so 
advised,  and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsuscepiible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  diseases,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity;  patients  on 
anticoagulant  therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 
Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis  inflammatory  lesions  (with  monilial 
overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes;  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) . 

Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS). 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus, 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black 
microscopic  discoloration  of  thyroid  glands;  no  abnormalities  of  thyroid  function  studies 
are  known  to  occur. 

USUAL  DOSAGE:  Adults  — 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150' mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, 'Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q.i.d.  fora  total  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams 
of  'Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  ^ period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia:  900  mg  daily  for  six  days. 

Children  - 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair 
absorption  and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give 
drug  one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas- and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules;  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 


Before  prescribing,  consult  package  circular  or  latest  PDR  information. 


WALLACE  PHARMACEUTICALS 
CRANBURY,  NEW  JERSEY  08512 


Rev.  12/71 


(j/irtit/zias  (f//f  cum  anfe  (ooa/d \ /one. . . 


MID-WINTER  CARIBBEAN  CRUISE 

February  10-23, 1973 

Twelve  wonderful  and  relaxing  days  cruising  the  sunny  Caribbean  aboard  the 
luxurious  M.S.  Mermoz.  You’ll  thrill  to  the  incomparable  French  cuisine... 
the  service  that  caters  to  your  every  whim... the  casual,  restful  atmosphere. 
Plus,  there’s  the  friendly  companionship. ..  with  Dr.  and  Mrs.  Harold  Morgan  as 
your  hosts.  For  delightful  adventures  in  sightseeing,  ports  of  call 
include...*  St.  Thomas  • St.  Barthelemy  • St.  Maarten  • Martinique 
• Grenada  • Aruba  • Haiti  • La  Guira  (Caracas) 


Round  trip  air  transportation  from  Omaha  or  Lincoln  to 
Fort  Lauderdale  is  included. . .all  reasonably  priced. 

For  complete  information  and  descriptive  brochure, 
stop  in,  call  or  write...  LINCOLN  TOUR  & TRAVEL 
First  National  Bank  Building,  Lincoln,  Nebraska  — Phone:  471-1171 
or  Gateway  Bank  Building,  Gateway  Shopping  Center,  Lincoln,  Nebraska  — Phone:  434-5902 


LINCOLN  TOUR  & TRAVEL,  P.O.  Box  81008,  Lincoln,  Nebraska  68501 


~l 


Please  send  me  a 
descriptive  brochure 
on  your  Mid-Winter 
Caribbean  Cruise. 


NAME. 


ADDRESS. 


CITY. 


STATE. 


.ZIP. 


“Just  let  him  try  to  tell  me  I imagined  I fell  down  the  stairs!” 
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accent' 

service  company,  inc. 

"YEARS  OF 
DEPENDABLE 
SERVICE" 

- COLLECTIONS  - 
Retail  Professional 
Claims 

Hospitals  Physicians 
U*  Dentists 

State  Licensed  and  Bonded 
"FOR  INFORMATION  CALL" 

OMAHA  OFFICE 

340  KEELINE  BUILDING 
PHONE  342-6104 

LINCOLN  OFFICE 

820  LINCOLN  BENEFIT  LIFE  BUILDING 
PHONE  475-6744 


Endocrine  Dysregulation  in  Childhood 
Obesity:  Reaction  of  Growth  Hormone 
and  Cortisol  to  Insulin  - Induced  Hypo- 
glycemia — J.  Girard  et  al  (Universitats- 
kinderklinik,  Basel,  Switzerland.  Schweiz 
Med  Wochenschr  102:1293-1294  (Sept  9) 
1972. 

Insulin-induced  hypoglycemia  was  used  as 
a test  of  hypothalamo-pituitary-adrenal  func- 
tion in  31  obese  children.  Plasma  sugar,  free 
fatty  acids,  growth  hormone,  and  cortisol  re- 
sponse to  hypoglycemia  were  compared  in 
obese  and  non-obese  patients.  The  pattern 
of  mean  growth  hormone  and  cortisol  concen- 
trations was  very  flat  in  the  obese  children. 
In  nine  patients  the  growth  hormone  re- 
sponse was  definitely  impaired.  A group  of 
13  obese  children  showed  a significantly  ele- 
vated initial  level  of  cortisol  and  subsequent- 
ly no  response  to  hypoglycemia.  The  results 
indicate  a dysregulation  of  the  hypothalamo- 
pituitary-adrenal  system  in  a certain  group 
of  obese  children  which  may  contribute  to 
excessive  deposition  of  depot  fat. 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 

Roger  Tusken,  Exec.  Dir. 

Volker  Blvd.  at  Brookside,  Kansas  City,  Mo.  64112 

American  Academy  of  Pediatrics 
Stanley  L.  Harrison,  M.D.,  Secy. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 

American  College  of  Legal  Medicine 

Miss  Betty  Hanna,  Exec.  Sec. 

1340  N.  Astor,  Chicago,  Illinois  60610 

American  College  of  Obstetricians  & Gynecologists 
Michael  Newton,  M.D.,  Dir. 

79  West  Monroe  Street,  Chicago,  Illinois  60603 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Vice  Pres. 
4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 

American  College  of  Radiology 

William  C.  Stronach,  L.L.B.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60606 

American  College  of  Surgeons 
Dr.  C.  Rollins  Hanlon,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 

American  Diabetes  Association 

Mr.  J.  Richard  Connelly,  Exec.  Dir. 

18  East  48th  St.,  New  York,  New  York  10017 

American  Heart  Association 

James  M.  Hundley,  M.D.,  Exec.  Dir. 

44  East  23rd  St.,  New  York,  New  York  10010 

National  Hemophilia  Foundation 

25  West  39th  Street,  New  York,  New  York  10018 


American  Hospital  Association 

Edwin  L.  Crosby,  M.D.,  Exec.  Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 

American  Society  of  Anesthesiologists 

Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hwy.,  Park  Ridge,  Illinois  60068 

American  Society  of  Internal  Medicine 

Mr.  William  R.  Ramsey,  Exec.  Dir. 

525  The  Hearst  Building,  Third  at  Market  St., 

San  Francisco,  California  94103 

American  Society  of  Clinical  Pathologists 
George  F.  Stevenson,  M.D.,  Exec.  Vice  Pres. 

2100  W.  Harrison  St.,  Chicago,  Illinois  60612 

American  Medical  Association 

Ernest  B.  Howard,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 

American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  North  Carles  St.,  Baltimore,  Maryland  21201 

The  Arthritis  Foundation 

Mr.  Daniel  E.  Button.  Executive  Director 
1212  Ave.  of  the  Americas,  New  York,  N.Y.  10036 

International  College  of  Surgeons 
Virgil  T.  DeVault,  Int.  Exec.  Sec. 

1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 

National  Multiple  Sclerosis  Society 

257  Park  Avenue  South 
New  York,  New  York  10010 

Radiological  Society  of  North  America 

Maurice  D.  Frazer,  M.D.,  Sec. 

713  East  Genesee  St.,  Syracuse,  New  York  13210 

Vocational  Rehabilitation  Administration 

Edward  Newman,  Commissioner 

330  Independence  Ave.,  S.W.,  Washington, 

D.C.  20201 
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ORGANIZATIONS,  STATE  _ 

Alcoholics  Anonymous 

Lincoln  Center  Bldg.,  Lincoln  68508 
American  Red  Cross 

1701  “E”  St.,  Lincoln  68508 
The  Arthritis  Foundation,  Nebraska  Chapter 
Gilbert  Sanders,  Executive  Director 
904  South  75th  Street,  Omaha  68114 
Cerebral  Palsy  Association  of  Nebraska 
Joy  Piper,  Executive  Director 
4665  Leavenworth,  Omaha  68106 
Creighton  University  School  of  Medicine 
Joseph  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68131 
International  College  of  Surgeons 

Joseph  J.  Borghoff,  M.D.,  Regent  for  Nebraska 
7906  Dodge  Street,  Omaha  68114 
Multiple  Sclerosis  Society 

Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln  68522 
Muscular  Dystrophy  Assn,  of  America 
Robert  Fitzgerald,  District  Director 
6054  Ames  Ave.,  Omaha  68104 
National  Cystic  Fibrosis  Research  Foundation, 
Nebraska  Chapter 

Mark  Dorsey,  Executive  Director 
636  Medical  Arts  Bldg.,  Omaha  68102 
National  Foundation,  Inc.  (March  of  Dimes) 

Dick  Rumbolz,  1620  “M”  St.,  Lincoln  68508 
Nebraska  Academy  of  Ophthalmology 
Frank  L.  Eagle,  M.D.,  President 
8300  Dodge,  Omaha,  Nebraska  68114 

Nebraska  Academy  of  Otolaryngology 

William  Carter,  M.D.,  Secretary 
234  Doctors  Building,  Omaha  68131 

Nebraska  Association  of  Pathologists 
Robert  L.  Kruger,  M.D.,  Sec’y-Treas. 

1603  So.  79th  Ave.,  Omaha  68124 

Nebraska  Blue  Cross  - Blue  Shield 

Wm.  H.  Heavey,  Executive  Director 
72nd  and  Mercy  Road,  Omaha  68124 

Nebraska  Chapter 

American  Academy  of  Family  Physicians 
William  De  Roin,  M.D.,  Secy. 

8258  Hascall  St.,  Omaha  68124 

Nebraska  Chapter 

American  Academy  of  Pediatrics 

H.  E.  Wallace,  M.D.,  State  Chairman 
5145  “O”  St.,  Lincoln  68510 
James  Wax,  M.D.,  Sec’y-Treas. 

118  So.  88th,  Omaha  68114 

Nebraska  Chapter 

American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  M.D.,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha  68131 

Nebraska  Chapter,  American  College  of  Radiology 
Dr.  John  T.  McGreer,  III,  Secretary-Treasurer 
2300  South  16th  Street,  Lincoln 

Nebraska  Chapter 
American  College  of  Surgeons 
John  C.  Clyne,  M.D.,  Sec’y-Treas. 

130  Lakewood  Dr.,  Lincoln  68510 

Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 

Nebraska  Diabetes  Association,  Inc. 

Mrs.  E.  H.  Reitan,  Executive  Secy. 

2305  South  10th  St.,  Omaha  68108 

Nebraska  Dietetic  Association 
Ruth  P.  Hadden,  President 
2214  South  91st  St.,  Omaha  68124 
Nebraska  Division  American  Cancer  Society 
Peter  J.  Zwier,  Executive  Vice  President 
4201  Dodge,  Omaha  68131 

Nebraska  Epilepsy  League,  Inc. 

Box  6412,  Elmwood  Station,  Omaha  68106 


Nebraska  Heart  Association 
Mrs.  Martha  Robertson,  Exec.  Director 
3624  Farnam  Street,  Omaha  68131 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln  68508 
Nebraska  Medical  Association 
Ken  Neff,  Executive  Secretary 
1902  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
307  Baird  Bldg.,  Omaha  68102 
Nebraska  Nursing  Home  Association 

Eugene  J.  Thompson,  Executive  Secretary 
3100  “O”  Street,  Lincoln  68510 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 
Dr.  Merrill  Eaton,  Director 
602  South  44th  Avenue,  Omaha  68105 
Nebraska  Public  Health  Association 
H.  E.  McConnell,  Dr.  P.H.,  President 
State  Health  Dept.,  Lincoln  68509 
Nebraska  Regional  Medical  Program 

530  South  13th  Street,  Lincoln,  Nebraska  68508 
Nebraska  Rheumatism  Association 
Dr.  Arthur  Weaver,  President 
Lincoln,  Nebraska 

Nebraska  Society  for  Crippled  Children 
3815  Dewey  Avenue,  Omaha  68105 
Nebraska  Society  for  Internal  Medicine 
Charles  M.  Root,  M.D.,  F.A.C.P.,  President 
3610  Dodge  St.,  Omaha  68131 
Nebraska  Society  of  Anesthesiologists 
Dean  Watland,  M.D.,  President 
8601  W.  Dodge  Road,  Omaha  68114 
Nebraska  Society  of  Medical  Technologists 
Marilyn  Crane,  President 
4019  "Nicholas,  Omaha  68131 
Nebraska  State  Department  of  Health 
Henry  Smith,  M.D.,  Director 
State  Capitol  Bldg.,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Willis  H.  Taylor,  Jr.,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  68131 
Nebraska  State  Orthopedic  Society 
Harold  Horn,  M.D.,  Secretary 
3145  “O”  Street,  Lincoln  68510 
Nebraska  State  Society  of  American 
Association  of  Medical  Assistants 
Patricia  Madsen,  President 
201  North  29th  St.,  Council  Bluffs,  Iowa  51501 
Minnie  Briggs,  Corresponding  Secretary 
8105  Valley,  Omaha  68124 
Nebraska,  South  Dakota,  North  Dakota  District 
Branch  of  the  American  Psychiatric  Association 
Harry  C.  Henderson,  M.D.,  President 
105  South  49th  St.,  Omaha  68132 
Nebraska  Tuberculosis  & Respiratory  Disease  Assn. 
Delmer  Serafy,  Executive  Secretary 
406  W.O.W.  Building,  Omaha  68102 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  M.D.,  Sec’y-Treasurer 
903  Sharp  Building,  Lincoln  68508 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Mary  E.  Pilloud,  Executive  Secretary 
1040  Medical  Arts  Building,  Omaha  68102 
POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha  68105 
Rehabilitation  Service  Division 

Fred  A.  Novak,  Assistant  Commissioner 
1701  So.  17th  St.,  Lincoln  68502 
University  of  Nebraska  College  of  Medicine 
Robert  D.  Sparks,  M.D.,  Chancellor 
42nd  and  Dewey,  Omaha  68105 


Notify  The  Journal  of  Any  Changes  Concerning  Your  Organization. 
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Neutrophilic  Leukocyte  in  Wound  Repair  — 

D.  M.  Simpson  and  R.  Ross  (School  of 
Medicine,  Univ  of  Washington,  Seattle 
98195).  J Clin  Invest  51:2009-2023  (Aug) 
1972. 

Circulating  neutrophils  were  eliminated  in 
guinea  pigs  by  the  administration  of  anti- 
neutrophil serum  24  hours  before  wounding 
and  by  daily  injection  throughout  a ten-day 
period  of  healing.  In  spite  of  the  lack  of 
neutrophils,  no  differences  were  observed 
betv/een  the  control  and  neutropenic  wounds 
relative  to  the  rate  of  wound  debridement  or 
the  extent  of  repair.  The  wounds  from  the 
two  groups  of  animals  were  identical  in  cel- 
lularity  and  degree  of  connective  tissue  for- 
mation. 


Effective  Use  of  Oxymetholone  in  Therapy 
of  Thalassemia  With  Anemia  — P.  R. 

Craddock  et  al  (M.  C.  Rozenberg,  Prince 
Henry  Hosp,  Maratville,  NSW,  Australia). 
Med  J Aust  2:199-202  (July  22)  1972. 

A 46-year-old  male  patient  suffering  from 
herterozygous  thalassemia  developed  severe 
anemia  for  the  first  time  in  adult  life.  In- 
effective erythropoiesis,  hemolysis  and  fo- 
late deficiency  were  all  features  of  his  ane- 
mia. After  six  years  of  therapy  with  mul- 
tiple transfusions,  oxymetholone  therapy  was 
begun.  A rise  in  hemoglobin  value  was  rap- 
idly achieved  and  he  has  remained  well  with- 
out transfusion  while  continuing  to  take  the 
drug  for  a follow-up  period  of  18  months. 


Arterial  Injuries  of  Extremities  Associated 
With  Fractures  — D.  J.  Pradhan  et  al 
(Sinai  Hosp,  Baltimore  21215).  Arch  Surg 
105:582-585  (Oct)  1972. 

Vascular  injuries  of  the  extremities  asso- 
ciated with  closed  fractures  in  civilian  prac- 
tice give  poor  results  because  of  delay  in 
diagnosis  or  inadequate  treatment.  The  use 
of  arteriography  and  definitive  vascular  re- 
pair results  in  viable  functioning  limbs.  Five 
cases  of  this  type  are  presented  with  arteri- 
ography defining  the  site  and  type  of  arterial 
obstruction.  A normal  functioning  limb  re- 
sulted in  all  patients. 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 

Totacillin 

(ampicillin  trihydrate) 

‘capsules  equivalent  to  250  mg.  and  500  mg. 

ampicillin,  for  oral  suspension  equivalent 
to  125  mg./5  cc.  and  250  mg./5  cc.  ampicillin. 


Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc. Bristol,  Tennessee  37620 


“I  don’t  have  an  appointment.  This  is  an  unscheduled  illness.” 


Councilor  Districts  and  Counties 

First  District:  Councilor:  Thomas 

J.  Gurnett,  Omaha.  Counties : 
Douglas,  Sarpy. 

Second  District:  Councilor:  Louis 

J.  Gogela,  Lincoln.  Counties : 
Lancaster,  Otoe,  Cass. 

Third  District:  Councilor:  H.  C. 

Stewart,  Pawnee  City.  Counties  : 
Gage,  Johnson,  Nemaha,  Pawnee, 
Richardson. 

Fourth  District:  Councilor:  Rob- 

ert B.  Benthack,  Wayne.  Coun- 
ties : Knox,  Cedar,  Dixon,  Dakota, 
Antelope,  Pierce,  Thurston,  Madi- 
son, Stanton,  Cuming,  Wayne. 

Fifth  District:  Councilor:  Robert 

M.  Sorenson,  Fremont.  Counties  : 
Burt,  Washington,  Dodge,  Platte, 
Colfax,  Boone,  Nance,  Merrick. 

Sixth  District : Councilor : Houtz 

G.  Steenburg,  Aurora.  Counties : 
Saunders,  Butler,  Polk,  Seward, 
York,  Hamilton. 

Seventh  District:  Councilor:  Lyle 

Nelson,  Crete.  Counties:  Saline, 
Clay,  Fillmore,  Nuckolls,  Thayer, 
Jefferson. 

Eighth  District:  Councilor:  Robert 
Waters,  O’Neill.  Counties:  Cher- 
ry, Keyapaha,  Brown,  Rock,  Holt, 
Sheridan,  Boyd. 

Ninth  District:  Councilor:  Hiram 

Walker,  Kearney.  Counties:  Hall. 
Custer,  Valley,  Greeley,  Sher- 
man, Howard,  Dawson,  Buffalo, 
Grant,  Hooker,  Thomas,  Blaine, 
Wheeler,  Loup.  Garfield. 

Tenth  District : Councilor : Fred  J. 
Rutt,  Hastings.  Counties : Gos- 
per, Phelps,  Adams,  Furnas, 
Harlan,  Webster.  Kearney,  Red 
Willow,  Chase,  Frontier,  Dundy, 
Hitchcock. 

Eleventh  District:  Councilor:  Bruce 
F.  Claussen.  North  Platte.  Coun- 
ties: Lincoln,  Perkins.  Keith,  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  A.  J. 
Alderman,  C hadron.  Counties: 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyenne,  Sioux, 
Dawes. 


NEBRASKA  MEDICAL  ASSOCIATION 
Council  Districts  and  Component  County  Medical  Societies 


COMPONENT  COUNTY  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


Adams 

Antelope-Pierce 

Boone 

Box  Butte 

Buffalo 

Cass 

Cheyenne-Kimball-Deuel 

Cuming 

Custer 

Dawson 

Dodge 

Five  County 

Four  County 

Gage 

Garden-Keith-Perkins 

Hall 

Hamilton 

Holt  & Northwest 

Howard 

Jefferson 

Knox 

Lancaster 

Lincoln 

Madison 

N.W.  Nebraska 

Omaha-Douglas 

Otoe 

Phelps 

Platte-Loup  Valley 

Saline 

Saunders 

Scotts  Bluff 

Seward 

S.E.  Nebraska 

S.W.  Nebraska 

South  Central  Nebraska 

Washington-Burt 

York-Polk 


-Donovan  B.  Foote,  Jr.,  Hastings_.George  L.  Welch,  Hastings 

_R.  E.  Kopp,  Plainview  D.  F.  Johnson,  Jr.,  Osmond 

Roy  Smith,  Albion Wm.  D.  Reardon,  St.  Edward 

. Raymond  H.  Olson,  Alliance F.  P.  Sucgang,  Alliance 

_K.  W.  Ellis,  Kearney Gerald  Morris,  Kearney 

_R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp,  Elmwood 

..Lloyd  O’Holleran,  Sidney 

-Robert  Scherer,  West  Point Thomas  R.  Tibbels,  West  Point 

_M.  L.  Chaloupka,  Callaway Loren  Jacobsen,  Broken  Bow 

-Wayne  K.  Weston,  Lexington — Wm.  B.  Elfeldt,  Lexington 

_W.  H.  Hill,  Fremont W.  B.  Eaton,  Fremont 

Henry  J.  Billerbeck,  Randolph Charles  G.  Muffley,  Pender 

-Paul  R.  Martin,  Ord Otis  W.  Miller,  Ord 

.John  Porter,  Beatrice Klemens  E.  Gustafson,  Beatrice 

-L.  C.  Potts,  Grant Berl  Spencer,  Ogallala 

John  Easley,  Grand  Island John  Reilly,  Grand  Island 

..P.  J.  Madden,  Aurora P.  J.  Madden,  Aurora 

.William  F.  Becker,  Lynch Donald  Bailey,  O’Neill 

-R.  G.  Hanisch,  St.  Paul E.  C.  Hanisch,  St.  Paul 

Gordon  O.  Johnson,  Fairbury Frank  Falloon,  Fairbury 

-R.  L.  Tollefson,  Wausa D.  J.  Nagengast,  Bloomfield 

_B.  F.  Wendt,  Lincoln Dwight  L.  Snyder,  Lincoln 

-George  D.  Cooper,  North  Platte- Miles  Foster,  North  Platte 

-,R.  E.  Klaas,  Norfolk F.  Martin,  Norfolk 

.Bernard  Owen,  Gordon R.  L.  Hook,  Rushville 

-T.  T.  Smith,  Omaha Donald  J.  Pavelka,  Omaha 

_G.  E.  Burbridge,  Nebraska  City_C.  J.  Formanack,  Syracuse 

Rex  J.  Kelly,  Holdrege 

, T.  J.  Lemke,  Jr.,  Columbus A.  H.  Liebentritt,  Columbus 

Clarence  Zimmer,  Friend Jerry  Adler,  Crete 
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Primary  Hyperparathyroidism : Clinical 
Analysis  of  79  Cases  — M.  Asklund  (Ar- 
hus Kommuneshospital  Arhus,  Denmark). 
Ugeskr  Laeger  134:1421-1428  (July  3) 
1972. 

An  analysis  of  79  patients  with  primary 
hyperparathyroidism  showed  that  of  a 
basic  population  of  approximately  115,000, 
five  cases  were  diagnosed  annually  during 
the  past  five  years.  The  average  age  of  the 
patients  was  59  years,  and  71%  were  women. 
The  predominating  complaints  were  of  renal 
and  urinary  symptoms,  dyspepsia,  and  men- 
tal changes.  The  diagnosis  must  be  based 
on  demonstration  of  hypercalcemia.  The  clas- 
sical bony  lesions  in  hyperparathyroidism 
could  be  demonstrated  in  only  ten  patients 
(13%)  and  in  only  three  of  these  was  gener- 
alized osteitis  fibrosa  present.  In  49%  of 
the  patients,  urolithiasis  or  nephrocalcinosis 
was  present.  Operation  was  undertaken  in 
67  patients,  with  good  recovery  in  all. 


Generalized  Scleroderma:  Treatment  With 
Immunosuppressive  Agents  — L.  Saporta 
et  al  (Hopital  Cochin,  Paris).  Presse  Med 
1:1929-1930  (July  22  - Aug  5)  1972. 

Eight  patients  with  generalized  sclero- 
derma were  treated  with  immunosuppres- 
sive agents  (chlorambuical,  azathioprine  and 
cyclophosphamide).  The  immunosuppressive 
agents  were  quite  inactive,  except  in  one  pa- 
tient in  whom  scleroderma  was  associated 
with  dermatomyositis  and  in  whom  azathio- 
prine induced  a lasting  remission  of  the  myo- 
sitis. 


Concanavalin  A Agglutination  of  Intestinal 
Cells  From  Human  Fetus  — M.  M.  Weiser 
(General  Hosp,  Harvard  Medical  School, 
Boston  02114).  Science  177:525-526  (Aug 
11)  1972. 

Concanavalin  A markedly  agglutinated  iso- 
lated epithelial  cells  from  the  intestine  of  the 
human  fetus,  but  not  from  the  intestine  of 
the  adult.  Concanavalin  A may  be  react- 
ing with  a common  antigen  on  the  fetal 
cell  membrane. 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 

Bactocill 

(sodium  oxacillin) 

’capsules  equivalent  to  250  mg.  and  500  mg. 
oxacillin  and  vials  for  injection  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 
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Prevention  of  Rh  Immunization  Following 
Abortion  — J.  A.  Goldman  (Tel  Aviv  Univ 
Medical  School,  Tel  Aviv,  Israel)  and  B. 
Eckerling.  Harefuah  83:100  (Aug  1) 
1972. 

Thirty-four  Rh-negative  women  who  were 
given  an  injection  of  200 /rg  of  anti-Rh  (D) 
immunoglobulin  within  72  hours  of  spon- 
taneous or  artificial  abortion  were  studied. 
None  of  the  women  developed  Rh-antibodies 
during  the  first  six  months  after  the  abor- 
tion. In  a control  group  of  58  untreated  Rh- 
negative  women  who  had  had  spontaneous 
or  artificial  abortion,  Rh  antibodies  were 
found  in  three  (5.2%)  during  the  first  six 
months  after  the  abortion. 


Frequency  of  Procainamide-Induced  Systemic 
Lupus  Erythematosus  — R.  R.  Hope  and 
L.  A.  Bates  (Dunedin  Public  Hosp,  Dune- 
din, New  Zealand).  Med  J Aust  2:298-303 
(Aug  5)  1972. 

Of  61  patients  taking  procainamide  for 
longer  than  one  month,  three  (4.9%)  were 
found  to  have  systemic  lupus  erythematosus. 
Five  other  patients  were  suspected  of  de- 
veloping systemic  lupus. 


“We’ve  finally  agreed  on  our  diagnosis.  We 
don’t  know  what  it  is.” 


Immunochemotherapy  of  Cancer  With  Chlo- 
rambucil-Carrying Antibody  — T.  Ghose 
et  al  (Dalhousie  Univ,  Halifax,  Nova  Sco- 
tia). Br  Med  J 3:495-499  (Aug  26)  1972. 

Heterologous  antibodies  against  mouse 
lymphoma  and  human  malignant  melanoma 
could  be  bound  to  chlorambucil  without  in- 
terfering with  either  the  alkylating  activity 
of  chlorambucil  or  the  reactivity  of  the  anti- 
bodies with  their  respective  tumor  cells. 
When  administered  to  tumor-bearing  mice, 
the  chlorambucil-carrying  antibody  was  a 
much  more  effective  tumor  inhibitor  than 
chlorambucil  or  the  antibody  alone.  Injec- 
tion of  the  chlorambucil-carrying  antimela- 
noma antibody,  first  locally  into  a few  meta- 
static nodules  and  then  intravenously,  was 
followed  by  the  regression  of  all  metastatic 
nodules  in  a patient  with  disseminated  malig- 
nant melanoma. 


Radioulnar  Synostosis  — J.  Jancu  (Central 
Emek  Hosp,  Afula,  Israel).  Amer  J Dis 
Child  122:10-11  (July)  1971. 

A review  of  the  literature  reporting  Kline- 
felter’s syndrome  and  its  chromosomal  vari- 
ations revealed  18  cases  of  proximal  radio- 
ulnar synostosis  (RUS).  The  findings  of 
proximal  RUS  in  a single  generation  are  sug- 
gestive of  a sex  chromosome  abnormality. 


“Sphygmomanometer.  Reflex  hammer.  For- 
ceps. Syringe.  Gauze  . . . you  forgot  the  fish- 
ing tackle.” 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 

Pyopen 

(disodium  carbenicillin) 

“vials  for  injection  equivalent  to  1 gm. 
and  5 gm.  of  carbenicillin. 
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It’s  about  time 
somebody  told 
the  true  story  of 
the  American  Doctor. 

You’d  agree  1 00%  on  that.  There  have  been  too  many  of  the 
other  kind  of  story. 

You  know  that  the  vast  majority  of  American  doctors  are 
honest,  hardworking,  skilled  and  dedicated  human  beings 
who  have  the  interests  of  their  patients  at  heart. 

That’s  exactly  what  the  AMA  is  trying  to  make  the  public 
aware  of. 


One  of  the  many  ways  the  AMA  is  doing  it  is  through  its 
special  communications  program. 

Perhaps  you’ve  seen  pages  in  newspapers  and  national 
magazines  signed  “America’s  Doctors  of  Medicine.”  They’re 
part  of  this  program.  It  tells  the  true  story  of  what  it  takes  to 
become  a doctor.  The  ways  American  medicine  has  improved 
the  public’s  health.  And  to  express  the  profession’s  concern 
about  health  by  providing  information  which  will  help  every 
American  lead  a healthier  life. 

We’re  telling  this  story  for  you,  the  American  doctor.  If  we 
are  to  continue  to  represent  you  effectively,  we  need 
your  support. 

Find  out  more  about  what  the  AMA  does  for  you  and  the 
public.  Send  for  the  pamphlet,  “The  AMA  and  the  American 
Doctor:  Sharing  a Common  Goal.”  Write:  Dept.  DW,  at  the 
address  below. 

JOIN  US. 

WE  CAN  DO  MUCH  MORE  TOGETHER. 

American  Medical  Association 

535  North  Dearborn  Street/Chicago,  Illinois  6061 0 


Advertisement 


“ The  history  of  science,  and  in 
particular  the  history  of  medicine . ..is ... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “ The  History 

of  Medicine  Versus  the  History  of  Art  ” 


Are  combination  drug 
products  useful  in  treatment 
involving  concomitant  use 
of  two  or  more  drugs? 
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Results  of  a questionnaire  to 
7,000  physicians: 

62.9% 

Believe  combination  drug 
products  are  useful. 


13.8% 

Do  not  believe  combination  drug 
products  are  useful. 


Are  combination  drug  products 
useful  in  treatment  involving 
concomitant  use  of  two  or  more  drugs; 


Doctor  of  Medicine 


Louis  Lasagna,  M.D. 
Professor  and  Chairman 
Department  of 
Pharmacology  & Toxicology 
University  of  Rochester 
School  of  Medicine 
and  Dentistry 


Obviously,  many  drugs 
are  given  concomitantly. 
Whether  it  makes  sense  to 
combine  medications  in  one 
preparation,  be  it  capsule, 
tablet,  or  liquid,  is  a ques- 
tion that  can  be  answered 
only  by  examining  the  ad- 
vantages and  disadvantages 
in  the  individual  case. 

Among  the  advantages 
is,  first  of  all,  convenience. 
The  more  medications  that 
are  taken  concurrently  and 
the  more  complicated  the 
directions,  the  less  likely 
the  patient  is  to  take  medi- 
cations accurately.  From 
the  standpoint  of  conven- 
ience and  accuracy,  and 
economy  as  well,  you  can 
make  an  important  case  for 
putting  medications  to- 
gether in  one  preparation,  as 
long  as  they  are  compatible. 

By  the  same  token,  when 
you  prescribe  a properly 
tested  and  rational  com- 
bination, you  should  have 
less  worry  about  pharma- 
ceutical or  pharmacological 
compatibility  — and  about 
reasonable  dosage  ratios  as 
well.  Compatibility  of  the 
formulation  should  he  dem- 
onstrated in  the  laboratory 
and  clinic  before  the  prod- 
uct is  available  for  pre- 
scription—which  is  more 
than  can  usually  be  said  for 


the  physician’s  own  spon- 
taneous creations.  And,  the 
dosage  ratios  employed  in 
rational  precompounded 
combinations  are  designed 
to  meet  the  needs  of  sub- 
stantial numbers  of  “typi- 
cal" patients. 

There  is  no  doubt  that 
many  “atypical"  patients 
are  to  he  found,  and  for 
them  the  prefabricated 
combination  must  he  re- 
jected. But  that  hardly 
argues  for  eliminating  ra- 
tional combinations  from 
the  market.  Think,  for  ex- 
ample, of  the  problems  that 
would  arise  if  the  compo- 
nents of  widely  accepted 
combinations,  like  the  oral 
contraceptives  and  the  diu- 
retic-antihvpertensives,  al- 
ways had  to  be  prescribed, 
purchased  and  ingested 
separately. 

One  disadvantage  that 
comes  to  mind  is  some  doc- 
tors’ unawareness  of  the 
ingredients  a given  combin- 
ation contains.  For  ex- 
ample, a doctor  might  know 
that  a patient  is  allergic  to 
aspirin  but  forget  that  a 
certain  analgesic  mixture, 
which  he  knows  only  by  its 
trade  name,  contains  aspi- 
rin. His  prescription,  then, 
causes  considerable  dis- 
comfort, to  say  the  least. 
This  problem  is  a function 
of  physician  education, 
rather  than  of  combination 
therapy  as  such.  Improving 
doctors’  knowledge  about 
all  medicaments  they  pre- 
scribe is  a problem  that  de- 
serves tackling  on  its  own. 

Another  accusation  lev- 
eled at  combination  drugs 
is  that  they  encourage 
sloppiness  of  diagnosis  and 
treatment.  In  many  cases, 
however,  a combination 
may  prove  to  be  the  most 
effective  choice.  A good  ex- 


ample of  the  usefulness  of 
combinations  appears  in  a 
recent  article  in  the  Jour- 
nal of  Chronic  Diseases  on 
the  efficacy  and  side  effects 
of  an  antihypertensive  con- 
taining three  ingredients, 
in  which  the  track  records 
of  the  combination  drug 
and  the  individual  ingredi- 
ents were  compared.  Inter- 
estingly enough,  whether 
the  drugs  were  given  indi- 
vidually or  together,  inci- 
dence apd  severity  of  side 
effects  were  the  same.  But 
blood  pressure  control  was 
invariably  better  when  the 
drugs  were  taken  in  one 
combination  tablet  than 
when  they  were  taken  sep- 
arately (in  “titratable”  dos- 
age) or  in  two  or  three 
different  tablets. 

Deciding  which  combina- 
tions constitute  rational 
therapy  obviously  leads  to 
a discussion  of  who  is  to 
determine  which  should  be 
used  and  which  should  not. 
Realistically,  I think  com- 
binations should  be  evalu- 
ated somewhat  differently 
if  they  are  old  and  estab- 
lished or  new  and  untried. 

In  today’s  regulatory 
atmosphere,  there  is  no 
possibility  of  a new  com- 
bination being  put  on  the 
market  without  a substan- 
tial amount  of  acceptable 
evidence  in  the  form  of 
controlled  trials  that  show 
it  to  be  safe  and  efficacious. 
On  the  other  hand,  I be- 
lieve a different  set  of 
standards  should  apply  to 
combination  preparations 
that  have  been  around  for 
a long  time.  In  other  words, 
physician  acceptance  over 
a long  period  should  be 
given  some  weight  as  evi- 
dence of  the  efficacy  and 
safety  of  these  drugs. 

The  FDA,  however,  does 
not  seem  to  share  this  at- 
titude. It  often  requires, 
for  these  older  products, 
controlled  trials  that  will 
monopolize  the  time  of  al- 
ready overtired  investiga- 


tors and  cost  a greal  de; 
of  money.  I wish  we  coul 
agree  on  a “grandfath< 
clause”  approach  to  prep; 
rations  that  have  been  in  u 
for  a number  of  years  ar 
that  have  an  apparent 
satisfactory  track  record. 

For  example,  I thir 
some  of  the  antibiotic  cor 
binations  that  were  take 
oil  the  market  by  the  FD 
performed  quite  well.  I a 


thinking  particularly 
penicillin  - streptomyc 
combinations  that  patien 
— especially  surgical  p. 
tients  — were  given  in  01 
injection.  This  marie  f 
less  discomfort  for  the  pi 
tient,  less  demand  ( 
nurses’  time,  and  few* 
opportunities  for  dosaj 
errors.  To  take  such 
preparation  off  the  mark 
doesn’t  seem  to  he  go< 
medicine,  unless  actual  u 
age  showed  a great  deal 
harm  from  the  injectio 
(rather  than  the  propi 
use)  of  the  combination. 

The  point  that  should 
emphasized  is  that  the 
are  both  rational  and  irr 
tional  combinations.  T1 
real  question  is,  who  shou 
determine  which  is  whic 
Obviously,  the  FDA  mu 
play  a major  role  in  ma 
ing  this  determination, 
fact,  I don't  think  it  c; 
avoid  taking  the  ultima 
responsibility,  but  it  shou 
enlist  the  help  of  outsi 
physicians  and  experts 
assessing  the  evidence  a 
in  making  the  ultimate  c 
cision. 
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If  two  medications  are 
used  effectively  to  treat  a 
certain  condition,  and  it  is 
known  that  they  are  com- 
patible, it  clearly  is  useful 
and  convenient  to  provide 
them  in  one  dosage  form. 
It  would  make  no  sense,  in 
fact  it  would  be  pedantic, 
to  insist  they  always  be 
prescribed  separately.  To 
avoid  the  appearance  of 
pedantry,  the  “expert”  de- 
cries the  combination  be- 
cause it  is  a fixed  dosage 
form.  When  the  “expert” 
invokes  the  concept  of  fixed 
dosage  form  he  obscures 
the  fact  that  single-ingre- 
dient pharmaceutical  prep- 
arations are  also  fixed 
dosage  forms.  By  a singular 
semantic  exercise  he  im- 
plies a pejorative  meaning 
to  the  term  “fixed  dose” 
only  when  he  uses  it  with 
respect  to  combinations. 
What  is  ignored  is  the  sim- 
ple fact  that  only  in  the 
rarest  of  circumstances 
does  any  physician  attempt 
to  titrate  an  exact  thera- 
peutic response  in  his  pa- 
tient. It  is  quite  possible 
that  some  aches  and  pains 
will  respond  to  500  mg.  of 
aspirin  yet  that  fact  does 
not  militate  against  the  us- 
ual dose  being  650  mg. 

The  other  semantic  ploy 
often  called  into  play  is  to 
describe  a combination 
product  as  rational  or  irra- 
tional. 

Take  antibiotic  mixtures, 
the  source  of  much  of  the 
criticism  generated  against 


combinations  generally. 
Obviously,  no  one  should 
be  exposed  willy-nilly  to 
the  potential  side  effects  of 
two  or  three  antibiotics 
when  only  one  is  needed. 
At  the  same  time  there  are 
cases  where  it  is  prudent 
to  prescribe  more  than  one. 
The  clinician  is  the  judge 
in  these  circumstances,  as 
he  should  be. 

There  is  no  clear  defini- 
tion of  the  w'ord  rational. 
Most  persons,  I suppose, 
would  find  it  synonymous 
with  reasonable,  but  in 
many  circumstances  it 
may  best  be  defined  as  the 
opinion  of  those  in  power 
at  the  moment. 

Other  factors  govern  com- 
bination therapy,  not  the 
least  of  which  has  been  its 
broad  use  by  practicing  phy- 
sicians anxious  to  achieve 
convenience  in  prescribing, 
to  reduce  medication  error, 
and  to  save  money  for  their 
patients.  Combinations 
clearly  have  met  the  test 
on  all  three  counts. 

I have  been  impressed  by 
studies  showing  that  the 
rate  of  error  climbs  mark- 
edly with  the  number  of 
medications  to  be  taken, 
even  with  sophisticated  pa- 
tients. When  medically 
justified,  therefore,  this  fac- 
tor alone  supports  the  logic 
of  combination  therapy. 

The  cost  argument  for 
combinations  appears  to  be 
irrefutable.  In  1971,  R.  A. 
Gosselin  studied  the  71 
combination  products  (ex- 
cluding oral  contraceptives) 
among  the  200  most  pre- 
scribed drugs.  The  study 
found  that  if  all  71  products 
were  discontinued,  and  if 
each  ingredient  in  these 
combinations  w'ere  pre- 
scribed separately,  the 
price  of  medicines  to  pa- 
tients w'ould  jump  by 
$443.2  million  on  a national 
basis!  At  a time  when  the 
cost  of  medical  care  is  un- 
der so  much  fire,  it  would 
be  nonsensical  to  boost 
costs  without  clearly  irre- 


futable medical  reasons. 

The  part  played  by  gov- 
ernment on  this  question, 
of  course,  is  fundamental. 
The  FDA  should  play  a 
role  in  determining  which 
combinations  are  reason- 
able. That  role,  as  defined 
by  law  and  regulation,  is  to 
ensure  that  any  medication 
on  the  market  is  safe  and 
effective  in  line  with  its 
label  claims.  Certainly  com- 
binations are  entitled  to  as 
much  consideration  as  sin- 
gle entities  — neither  more 
nor  less.  So  long  as  the  ad- 
dition of  one  drug  to  an- 
other does  not  make  either 
less  safe,  or  less  effective, 
so  long  as  they  are  com- 
patible in  a formulation, 
we  have  a reasonable  prod- 
uct. It  makes  no  sense  to 
recommend  the  use  of  two 
products  for  certain  condi- 
tions and  to  deny  their  be- 
ing combined  in  a single 
form.  An  unhappy  side  ef- 
fect of  the  problem  con- 
cerns the  efficacy  panel  dis- 
cussions of  many  products 
submitted  for  review.  The 
term  “effective,  but”  has 
been  freely  interpreted  to 
mean  “ineffective”  in  toto, 
regardless  of  the  merit  of 
the  individual  drugs.  This 
interpretation  has  placed 
numerous  useful  combina- 
tion products  in  needless 
jeopardy. 

In  reading  the  actual  re- 
ports of  the  review'  panels, 
it  seems  clear  that  some  of 
the  ratings  were  based  less 
on  scientific  research  and 
clinical  observation  than  on 
the  “informed”  opinions  of 
the  panelists.  These  “in- 
formed” opinions  were  ac- 
cepted at  face  value,  while 


the  “informed”  opinions  of 
others  who  had  used  the 
products  were  rejected.  All 
of  this  put  combination 
products  into  a sort  of 
scientific  never-never  land. 

It  should  be  kept  in  mind 
by  all.  government  as  well 
as  others  involved  in  our 
health  care  system,  that 
advances  in  therapy  are 
seldom  made  in  leaps  and 
bounds  but  rather  by  small 
painstaking  steps— and  that 
some  of  these  steps  have  re- 
sulted  from  research  in 
combination  drugs  as  well 
as  with  single  entities. 
Given  the  near-infinite  bio- 
logic variation  in  patient 
response,  this  is  hardly  sur- 
prising  to  clinicians.  It 
should  not  be  to  regulatory 
agencies  either. 

In  the  end,  the  practicing 
physician  is  in  the  best 
position  to  decide  if  a par- 
ticular combination  makes 
sense.  Such  a decision 
should  not  be  made  exclu- 
sively by  those  whose  re- 
sponsibility for  continuing 
clinical  care  is  limited. 
Clinicians  are  the  best 
judges  of  efficacy  because 
the  ultimate  proof  of  any 
product’s  effectiveness  is 
acceptance  by  physicians 
who  have  observed  its  ac- 
tions in  patients  over  time. 
The  corollary  statement 
may  be  made  about  over- 
the-counter  medicines, 
which  would  not  long  sur- 
vive if  they  failed  to  afford 
the  relief  the  user  antici- 
pates. That  the  antihista- 
mine in  a “cold”  remedy 
may  not  always  be  neces- 
sary is  no  reason  to  proscribe 
the  combination  generally. 


Opinion  ^Dialogue 


What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


ON  LARGE  STUDIES 

What  is  the  matter  with  statistics?  Noth- 
ing really,  but  statistical  analysis  is  some- 
thing else.  Collecting  numbers  is  commend- 
able, but  interpreting  them  can  be  question- 
able. You  will  look  in  vain  for  cause  and 
effect  in  the  index  of  a statistical  book, 
there  is  only  correlation.  But  things  may 
seem  to  be  correlated  when  they  are  not. 
And  tests  of  significance  are  based  on  the 
belief  that  if  the  probability  is  less  than  one 
twentieth  that  what  happened  is  due  to 
chance,  then  it  is  significant,  and  the  treat- 
ment you  used  probably  brought  it  about. 

But  statistical  analysis  bogs  down  in  large 
studies,  which  seem  only  to  waste  a great 
deal  of  time  and  effort  and  money,  and  be- 
come a triumph  of  industry  over  intelligence. 
There  was  a large  - scale  study  of  curare, 
which  took  years  and  involved  thousands  of 
patients  and  failed  to  convince  me  that  it 
proved  anything.  And  another  was  a fairly 
recent  national  investigation  of  the  effects 
of  halothane  on  the  liver.  In  this  exercise, 
institutional  death  rates  varied  over  a range 
of  more  than  2000  percent,  and  I think  that 
is  enough  to  throw  out  the  whole  study. 

I believe  it  is  time  that  we  stopped  analyz- 
ing curare  and  halothane,  and  set  our  house 
in  order,  by  analyzing  the  statistical  method 
itself.  It  apparently  cannot  be  applied  to 
large  studies,  and  these  waste  money  and 
effort  and  lead  only  to  valueless  results. 
We  might  determine  the  accuracy  of  the 
statistical  method,  by  seeing  how  often  its 
predictions  come  true,  if  this  can  be  done. 

There  is  nothing  wrong  with  numbers,  for 
if  you  do  not  measure  things,  you  do  not 
know  what  you  are  talking  about.  But  there 
is  very  much  that  is  wrong  with  what  we 
do  with  the  numbers.  If  we  cannot  add  my 
numbers  and  yours,  there  was  something 
wrong  with  mine  that  didn’t  become  obvious 
until  I saw  yours. 

It  is  time  that  we  overhauled  statistical 
analysis,  or  that  we  stopped  large  studies. 

F.C. 


WHAT  HOSPITAL? 

Hospitals  used  to  be  named  for  people  or 
places  or  even  diseases.  This  led  to  such 
titles  as  the  Hospital  for  Incurable  Diseases, 
or  for  Ruptured  and  Crippled,  or  for  Skin 
and  Cancer,  or  for  the  Insane.  Some  of  these 
names  were  obviously  offensive  and  were 
changed  to  Hospitals  for  Corrective  Surgery 
or  for  Special  Surgery,  and  others  became 
simply  State  Hospitals.  Some  of  these  are 
apparent  euphemisms,  and  worse  still,  the 
names  tell  you  nothing.  When  people  got  to 
know  what  State  Hospital  meant,  it  was 
changed  to  Regional  Center.  I have  heard 
of  a Building  for  Offensive  Diseases. 

Then  there  are  the  City  Hospital,  the 
Mary  Wilding  Memorial  Hospital,  the  Foun- 
dling Hospital,  the  John  H.  Turner  Hospital, 
and  Memorial  Hospital.  After  a while,  no- 
body remembers  who  Mary  was,  and  Me- 
morial is  as  nonspecific  as  you  can  get. 
We  have  had  Hospitals  for  Tuberculosis,  and 
that  wonderful  designation,  the  Lying-In 
Hospital. 

I have  been  in  a V.A.  Hospital,  seen  a 
County  Hospital,  visited  an  Army  Hospital, 
and  heard  of  a Tonsil  Hospital.  I have 
known  of  a Hospital  for  Special  Study,  and 
we  have  a University  Medical  Center,  a 
Children’s  Hospital,  and  a Floating  Hospital. 
A Tenth  Street  Hospital  sometimes  gets 
moved  to  Eighteenth  Street,  and  then  they 
don’t  know  what  to  call  it. 

But  City,  Memorial,  Insane,  and  Tubercu- 
losis are  hardly  words  to  make  you  welcome  ; 
Memorial  sounds  downright  ominous  to  me. 
You  may  call  the  building  a hospital  or  dis- 
pensary or  surgery,  but  I should  like  to  see 
a Get  Well  Hospital,  or  a Good  Health  Hostel. 
Curative  Clinic  sounds  good,  and  so  does 
Surgical  Sanatarium,  and  Infirmary  Inn  is 
better  than  some  we  have  now. 

This  is  where  you  go  to  get  well,  we  tell 
children.  But  what  do  hospital  names  mean 
to  us?  Some  of  them  sounded  like  this  is 
where  you  went  to  die. 

F.C. 


December,  1972 
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GET  IN  AND  GET  OUT 


THE  ORTHOPOD 


Surgeons  are  different  from  everybody 
else,  and  they  are  just  as  different  from  each 
other.  Some  are  innovative  and  curious  and 
some  are  not,  some  read  and  some  do  not 
have  time  to  read,  some  are  decisive  and 
some  agonize,  some  tie  and  some  burn,  some 
are  gentler  than  others,  some  find  all  their 
cases  unusual;  and  some  are  fast  and  some 
are  slow. 

Two  of  the  finest  surgeons  I have  worked 
with  were  the  very  slowest  in  the  business. 
One  of  them  told  me  that  he  advised  his  resi- 
dents to  slow  down  and  to  take  more  time ; 
the  other  was  once  accused  by  a colleague 
of  putting  stitches  on  top  of  stitches.  But 
they  were  decisive. 

Aside  from  these  two,  speed  in  surgery 
has  been  synonymous  with  the  ability  to 
make  decisions,  and  with  skill  and  with  suc- 
cess. But  I cannot  formulate  a law,  be- 
cause I do  not  know  what  to  do  with  those 
two  who  were  slow  and  good. 

When  the  blood  pressure  is  low  and  the 
surgeon  asks  the  anesthesiologist  if  he 
wants  him  to  stop,  the  answer  I would  al- 
ways give  is  no,  hurry  up.  Good  fast  sur- 
geons I have  worked  with  put  it  differently, 
“Let’s  get  out  of  here  before  Frank  kills 
her.”  Or  “Let’s  get  out  of  here  before  we 
kill  her,”  usually  it  was  Frank.  A hundred 
years  ago,  the  anesthetist  was  in  command, 
because  there  was  so  much  uncertainty  and 
ignorance,  and  he  could  order  the  operation 
stopped,  but  what  is  the  operator  to  do 
with  a divided  artery  or  a transected  stom- 
ach today?  Stopping  the  operation  is  un- 
thinkable, and  slowing  down  is  as  bad.  One 
operator  said  to  me,  “If  we  went  any  slower, 
we’d  have  to  stop.” 

Aside  from  those  two,  every  extra  minute 
the  patient  spends  on  the  operating  table  is 
hazardous,  and  probably  shortens  his  life  by 
a year.  The  two  slow  and  good  ones  said 
anesthesia  is  physiological  sleep  and  is  per- 
fectly safe;  he  can  keep  the  patient  there 
forever.  I said  no,  it’s  dangerous,  which 
was  funny;  I was  giving  the  anesthetic. 

This  is  not  the  day  of  the  60  second  am- 
putation, but  I’ll  take  the  fast  surgeon. 

F.C. 


His  title  says  that  he  is  a straightener 
of  children,  and  he  is  the  most  curious  of 
surgeons.  Orthopedists  used  to  be  great 
big  fellows  who  could  reduce  dislocations 
and  fractures  with  their  bare  hands  and 
without  anesthesia,  but  no  more.  Still,  they 
are  not  in  it  with  the  eye  and  ear  doctors 
who  operate  with  miscroscopes.  If  the 
urologist  is  the  plumber,  these  fellows  are 
the  carpenters  of  our  family,  their  tools  are 
the  hammer,  brace  and  bit,  and  chisel;  and 
they  would  use  an  axe  if  there  were  room  to 
swing  it  in  the  operating  theater. 

For  all  their  corrective  work,  they  are 
great  at  taking  things  out.  The  carpal  navi- 
vular  comes  out,  and  so  does  the  head  of 
the  radius,  the  patella,  and  the  interverte- 
bral disk.  And  of  course  there  are  the  good 
old  cartilages  of  the  knee. 

But  pneumonia  is  no  longer  the  old  man’s 
friend  in  fracture  of  the  hip.  They  nail  hips 
now,  and  they  insert  prostheses  in  a particu- 
larly undelicate  operation;  and  they  are  go- 
ing over  to  total  replacement  of  hips  and 
knees.  And  in  these  days  of  violence,  their 
reconstructive  surgery  has  done  wonders  for 
us.  They  are  clever  with  hands,  and  pa- 
tients walk  now  because  of  orthopedists. 
Their  very  special  field  is  the  curse  of  mod- 
ern times,  the  backache,  which,  I can  assure 
you,  is  not  always  caused  by  falling  of  the 
womb. 

I like  the  orthopedist;  I should  not  care 
to  drive  screws  (they  do  that,  too)  and  pound 
away  with  the  mallet  and  drill  holes  in 
people,  but  somebody  has  to  do  it.  Comes 
the  ice  or  the  social  hour  or  the  snowmobile 
or  skiing,  and  we  fall  and  break  parts  of  our 
skeletons,  and  these  people  can  fix  you  up  like 
new.  Their  slogan  is  “No  bone  ever  breaks 
twice  in  the  same  place,”  whatever  that 
means. 

They  are  rough  fellows,  but  they  are  do- 
gooders. 

F.C. 

HOW  TO  LIVE  TO  BE  A HUNDRED 

On  your  hundredth  birthday  reporters  will 
descend  on  you  like  mosquitoes  at  a picnic 
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when  they  know  I am  there,  with  the  same 
two  questions:  How  does  it  feel  to  be  a 
hundred,  and  why  are  you  still  alive?  The 
second  query  is  put  more  delicately : To 
what  do  you  attribute  your  longevity? 

Now,  the  centenarian  may  or  may  not  be 
an  authority  on  the  subject.  But  even  if 
he  is  not,  and  excepting  the  effect  of  he- 
redity, it  is  good  to  know  something  about 
his  habits.  Some  have  abstained  from  al- 
cohol and  from  tobacco.  Some  ate  wisely 
and  sparingly.  Some  were  fortunately  able 
to  avoid  anxiety,  and  some  exercised  regu- 
larly. But  perhaps  we  are  looking  for  the 
answer  on  which  we  were  long  ago  decided, 
which  is  no  way  to  study  anything. 

For  some  drank  and  ate  well,  and  enjoyed 
life,  and  took  no  exercise,  and  outlived  their 
doctors.  Some  avoided  church  religiously, 
to  the  point  of  not  attending  the  funerals 
of  their  friends. 

Then  there  are  the  old  wives  tales.  If 
you  eat  an  onion  every  day  for  80  years, 
you  won’t  die  young.  And  keep  breathing. 
And  be  sure  to  choose  parents  who  lived  to 
a hundred. 

It’s  a good  thing  we  have  the  metric  sys- 
tem, or  people  would  want  to  live  to  be  144. 
And  there  is  a belief  that  doctors  live  long 
because  we  have  secret  remedies  that  we 
give  only  to  each  other. 

F.C. 

YOU  CAN’T  DIE  OF  EVERYTHING 

We  are  destined  from  birth  to  die  of 
something,  even  if  it  is  being  hit  by  a truck. 

It  is  of  course  possible  to  die  in  an  accident 
the  day  before  you  would  have  had  a fatal 
heart  attack.  In  that  event,  even  though 
previous  examinations  and  family  history 
may  have  predicted  that  you  would  one  day 
come  down  with  heart  disease,  you  would 
not,  and  geneticists  and  statisticians  would 
be  confronted  with  an  obvious  trap. 


In  the  same  way,  someone  headed  for  can- 
cer might  never  get  it,  and  die  of  pneu- 
monia instead,  and  all  sorts  of  diseases  for 
which  we  carry  gene-like  things  may  never 
materialize. 

If  you  live  long  enough,  you  may  get 
everything. 

But  we  avoid  so  many  diseases  by  dying. 

F.C. 


INSUFFICIENCY  OR  INEFFCIENCY 

During  the  older  days  of  medicine,  the 
physician  would  talk  to  the  patient  and 
examine  him  and  then  say  wisely  that  the 
trouble  was  in  the  kidney,  and  that  was  all 
he  would  say. 

After  a while,  the  doctor  told  exactly  what 
was  wrong  with  the  kidney,  or  the  brain,  and 
what  part  of  the  organ  was  involved,  and 
prescribed  for  it,  so  that  he  could  look  as 
good  as  his  colleagues  and  better  than  his 
predecessors. 

In  the  latter  part  of  the  twentieth  century, 
we  have  gone  back  to  the  antedeluvian  age, 
and  we  do  not  diagnose.  If  we  tell  a patient 
that  his  trouble  is  in  the  lungs,  we  may  not 
get  away  with  it,  but  if  we  say  he  has  pul- 
monary insufficiency,  he  is  sufficiently  im- 
pressed. 

But  I vigorously  oppose  the  influx  of  non- 
diagnoses that  have  flooded  our  literature 
and  have  made  pretenders  of  us  all,  and  I 
submit  that  these  things  are  not  diagnoses: 

Cardiac  insufficiency. 

Pulmonary  insufficiency. 

Cerebral  insufficiency. 

Renal  insufficiency. 

There  may  be  others,  like  the  pancreas 
and  the  adrenal  gland.  These  things  are  not 
diagnoses,  and  the  word  insufficiency 
should  be  stricken  from  the  doctor’s  lan- 
guage. Unless  it  is  physician’s  insufficiency. 

F.C. 


December,  1972 
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ORIGINAL  ARTICLES 


Medical  Evaluation  and  Management 
Of  Osteoarthritis  of  the  Hip 


THE  etiology,  prevalence,  patho- 
genosis,  and  pathology  of  osteo- 
arthritis of  the  hip  are  beyond 
the  scope  of  this  discussion,  but  I feel  that 
it  is  important  to  emphasize  certain  clinical 
aspects  and  current  therapeutic  measures, 
and  to  comment  briefly  on  the  selection  of 
patients  for  total  hip  replacement. 

Osteoarthritis  of  the  hip  may  occur  as  a 
primary  (arising  de  novo)  or  as  a secondary 
disease.  Secondary  osteoarthritis  refers  to 
a clinical  syndrome  indistinguishable  from 
the  primary  form  except  for  factors  respon- 
sible for  initiating  the  joint  damage.  Sec- 
ondary osteoarthritis  of  the  hip  may  follow 
congenital  dislocation  of  the  hip,  congenital 
subluxation  and  shallow  acetabulum,  Legge- 
Calve-Perthes  disease,  adolescent  coxa  vara, 
fracture  or  traumatic  dislocation  of  the  fe- 
moral head,  fracture  of  the  pelvis,  avascular 
necrosis,  septic  arthritis,  rheumatoid  ar- 
thritis, rheumatoid  varients.  Paget’s  dis- 
ease of  the  pelvis  or  femur,  and  protrusio 
acetabuli.  Physicians  concerned  with  the 
management  of  such  patients  must  deter- 
mine the  degree  of  osteoarthritis  involve- 
ment before  a therapeutic  program  can  be 
instituted. 

Pain  on  weight  bearing  with  or  without 
an  associated  limp,  is  the  most  common  pre- 
senting feature  of  osteoarthritis  of  the  hip. 
The  pain  is  described  as  a dull  ache  or  deep 
pain,  worse  after  weight  bearing,  and  at  the 
end  of  the  day.  The  pain  is  often  relieved 
by  rest,  but  prolonged  rest  periods  usually 
result  in  increased  pain  and  stiffness.  The 
discomfort  insidiously  and  relentlessly  in- 
creases over  a variable  period  of  months 
to  years ; it  may  become  constant  and  may 
interfere  with  sleep.  Deformity  and  limita- 
tion of  motion  usually  follow  the  pain,  and 
are  likewise  slowly  progressive.  A few  pa- 
tients experience  little  pain  in  the  hip  it- 
self, but  complain  of  pain  referred  to  the  in- 
guinal area,  inner  thigh,  buttocks,  posterior 
thigh,  and  knee.  Such  patients,  as  well  as 
those  with  backache  secondary  to  an  as- 
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sociated  lumbar  lordosis,  can  be  diagnostic 
problems.  Patients  present  at  varying  stages 
of  the  disease  and  stoic  individuals  often 
will  not  seek  medical  advice  until  the  pain 
and  disability  have  significantly  altered  their 
daily  routine,  occupational  endeavors,  or  lei- 
sure activities. 

The  typical  deformity  seen  on  examina- 
tion is  adduction  and  external  rotation  of  the 
leg.  Pain  results  from  attempted  abduc- 
tion and  fnternal  rotation  of  the  hip.  There 
is  often  an  associated  weakness  and  atrophy 
of  the  gluteus  and  quadriceps  musculature. 
Flexion  and  adduction  of  the  thigh  produce  a 
pelvic  tilt  with  an  apparent  shortening  of 
the  leg;  this  results  in  the  characteristic 
limp  and  shuffling  gait.  An  important  phys- 
ical finding  is  the  downward  tilting  of  the 
pelvis  when  the  patient  stands  on  the  affect- 
ed leg  (Trendelenberg  sign).  Normally,  the 
pelvis  tilts  upward  on  the  non-weight  bear- 
ing side.  True  shortening  of  the  involved 
leg  does  occur  due  to  subluxation  or  destruc- 
tion of  the  femoral  head,  femoral  neck  de- 
formity, or  protrusio  acetabuli,  but  is  usual- 
ly less  than  2-3  cm.  Measurements  of  appar- 
ent leg  length  (umbilicus  to  medial  malleo- 
lus) and  true  leg  length  (anterior  superior 
iliac  spine  to  medial  malleolus)  and  degrees 
of  flexion,  extension,  abduction,  adduction, 
internal  rotation,  and  external  rotation, 
should  be  recorded  for  future  evaluation  of 
therapeutic  effectiveness  and/or  progression 
of  the  disease. 

Radiologically,  the  characteristic  features 
of  osteoarthritis  of  the  hips  are  a loss  of 
joint  space,  sclerosis  of  the  opposing  sur- 
faces of  the  femoral  head  and  acetabulum, 
formation  of  subchondral  bone  cysts,  and  the 
presence  of  osteophytes  at  the  margin  of  the 
joint.  These  changes  may  be  minimal  or 
severe,  and  localized  or  diffuse.  Laboratory 
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parameters  (hemograms,  biochemical  pro- 
files, acute  phase  reactants,  specialized  rheu- 
matologic  tests)  are  normal  in  osteoarthritis 
of  the  hip,  but  should  be  performed  as  part 
of  the  initial  evaluation  of  the  patients.  Syn- 
ovial analysis  is  normal  except  for  an  in- 
creased volume  of  fluid,  a moderate  leukocy- 
tosis, and  increased  cartilage  debris. 

The  initial  step  in  the  management  of  the 
patient  with  osteoarthritis  of  the  hip  is  a 
thorough  medical  evaluation  (to  exclude  dis- 
eases simulating  osteoarthritis,  and  to  sep- 
arate primary  from  secondary  forms  of  the 
disease)  and  a thorough  assessment  of  the 
patient’s  life  style  and  physical  stresses. 
Once  the  diagnosis  is  established,  the  physi- 
cian can  reassure  the  patient  concerning  the 
nature  of  the  disease,  its  usual  slow  progres- 
sion, its  response  to  various  forms  of  ther- 
apy, and  the  paucity  of  severe  crippling. 
Too  often  an  aura  of  defeatism  exists  and 
the  patient  is  simply  told  to  “take  aspirin, 
get  lots  of  rest,  and  live  with  your  pain.” 

A firm  doctor-patient  relationship  and  the 
conveyance  of  reasonable  optimism  regard- 
ing future  therapy  are  extremely  important 
in  the  management  of  such  patients. 

Studies  have  refuted  the  beneficial  effects 
of  weight  loss  in  patients  with  osteoarthritis 
of  the  hips ; however  I have  found  that  such 
patients  often  derive  at  least  partial  relief 
of  their  pain  with  weight  reduction.  Many 
patients  will  undergo  hip  surgery  at  a later 
date,  and  a normal  weight  will  greatly  fa- 
cilitate their  operative  and  post-operative 
well  being.  Another  method  designed  to  re- 
duce the  load  transmitted  through  the  femur 
is  achieved  by  the  use  of  a cane  held  in  the 
hand  opposite  the  hip  involvement.  Too 
often,  patients  will  be  using  a cane  in  an 
improper  manner,  and  will  fail  to  derive 
benefits  from  its  use. 

The  importance  of  alternating  moderate 
exercise  and  rest  should  be  stressed.  Pa- 
tients are  often  able  to  do  more  work  with 
less  pain  if  they  will  rest  in  bed  for  an  hour 
each  morning  and  afternoon.  Moist  heat 
(bathtub,  shower,  hot  packs,  whirlpool,  Hub- 
bard tank)  often  provides  relief  of  pain  and 
can  be  carried  out  at  home  or  in  a physi- 
cal therapy  facility.  Isometric  exercises  to 


strengthen  involved  muscles,  and  swimming, 
are  excellent  modalities  for  the  osteoarthritic 
hip.  Many  patients  have  the  misconception 
that  vigorous  exercise  of  an  osteoarthritic 
joint  is  beneficial.  This  should  be  avoided, 
just  as  too  sedentary  a life  is  to  be  avoid- 
ed, because  of  its  attendant  muscle  atrophy. 
The  physician  must  help  the  patient  plan  a 
lifestyle  within  the  limits  of  his  capacities. 

Salicylates  (2-4  grams/day)  in  addition  to 
their  considerable  analgesic  and  anti-inflam- 
matory effects,  have  been  shown  to  slow  down 
cartilage  degeneration.  The  importance  of 
salicylates  should  be  stressed,  as  many  pa- 
tients show  reluctance  to  use  “inexpensive,” 
“over-the-counter”  medications.  Salicylates 
are  best  administered  with  meals  and  with 
milk  at  bedtime,  and  are  available  in  a vari- 
ety of  long-acting  and  buffered  preparations. 
Enteric  coated  preparations  are  best  avoided 
because  of  irregular  absorption.  Tinnitus, 
excessive  sweating,  gastric  irritation  and 
bleeding,  and  interference  with  anticoagu- 
lants are  reasons  often  cited  for  discontinu- 
ance of  salicylates.  Patients  unable  to  toler- 
ate or  use  salicylates  will  often  obtain  anal- 
gesia from  acetoaminophen,  propoxyphene, 
or  pentazocaine.  Narcotics  are  rarely  neces- 
sary or  indicated. 

Indomethacin  (75-150  mgm/day)  is  par- 
ticularly beneficial  in  the  management  of 
osteoarthritis  of  the  hip.  It  is  equally  or 
more  effective  than  large  doses  of  salicylates. 
Indomethacine  should  be  administered  in 
gradually  increasing  dosages,  and  should  be 
given  with  meals  or  food  to  avoid  light- 
headedness, headache,  and  gastric  irrita- 
tion. Combination  indomethacin/salicylate 
therapy  seems  to  provide  good  analgesia  de- 
spite studies  indicating  that  plasma  levels 
of  indomethacin  are  reduced  in  the  face  of 
salicylate  administration. 

Phenylbutazone  (200-600  mgm/day)  pro- 
vides good  analgesia  for  acute  exacerbations 
of  pain,  but  is  generally  not  advised  for  pro- 
longed usage.  Salt  and  water  retention,  in- 
terference with  anticoagulant  therapy,  gas- 
tric irritation,  skin  rash,  and  bone  mar- 
row depression  are  untoward  reactions  that 
must  be  anticipated  if  the  drug  is  to  be  used 
long  term.  Dosage  should  be  kept  low,  and 
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routine  blood  counts  performed  if  phenyl- 
butazone is  to  be  administered  continuously. 

Oral  corticosteroids  and  intramuscular 
gold  shots  have  no  role  in  the  management 
of  osteoarthritis  of  the  hip.  Intraarticular 
corticosteroid  therapy  remains  controversial. 
Some  clinicians  avoid  the  use  of  such  agents, 
citing  an  increased  incidence  of  accelerated 
cartilage  degradation,  Charcot-like  arthro- 
pathy, crystal  induced  synovitis,  septic  ar- 
thritis, and  placebo  response  in  injected 
joints.  However,  I feel  that  properly  per- 
formed, intraarticular  injection  of  long  act- 
ing corticosteroids  and  xylocaine  provides 
certain  patients  (who  have  not  responded  to 
more  conservative  measures)  with  prolonged 
analgesia  without  significant  risk.  Too  fre- 
quent administration  of  steroids  into  a hip 
joint  should  be  avoided. 

Investigational  agents  under  study  provide 
reason  for  optimism,  and  include  Ibuprofen 
(analgesia  and  anti-inflammatory),  Rumalon 
(cartilage  extract),  pituitary  growth  hor- 
mone (stimulates  cartilage  growth),  epsilon- 
amino  caproic  acid  (blocks  enzymes  leading 
to  cartilage  destruction),  intraarticular  col- 
loidal gold  (anti-inflammatory  and  anal- 
gesia), and  intraarticular  silicone  (lubricat- 
ing action).  The  mysteries  of  the  biochem- 
istry of  aging,  inflammation,  and  connective 
tissue,  are  being  solved  gradually,  and  new- 
er concepts  of  therapy  are  to  be  anticipated. 
Until  newer  and,  more  importantly,  preventa- 
tive modes  of  medical  therapy  become  avail- 
able, it  must  be  realized  that  a significant 
number  of  patients  with  osteoarthritis  of  the 
hip  will  continue  to  show  progressive  pain 
and  disability,  despite  strict  adherence  to  a 
program  similar  to  that  outlined.  Orthopedic 
consultation  should  then  be  obtained  with 
the  following  thoughts  in  mind: 

1.  Low  friction  arthroplasty  or  total  hip 
replacement  is  now  beyond  the  experimental 
stages  and  has  provided  many  patients  with 
severe  primary  and  secondary  osteoarthritis 
of  the  hips  significant  relief  of  pain  and  dis- 
ability. 


2.  Important  prognostically  in  considera- 
tion of  total  hip  replacement  are  a positive 
mental  attitude,  good  muscle  tone,  good  re- 
flex responses,  and  normal  weight. 

3.  Sepsis  of  the  hip  joint  (ancient  or  re- 
cent) and  the  Charcot  joint  of  tabes  dorsalis 
are  contraindications  to  total  hip  replace- 
ment. 

4.  Radiologic  changes,  despite  their  se- 
verity, are  not  an  indication  for  total  hip  re- 
placement in  the  absence  of  symptoms  and 
signs  of  severe  disease. 

5.  Total  hip  replacement  should  not  be 
performed  prophylactically  or  on  the  basis 
of  a patient’s  request  for  such. 

6.  Age  alone  is  not  a contraindication  for 
total  hip  replacement.  The  procedure  is 
presently  advised  for  those  over  60,  and  the 
procedure  has  been  well  tolerated  by  the 
elderly. 

7.  Bilateral  hip  involvement  has  respond- 
ed well  to  total  hip  replacement,  and  age 
restrictions  have  been  relaxed  to  include 
younger  persons  with  bilateral  disease.  At 
times,  repair  unilaterally  has  resulted  in  im- 
provement in  the  unoperated  hip. 

8.  Total  hip  replacement  has  proven  to 
be  an  effective  salvage  procedure  in  correc- 
tion of  previously  unsuccessful  surgery. 

9.  More  conservatively,  it  must  be  remem- 
bered that  total  hip  replacements  have  only 
been  done  for  nine  years,  and  any  late  side 
effects  remain  unknown. 

10.  The  success  rate  has  been  estimated 
to  be  approximately  95%,  but  when  recom- 
mending such  surgery  one  should  keep  in 
mind  that  one  patient  in  twenty  will  fail. 

I would  say  that  there  is  good  reason  for 
optimism,  and  a great  deal  of  satisfaction 
can  be  derived  from  helping  a patient  for 
whom  “nothing  could  be  done.” 
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Takayasu's  Aortitis,  1972 


WITH  the  availability  of  aorto- 
arteriography,  TA  has  become 
defined  in  its  nature,  extent, 
and  frequency.  Many  synonyms  have  been 
used  to  describe  it:  pulseless  disease,  oblit- 
erative brachiocephalic  arteritis,  panaor- 
titis, aortitis  syndrome,  stenosing  aortitis, 
aortic  arch  arteritis,  panaortoarteritis ; 
also  nonspecific,  primary,  or  idiopathic 
aortitis.  The  diagnoses,  aortic  arch  syn- 
drome, Marotell’s  syndrome  and  occlu- 
sive disease  of  the  aorta,  have  also  been  used 
loosely  to  encompass  this  as  well  as  other 
causes  of  occlusive  aortic  disease.  Several 
diseases  may  cause  stenosis  and  occlusion 
of  the  aorta  and  its  proximal  trunks  and  ar- 
teries. In  general,  TA  is  recognized  by  its 
clinical  features  and  somewhat  more  spe- 
cifically by  its  aortographic,  gross  and  histo- 
pathologic appearances.  The  following  dif- 
ferential diagnosis  (of  etiologies)  must  be 
considered : 

Takayasu’s  aortitis  (TA) 

Atherosclerosis 

Giant  cell  arteritis 

Syphilitic  aortitis  (aggravated  by  ath- 
erosclerosis or  mural  thrombus) 
Dissecting  aneurism  (chronic) 

Atypical  coarctation  and  other  congen- 
ital anomalies 
Trauma 
X-ray  injury 

Adjacent  mediastinal  disease 

(Alestig,  Beretervide,  Cohen,  A.,  Gilmore, 
Heidenberg,  Judge,  Marotell,  Ochsner,  Rao, 
Reaves,  Ross). 

Pathology 

TA  is  a generalized  progressive  disease 
with  predilection  for  the  entire  aorta  and 
its  immediate  branches.  It  is  a large-artery 
disease  for  most  part,  although  on  occasion 
it  extends  well  into  medium-sized  arteries, 
as  the  intracranial  arteries  (Jusic,  Kudo, 
Riehl  1965,  Sano).  Scarring,  thickening,  and 
stenosis  of  the  aorta  and  immediate  branch- 
es are  its  main  specialty.  Less  frequently, 
fusiform  dilatation  or  even  sacular  aneu- 
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rysms  develop  also  in  the  aorta,  at  the  ostia 
or  proximal  branches.  Most  patients  dis- 
close stenosis  and  occlusion.  Less  often, 
stenosis  and  dilatation  occur  in  irregular 
patterns.  Least  common  are  dilatation  and 
aneurysm  formations  alone.  All  of  these 
changes  are  usually  irregularly  segmental, 
located  in  upper  (arch),  middle  or  lower 
aorta ; or  in  multiple  sites ; or  even  exten- 
sively throughout.  The  aortic  arch  is  the 
most  commonly  affected  (50  to  65%);  ex- 
tensive contiguous  aortic  involvement  ap- 
pears in  25  to  30  percent  of  patients.  In 
remaining  patients  there  occur  combined 
descending  and  abdominal  aortic  lesions,  ab- 
dominal aortic  lesions  only  and  finally  multi- 
ple, separate,  patchy  sites  scattered  over 
the  aorta. 

Stenosis  and  occlusion  of  large  arteries 
leaving  the  aorta  are  the  usual  critical  con- 
sequences of  TA;  uncommonly  arterial  or 
aneurismal  rupture  occurs.  By  the  time 
clinical  expression  is  underway,  several  ar- 
terial branches  are  stenotic  or  occluded. 
Brachiocephalic  and  renal  arteries  are  often 
involved,  but  no  artery  appears  exempt : 
coronary,  superior  mesenteric,  celiac,  colic, 
pulmonary,  aortic  bifurcation  and  ilio-fe- 
moral.  Aneurysmal  dilatation  of  ascending 
aorta  produces  aortic  valvular  insufficiency. 

At  the  aortic  arch  the  left  subclavian  or- 
igin appears  among  the  first  and  most  in- 
volved although  a typical  “subclavian  steal ” 
syndrome  is  not  common  in  TA.  Multiple 
arterial  involvement  is  characteristic  of  TA 
although  clinical  clues  may  not  suggest  this 
until  later  in  the  course  of  the  disease.  The 
impression  of  “atypical  coarctation”  is 
reached  on  occasion,  including  even  the  fusi- 
form or  aneurysmal  dilation  at  the  origin 
of  major  arteries. 

The  histopathology  of  TA  starts  with 
a gradual  destruction  of  the  media,  frag- 
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mentation  of  elastic  fibres,  diffuse  fibrosis 
and  chronic  inflammation.  The  intima  re- 
veals hyperplasia  and  edematous  fibrosis. 
In  the  adventitia,  starting  around  vasa  va- 
sorum  there  develops  diffuse  fibrosis, 
chronic  lowgrade  inflammatory  reaction 
and  thickening.  Occasionally  giant  cells  are 
seen  in  media  or  adventitia. 

Causes  of  death  are  usually  heart  failure, 
cerebrovascular  accident  or  renal  insuffi- 
ciency (due  to  renal  ischemia).  Less  often, 
dissecting  or  ruptured  aneurysms  occur. 

(Anderson,  I.F.,  Bostrom,  Carter,  Dan- 
araj,  D’Cruz,  D’Azevedo-Correia,  DeSanc- 
tis,  Domingo,  Gillanders,  Gonzales  - Cerna, 
Gotsman,  Horie,  Human,  Inada,  Joffe,  Jusic, 
Juzi,  Kirshbaum,  Kozuka,  Lee,  Nakao,  Nasu, 
Paloheimo,  Paton,  Penn,  Reddy,  Restrepo, 
Riehl,  Roberts,  Sano,  Schmidt,  H.,  Schrire, 
Shah,  Short,  Sen,  Soloway,  Strachan,  Thena- 
badu,  Ueda,  Ueno,  Vinijchaikul,  Wan,  Wol- 
pert,  Zerpa). 

Symptoms 

TA  was  originally  documented  particu- 
larly in  the  Japanese  and  most  large  studies 
still  come  from  Japan.  However  it  has  been 
described  adequately  in  Chinese,  Indians 
(East),  Philippinos,  Koreans,  Malaysians, 
South  Africans,  Latin  - Americans,  Euro- 
peans, and  North  Americans.  Females  are 
outstandingly  affected,  with  ratios  as  high 
as  10:1  in  some  (particularly  Japanese) 
reports.  TA  manifests  clinical  onset  over 
an  age  range  of  infancy  to  50  years,  but  with 
onset  especially  in  ages  ten  to  forty  years 
with  an  average  age  in  midtwenties. 

Symptoms  will  depend  on  site  or  sites  pri- 
marily affected.  The  evolution  and  course  of 
TA  are  slow,  progressive,  and  prolonged 
usually,  patients  living  5 to  25  years  from 
clinical  onset.  As  stenosis  develops  thus, 
adequate  opportunity  exists  for  collaterals 
to  form ; the  disease  is  often  long  underway 
before  vascular  phenomena  appear.  Prod- 
romal, collagen-like  or  vague  symptoms  may 
precede  vascular  disorders  for  months  or 
several  years  with  malaise,  weakness,  ane- 
mia, weight  loss,  muscular  and  joint  aches, 
lowgrade  fever;  however  these  are  usually 
not  pronounced  or  outstanding. 


The  outstanding  gross,  clinical  clues  are: 
Young  adult,  female 
Hypertension  or  hypotension  (brachial) 
Cerebrovascular  syndromes 

Unequal  right  and  left,  faint  or  un- 
obtainable pulses  or  blood  pressure 
readings 

Hypersensitive  carotid  sinus 

Cardiac  disease 

Bruits;  neck,  abdomen,  groin 

Peripheral  vascular  disease  (especially 
upper  limb) 

X-ray  of  chest:  calcification  in  aorta, 
ectasia  or  aneurysmal  dilatation  of 
aortic  arch;  collaterals  notching  ribs. 

Elevated  erythrocyte  sedimentation  rate. 

Anatomically,  symptoms  and  signs  arise 
from : 

Aortic  arch 

1.  Cerebral  ischemia 

2.  Upper  limb  ischemia 

3.  Ocular  ischemia 
Renovascular  hypertension 
Cardiac  involvement 
Lower  limb  ischemia 
Gastrointestinal  ischemia 

As  the  picture  unfolds  it  may  be  mono- 
symptomatic  (as  only  focal  cerebral  deficit 
or  limb  ischemia  or  hypertension)  or  poly- 
symptomatic.  Eventually,  of  course,  the 
extensive  involvement  usually  becomes  evi- 
dent. 

Cerebral  symptoms  at  first  are  of  diffuse 
nature:  headache,  dizziness  or  vertigo,  syn- 
cope, blurred  vision.  These  may  be  very 
transient  initially  and  related  to  a sudden 
change  of  position  or  head  movement.  Even- 
tually, more  focal  cerebral  deficit  appears, 
remarkably  transient  often,  gradually  re- 
ceding in  some,  with  permanent  deficit  in 
others.  Convulsions  are  reported  in  a small 
number  of  patients,  especially  young  indi- 
viduals with  severe  hypertension.  During 
the  course  of  this  protracted  disease,  50  to 
65  percent  of  patients  eventually  present 
cerebral  disturbances  due  to  stenosis  or  oc- 
clusion, occasionally  hemorrhage.  A super- 
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ficial  resemblance  to  the  clinical  picture  of 
multiple  sclerosis  is  sometimes  noteworthy 
with  a young  adult  female  presenting  out- 
standingly with  relapsing  and  recurrent 
cerebral  deficits  of  different  foci,  a numb 
extremity  and  visual  blurring  of  uncertain 
cause.  Subclavian  steal  syndrome  and  symp- 
toms mimicking  congenital  coarctation  of 
aorta  may  also  occur. 

Upper  limb  ischemia  manifests  first  with 
complaint  of  aching  or  weakness  following 
use,  paresthesias,  pallor,  Raynaud’s  phe- 
nomena. Unilateral  restriction  is  not  un- 
usual. Rarely  even  masticatory  muscles 
suffer  from  ischemic  claudication.  Ocular 
ischemia  appears  with  monocular  or  binocu- 
lar visual  dimming,  grayout  or  blackout. 
Chronic  ischemic  and  strophic  ocular  chang- 
es appear  ultimately  in  50  to  70  percent  of 
these  patients.  In  the  retina  appear  venous 
engorgement,  A-V  anastomoses  about  the 
disc,  neovascularization  about  the  disc, 
microaneurysms,  and  small  hemorrhages. 
Hypertensive  retinopathy  is  not  unusual. 
Enophthalmos,  cataract,  decreased  intra- 
ocular pressure,  pericorneal  hyperemia, 
atrophy  of  iris  and  optic  nerve  may  de- 
velop. Ophthalmodynamometry  reveals  di- 
minished retinal  artery  pressure.  (Ander- 
son, I.F.,  Bettelheim,  Font,  Kinnosuke, 
Kirshbaum,  Riehl,  Sano,  Schmidt,  Ueda). 

Hypertension  (present  in  40  to  60  percent 
of  patients)  is  usually  due  to  renal  artery 
stenosis  or  occlusion,  uncommonly  with 
atypical  aortic  coarctation.  This  may  be- 
come an  outstanding  feature  with  acute 
(malignant)  hypertensive  crises  appearing, 
as  well  as  renal  failure.  Hypertension  may 
be  masked  by  stenotic  brachial  (less  com- 
monly iliac)  arteries. 

Cardiac  involvement  presents  especially 
with  myocardial  failure,  coronary  occlu- 
sion or  aortic  insufficiency.  These  are  due 
to  hypertension,  dilatation  of  ascending 
aorta  and  stenosis  of  coronary  and  pulmon- 
ary arteries. 

Loiver  limb  ischemia  is  less  common  than 
upper  limb  involvement.  Claudication,  pa- 
resthesias, pallor  or  distal  trophic  changes 
may  appear. 

Gastrointestinal  ischemia  develops  when 


superior  mesenteric  or  celiac  arteries  be- 
come stenosed  or  occluded.  Intestinal  in- 
farction has  occurred. 

Pulse  and  blood  pressure  attenuation  and 
inequalities  (right  and  left)  are  frequent, 
depending  on  where  stenosis  and  occlusion 
occur.  Radial  pulse  or  brachial  blood  pres- 
sure may  be  unobtainable  or  a remarkably 
low  blood  pressure  may  give  a false  im- 
pression of  “shock.”  Of  course,  a stenotic 
subclavian  artery  would  mask  hypertension. 
A non-stenotic  artery  would  freely  disclose 
hypertension.  It  is  imperative  then  to  check 
pulses  and  blood  pressures  in  all  four  ex- 
tremities. Carotid  pulses  may  be  absent. 
Bruits  are  common. 

A very  sensitive  carotid  sinus  reflex  is 
present  in  sixty  to  eighty  percent  of  these 
patients.  Those  enduring  this  disease  over 
many  years  will  eventually  show  growth  re- 
tardation and  trophic  changes  wherever 
ischemia  is  greatest,  eyes,  face  and  upper 
extremities  especially. 

(Anderson,  I.F.,  Ask-Upmark,  Benchimol, 
Carter,  Danaraj,  D’Cruz,  Domingo,  Eke- 
strom,  Falikov,  Gatti,  Gillanders,  Gotsman, 
Grollman,  Hirsch,  Human,  Inada,  Kater, 
Kirshbaum,  Lees,  Munoz,  Nakao,  Paloheimo, 
Riehl,  Roberts,  Sano,  Schliack,  Schmidt, 
Schrire,  Sen,  Siguier,  Soloway,  Steiness, 
Strachan,  Tardif,  Thenabadu,  Ueda,  Wan, 
Zerpa). 

Children  are  uncommon  victims  of  TA. 
Most  are  age  four  or  older  but  rare  in- 
stances of  nonspecific  aortitis  are  docu- 
mented in  infants  two  weeks  and  six  months 
old.  The  female  preponderance  is  note- 
worthy also  in  this  age  group.  Hypertension 
is  very  common  among  them. 

( DeAzevedo  - Correira,  Gonzalez  - Cerna, 
Heggtveit,  Joffe,  Lee,  Paton,  Rinvik,  Ueda, 
Vinijchaikul,  Warshaw,  Zerpa). 

Clinical  Laboratory  Data 

At  least  50  percent  of  patients  disclose 
elevated  erythrocyte  sedimentation  rate,  a 
reversed  serum  albumin/globulin  ratio,  in- 
creased alpha-2  globulin  and  increased  gam- 
ma globulin.  Less  commonly,  biologic  false- 
positive serology  and  positive  LE  cell  prep- 
arations occur.  Recently  described  are  also 
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increased  plasma  fibrinogen  and  IgG  globu- 
lin values.  Hypersecretion  of  estrogen  has 
been  reported. 

(Anderson,  I.F.,  Carter,  D’Cruz,  Hirsch, 
Human,  Joffe,  Nakao,  Numano,  Paloheimo, 
Riehl,  Sano,  Soloway,  Ueda). 

Radiologic  Studies 

Although  aortography  often  discloses 
pathognomonic  features,  some  clues  occa- 
sionally appear  on  routine  chest  x-ray:  aneu- 
rysm of  aorta,  distortion  of  aortic  arch,  cal- 
cification of  aorta  (in  young  adult),  rib 
notching  from  collateral  circulation  (Cheit- 
lin,  Gillanders,  Kozuka,  Riehl,  Tamaki).  A 
typical  arteriogram  discloses  (at  any  level) 
irregular  segmental  stenosis  of  the  aorta  and 
of  arteries  branching  from  this  site.  Not 
unusual  are  several  segments  of  stenosis, 
widespread  stenosis,  or  minimal  patchy  ste- 
nosis at  sites  of  several  ostia.  Fusiform 
or  aneurysmal  dilatations  may  be  variously 
interspersed.  Uncommonly  these  dilatations 
are  more  in  evidence  than  stenosis.  Most 
often  the  arteriographic  study  is  diagnostic- 
ally  characteristic.  Of  course  the  aorta  must 
be  appraised  through  its  entire  extent  in 
TA  (Anderson,  I.F.,  Gillanders,  Gotsman, 
Riehl,  Sano,  Tardif). 

Association  With  Other  Collagen 
Diseases 

A background  of  rheumatoid  arthritis  or 
ankylosing  spondlyitis  comprise  the  most 


frequent  overlap  reported.  (Ansell,  David- 
son, Falikov,  Munoz,  Paloheimo,  Soloway). 

A close  second  in  frequency  is  clinical 
systemic  lupus  erythematosus  (or  positive 
LE  cell  preparations)  with  TA  (Miller,  Palo- 
heimo, Siguier).  Giant  cell  arteritis  uncom- 
monly mimics  TA  or  may  overlap  with  or 
accompany  it.  Sporadic  reports  cite  TA  with 
Cogan’s  syndrome  and  progressive  systemic 
sclerosis.  (Alestig,  Cogan,  Gilmore,  Kohle, 
Roth) . 

Association  With  Tuberculosis 

The  most  common  disease  accompanying 
TA  is  tuberculosis.  This  arouses  much  spec- 
ulation but  it  appears  more  concurrent  than 
etiologic.  The  possibility  that  both  dis- 
eases may  be  associated  with  a common  im- 
munologic defect  comes  to  mind.  (Danaraj, 
Gloor,  Horie,  Kinney,  Reddy,  Sen,  Ueda, 
Whitaker). 

Treatment 

Today  treatment  relies  on  corticosteroids, 
anticoagulants  and,  where  practical,  recon- 
structive arterial  and  aortic  surgery.  (Aus- 
ten, Ekestrom,  Inada,  Kitamura,  Riehl  1963, 
Sano,  Schmidt,  Ueda,  Ueno). 

References  available  from  author. 

(This  report  was  assisted  in  part  by  Re- 
search Grant  NLM-EP  2 ROI  LM0036-04  from 

National  Institute  of  Health). 
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Orthopedic  Problems 
Seen  in  Exercise  Programs 


BEING  an  enthusiastic  supporter 
of  competitive  athletics  and 
exercise  programs,  it  is  with 
some  reluctance  that  the  author  accepted 
this  assignment  of  pointing  out  some  of 
the  orthopedic  problems  that  may  develop 
when  the  sedentary  middle-aged  executive 
embarks  on  a vigorous  physical  fitness  pro- 
gram. Although  there  are  dissimilarities 
between  competitive  athletics  and  exercise 
programs,  we  feel  that  the  types  of  injuries 
encountered  in  these  activities  will  be  quite 
similar.  The  varying  aspects  of  intensity 
of  participation,  degree  of  preconditioning, 
and  age  factors  will  tend  to  balance  them- 
selves out.  The  types  of  inj  uries  encountered 
are  quite  circumscribed  and  may  be  quite 
easily  localized  to  a particular  area.  It  is 
important  to  realize  that  certain  problems 
will  develop  insidiously  without  a specific 
mishap,  such  as  fatigue  fractures,  tenosyno- 
vitis, etc.  Other  problems  do  occur,  of 
course,  following  a specific  traumatic  inci- 
dent, such  as  a sprain  or  strain.  The  diag- 
nosis of  noninjury  problems  involves  care- 
ful attention  to  the  historical  events  sur- 
rounding their  development  and  persistent 
reexamination  and  follow-up. 

I.  Foot  and  Ankle 

Tenosynovitis  involving  the  anterior  tibial 
tendon,  the  posterior  tibial  tendon,  the  long- 
toe  extensor,  the  common-toe  extensors,  the 
Achilles  tendons  or  the  peroneal  tendons, 
may  develop  after  vigorous  and  prolonged 
exercise.  The  diagnosis  can  be  established 
by  noting  localized  tenderness  over  the  ten- 
don sheath  of  the  involved  tendon  and  elicit- 
ing pain  with  forced  resistance  to  attempted 
active  motion  of  the  involved  muscle.  Occa- 
sionally crepitation  may  be  noted  (periten- 
dinitis crepitans). 

Treatment  involves  forbearance  of  activ- 
ity for  a period  of  time.  Caution  is  advised 
against  this  repetitive  use  of  localized  injec- 
tion of  steroids.  If  allowed  to  continue  ac- 
tivity despite  persistence  of  symptoms  even- 
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tual  rupture  of  the  tendon  may  occur,  neces- 
sitating surgical  repair.  This  is  especially 
true  in  regard  to  the  Achilles  tendon  which 
has  become  inflamed  after  distance  running, 
jumping,  or  playing  tennis. 

Postural  problems  which  may  develop, 
such  as  static  arch  sprain,  plantar  fasciitis, 
blisters,  interdigital  neuromas,  ingrown  toe- 
nails, and  sesamoiditis  of  the  great  toe,  all 
call  attention  to  the  necessity  for  appropriate 
footwear  and  a suitable  running  surface. 
Soft  grassy  fields  are  much  more  preferable 
than  hard  paved  roads.  Traumatic  arch 
sprain  may  occur  while  running  “all  out,” 
and  especially  if  one  is  tired.  The  runner 
will  note  severe  pain  in  the  arch  of  the  foot, 
and  subsequently  swelling  and  ecchymosis 
will  be  noted.  This  is  a very  difficult  condi- 
tion to  treat,  and  despite  soaks,  exercises, 
and  arch  supports,  it  may  be  many  months 
before  the  jogger  is  able  to  run  again.  With 
the  insidious  onset  of  pain  in  the  foot  local- 
ized to  one  of  the  metatarsals  (especially 
the  2nd),  the  diagnosis  of  fatigue  fracture 
must  be  seriously  considered.  Suffice  it  to 
say  that  the  radiological  diagnosis  may  not 
be  apparent  for  several  weeks,  and  really  be- 
comes firmly  established  only  with  the 
visualization  of  healing  callus.  The  prognosis 
is  good,  and  no  specific  treatment  is  indicat- 
ed unless  it  be  a cast  for  symptomatic  relief. 
We  have  seen  a considerable  number  of  meta- 
tarsal fatigue  fractures  in  joggers  ranging 
in  age  from  seven  to  seventy,  and  have  noted 
a fracture  in  a housewife  who  jumped  rope 
for  figure-building  purposes. 

Contusion  of  the  heel  (stone  bruise,  trau- 
matic periostitis  of  the  os  calcis)  can  be 
quite  disabling  and  recalcitrant  to  all  forms 
of  treatment.  Proper  padding  of  the  heel  is 
recommended  and  running  on  even  surfaces 
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is  encouraged.  Achillobursitis  (retrocal- 
caneal  bursitis,  “pump  bump”)  develops  in 
the  back  of  the  heel  secondary  to  shoe  pres- 
sure and  may  be  alleviated  by  replacing  the 
ordinary  heel  contour  of  the  shoe  with  an 
elastic  strap.  If  this  does  not  correct  the 
situation,  surgical  removal  of  the  prominent 
posteriorsuperior  portion  of  the  os  calcis 
may  be  indicated. 

II.  Leg 

Fatigue  fractures  of  the  tibial  and  fibular 
shafts  may  occur  after  prolonged  intensive 
running.  Once  again,  their  diagnosis  de- 
pends upon  careful  localization  of  the  area  of 
tenderness  and  serial  x-ray  studies.  Al- 
though we  have  not  seen  an  “anterior  com- 
partment syndrome”  develop  in  a jogger, 
we  predict  that  it  eventually  will  occur. 
This  is  a catastrophic  problem  characterized 
by  sudden,  unrelenting,  progressive  pain  in 
the  anterior  compartment  of  the  leg,  un- 
relieved by  narcotics,  occurring  within  a 
matter  of  a few  hours.  Induration  and  ten- 
derness over  the  compartment  confirms  the 
diagnosis.  Immediate  fasciotomy  is  indi- 
cated. To  wait  for  phenomena  such  as  hy- 
pesthesia  over  the  dorsum  of  the  foot  or 
footdrop  is  to  wait  too  long,  and  irreversible 
ischemic  necrosis  may  have  already  taken 
place. 

Sudden  strain  of  the  calf  muscle  (errone- 
ously called  the  “tennis  leg”)  may  occur  in 
jogging.  The  diagnosis  is  established  by 
palpation  of  a tender  area  in  the  midcalf, 
most  frequently  on  its  medial  aspect.  A de- 
fect may  be  visualized.  Difficulty  doing  a 
toe-raise  may  be  noted.  A similar  phenome- 
non involving  rupture  of  the  plantaris  is 
probably  quite  rare.  A heel  pad  and  wrap 
are  helpful,  although  usually  crutches  are 
necessary  for  one  to  two  weeks.  If  the  his- 
tory is  obscure,  this  condition  can  be  easily 
confused  with  thrombophlebitis. 

III.  Knee 

Conditions  such  as  tenosynovitis  of  the 
hamstrings,  pes  anserinus  bursitis,  and  irri- 
tation of  the  attachments  of  the  quadriceps 
and  patellar  tendons  to  the  patella  do  occur 
about  the  knee.  Their  diagnosis  is  estab- 
lished by  localization  of  the  tenderness,  pain 
on  active  movement,  and  the  ruling  out  of 


actual  tendon  rupture.  Treatment  involves 
rest,  soaks,  and  a single  injection  of  corti- 
costeroid. 

A most  interesting  problem  seen  in  the 
knee  developing  in  people  over  thirty  is  the 
horizontal  cleavage  lesion  of  the  medial 
meniscus.  The  meniscus  is  actually  torn, 
not  by  a singular  episode  such  as  occurs  in 
the  younger  age  group,  but  as  a result  of 
progressive  degenerative  changes  within  the 
meniscus  over  a period  of  time.  The  symp- 
toms are  quite  characteristic,  being  localized 
pain  and  tenderness  somewhere  along  the 
medial  joint  line,  which  is  worse  at  night. 
There  usually  is  no  clicking,  locking,  or 
swelling.  Treatment  involves  arthrotomy 
and  medial  meniscectomy.  We  have  noted 
several  instances  of  horizontal  cleavage  le- 
sions of  the  medial  meniscus  in  joggers  and 
tennis  players,  one  of  whom  was  a psychia- 
trist. 

IV.  Thigh 

Fatigue  fractures  of  the  femoral  shaft 
may  occur.  One  instance  occurred  in  a long- 
distance jogger  and  another  in  a marathon 
bowler. 

Hamstring  and  quadriceps  ruptures  can  oc- 
cur in  the  middleaged  who  try  to  sprint  or 
hurdle.  At  one  of  the  “over-40”  track  meets 
recently,  at  least  half  of  the  competitors 
in  the  shorter  distances  had  their  thighs 
taped.  If  a complete  rupture  occurs,  sur- 
gical treatment  may  be  indicated.  For  even 
the  incomplete  ruptures,  rehabilitation  may 
be  prolonged  and  will  curtail  the  effective- 
ness of  the  exercise  program  for  a consid- 
erable period  of  time.  We  do  not  advocate 
sprinting  for  the  ordinary  jogger. 

V.  Hip 

Groin  pulls  (strains  of  the  adductors  or 
iliopsoas  muscles)  occur  especially  when 
jogging  up  and  down  hills.  They  are 
troublesome  to  treat  and  convalescence  is 
often  prolonged. 

Trochanteric  or  iliopectineal  bursitis 
may  develop  in  joggers.  Trochanteric  bur- 
sitis is  noted  by  pain  and  a snapping  sensa- 
tion over  the  region  of  the  greater  trochan- 
ter. X-rays  may  reveal  punctate  calcification 
in  the  region  of  the  trochanteric  bursa.  Ilio- 
pectineal bursitis  is  characterized  by  pain 


478 


Nebraska  M.  J. 


and  tenderness  deep  in  the  groin  and  inabil- 
ity to  cross  the  legs.  X-rays  may  reveal  a 
calcific  density  overlying  the  hip  region. 
Treatment  involves  physiotherapy  and  a pos- 
sible corticosteroid  injection.  Excision  of 
these  bursae  is  not  recommended. 

VI.  Other  Areas 

Low  back  pain,  subdeltoid  bursitis,  bicipi- 
tal tenosynovitis,  tennis  elbow,  and  other 
conditions  are  also  seen  in  exercise  pro- 
grams. Their  diagnosis  and  treatment  in- 
volve principles  similar  to  those  outlined 


above.  In  all  instances  of  low  back  pain, 
however,  not  responding  to  ordinary  modal- 
ities, appropriate  consultation  is  indicated. 

VII.  Summary 

A cursory  survey  of  orthopedic  problems 
seen  with  exercise  programs  is  presented. 
Aids  in  diagnosis  are  suggested  and  direc- 
tions in  treatment  are  outlined.  It  is  predict- 
ed that  the  physician  whose  practice  in- 
cludes a significant  number  of  enthusiastic 
joggers  will  see  an  increasing  number  of 
these  mishaps. 


The  Bradycardia-Tachycardia  Syndrome: 
An  Indication  for  Transvenous  Pacing 


ONE  of  the  lesser  known  indica- 
tions for  a permanent  transven- 
ous pacemaker  is  the  so-called 
bradycardia  - tachycardia  syndrome.  This 
condition  consists  of  frequent  paroxysms  of 
atrial  or,  in  some  cases,  ventricular  tachy- 
cardia, which  occur  spontaneously  and  are 
refractory  to  the  usual  therapeutic  meas- 
ures. Control  of  the  tachyarrhythmia  fre- 
quently requires  aggressive  antiarrhythmic 
drug  therapy  which  unfortunately  results  in 
marked  sinus  bradycardia,  a slow  nodal 
rhythm  or  complete  heart  block.  The  syn- 
drome also  occurs  in  elderly  patients  who 
tolerate  poorly  both  the  tachycardia  and 
bradycardia,  either  of  which  may  precipitate 
episodes  of  cerebral  vascular  insufficiency, 
angina,  congestive  heart  failure,  or  more 
serious  cardiac  arrhythmias.  The  condition 
can  often  be  controlled  by  the  concomitant 
use  of  a permanent  transvenous  pacemaker 
and  aggressive  antiarrhythmic  drug  therapy. 
The  latter  eliminates  the  paroxysms  of 
tachycardia  and  the  former,  the  resultant 
bradyarrhythmias.  The  purpose  of  this  re- 
port is  to  describe  a case  of  the  bradycardia- 
tachycardia  syndrome  which  was  success- 
fully managed  by  a transvenous  pacemaker 
together  with  antiarrhythmic  drugs. 


JOSEPH  A.  JARZOBSKI,  M.D.* 
and 

HUGH  S.  LEVIN.  M.D.f 


Case  Report 

A 78  year  old  white  female  was  ad- 
mitted to  Archbishop  Bergan  Mercy 
Hospital  for  evaluation  and  treatment 
of  atrial  tachycardia.  For  20  years 
prior  to  admission  the  patient  experi- 
enced paroxysms  of  tachycardia  once  or 
twice  a month.  The  admission  was 
prompted  by  a particularly  severe  epi- 
sode which  resulted  in  syncope.  There 
were  no  symptoms  of  coronary  insuf- 
ficiency or  congestive  heart  failure.  The 
patient  had  no  previous  knowledge  of  a 
myocardial  infarction  or  diabetes  al- 
though mild  hypertension  had  been 
treated  with  hydrochlorothiazide.  Past 
history  included  no  other  medical  ill- 
nesses, and  several  abdominal  operations 
many  years  prior  to  admission.  The  pa- 

♦Associate  Director  Coronary  Care  Unit  Archbishop  Bergan 
Mercy  Hospital,  Omaha,  Nebraska. 
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tient’s  father  died  at  age  72  of  arteri- 
osclerotic heart  disease,  and  her  mother 
in  her  seventies  of  unknown  cause. 
Three  siblings  are  living  and  well.  The 
review  of  systems  was  noncontributory. 

Physical  examination  revealed  a well 
developed,  well  nourished,  elderly  obese 
white  female,  lying  in  bed,  in  no  acute 
distress.  Temperature  was  normal,  res- 
pirations 18,  and  blood  pressure  110/74. 
The  heart  rate  varied  between  90  and 
150,  with  occasional  premature  contrac- 
tions and  runs  of  paroxysmal  tachy- 
cardia. Examination  of  the  skin,  head, 
ears,  eyes,  nose  and  throat  was  essen- 
tially negative  except  for  funduscopic 
examination  which  showed  slight  arteri- 
olar narrowing  but  no  hemorrhages, 
exudates,  or  papilledema.  The  thyroid 
gland  was  palpable  but  not  enlarged, 
and  there  was  no  cervical  venous  disten- 
tion. The  carotid  arteries  were  active 
and  equal,  and  no  bruits  could  be  heard 
over  them.  The  lungs  were  clear  to 
auscultation  and  percussion.  The  heart 
was  clinically  enlarged.  The  heart 
sounds  were  of  normal  intensity,  and 
the  second  sound  was  physiologically 
split.  A grade  I to  II/ VI  systolic  ejec- 
tion murmur  was  best  heard  along  the 
left  sternal  border.  There  were  no  gal- 
lop sounds  or  diastolic  murmurs,  and 
no  pericardial  friction  rub.  Paroxysms 
of  tachycardia,  lasting  6 to  10  beats  oc- 
curred every  20  to  30  seconds.  Exam- 
ination of  the  abdomen  revealed  no  or- 
ganomegaly, tenderness,  or  palpable 
masses.  The  extremities  were  free  from 
clubbing,  cyanosis,  and  edema ; and  there 
was  no  calf  tenderness.  Neurologic  ex- 
amination was  physiologic. 

Complete  blood  count,  urinalysis,  se- 


rum electrolytes,  blood  urea  nitrogen, 
and  all  the  constituents  of  a twelve 
channel  screening  chemistry  profile 
were  normal.  Chest  x-ray  showed  slight 
cardiomegaly  and  clear  lung  fields,  and 
electrocardiogram  suggested  an  old  in- 
ferior myocardial  infarction.  The  ad- 
mission and  subsequent  tracings  showed 
frequent  paroxysms  of  atrial  tachy- 
cardia at  a rate  of  160  to  180  (see  Fig- 
ure 1),  followed  by  periods  of  marked 
sinus  bradycardia  or  nodal  rhythm. 

The  patient’s  hospitalization  was  pro- 
tracted because  of  extreme  difficulty  in 
controlling  the  arrhythmia.  There  were 
numerous  paroxysms  of  atrial  tachy- 
cardia, with  heart  rates  up  to  180,  many 
of  which  were  prolonged.  Two  epi- 
sodes precipitated  ventricular  fibrilla- 
tion, necessitating  countershock  for  its 
termination.  Digoxin  controlled  the 
tachycardia,  but  led  to  sinus  brady- 
cardia or  a slow  nodal  rhythm  with  ven- 
tricular rates  of  50  or  less.  On  one  oc- 
casion, atrial  tachycardia  with  a high 
degree  of  block  and  an  extremely  slow 
ventricular  response  developed  (see  Fig- 
ure 2).  Bradycardia  repeatedly  re- 
sulted in  dyspnea,  dizziness,  and  other 
subjective  and  objective  findings  of 
congestive  heart  failure.  The  brady- 
arrhythmias  improved  after  the  cessa- 
tion of  digitalis  therapy,  but  again  were 
replaced  by  frequent  paroxysms  of 
atrial  tachycardia.  Diphenylhydantoin 
was  ineffective,  and  quinidine  could  not 
be  tolerated  because  of  gastrointestinal 
symptoms.  Propranalol  was  successful 
in  terminating  and  preventing  the  recur- 
rence of  atrial  tachycardia,  but  resulted 
in  complete  heart  block  and  hypotension 
necessitating  discontinuance  of  the  med- 


Figure  1 — Sinus  rhythm  at  a rate  of  86  followed  by  atrial  tachycardia  at  a 
rate  of  180. 
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ication.  Because  of  inability  to  control 
the  atrial  tachycardia  with  medications 
without  producing  unacceptable  brady- 
arrhythmias,  the  concomitant  use  of  a 
transvenous  pacemaker  and  antiarrhyth- 
mic  agents  was  considered.  In  order  to 
test  the  effectiveness  of  this  regimen,  a 
temporary  transvenous  pacemaker  was 
inserted  into  the  right  ventricle  and  the 
heart  paced  on  demand  at  100  beats  per 
minute.  Digoxin  and  propranalol  were 
administered  concomitantly.  After  sev- 
eral days,  it  became  apparent  that  brady- 
aiThythmias  were  effectively  prevented 
by  the  pacemaker,  and  that  atrial  tachy- 
cardia was  adequately  controlled  by  med- 
ications. Occasional  paroxysms  occurred 
but  the  ventricular  rate,  did  not  exceed 
120  because  of  the  atrioventricular 
blocking  effects  of  digitalis  and  pro- 
pranalol. Once  the  success  of  the 
regimen  was  assured,  a permanent 
transvenous  demand  pacemaker  was  sub- 
stituted for  the  temporary  unit  at  a 
similar  pacing  rate  (see  Figure  3).  The 
patient  tolerated  the  procedure  well  and 
recuperated  without  incident.  Medica- 
tions were  continued,  and  adequate  con- 
trol of  tachycardia  and  bradyarrhyth- 
mias  were  witnessed  during  the  remain- 


der of  her  hospitalization.  Once  recup- 
eration was  complete,  she  was  discharged 
from  the  hospital  under  the  care  of  her 
admitting  physician. 

Discussion 

The  present  case  demonstrates  the  seri- 
ousness of  the  bradycardia-tachycardia  syn- 
drome, its  unsuccessful  management  with 
drugs  alone,  and  the  value  of  permanent 
transvenous  pacing  in  its  control.  In  the 
case  described  above,  the  development  of  po- 
tentially fatal  ventricular  arrhythmias 
necessitated  constant  monitoring  on  the 
coronary  care  unit,  and  ventricular  defri- 
brillation  on  two  occasions.  Every  reason- 
able medication  was  given  an  adequate  trial, 
but  was  abandoned  because  of  ineffective- 
ness, gastrointestinal  intolerance  and  the 
production  of  clinically  significant  brady- 
arrhythmias.  Transvenous  pacing  was  re- 
sorted to  for  2 reasons.  First,  an  attempt 
was  made  to  prevent  the  paroxysms  of  tachy- 
cardia by  overdrive  suppression  of  the  ir- 
ritable focus,  and  it  was  for  this  reason  that 
a pacing  rate  of  100  rather  than  the  usual 
rate  of  70  was  chosen.  Secondly,  in  the  event 
that  overdrive  suppression  was  not  success- 
ful, the  pacemaker,  by  preventing  brady- 
arrhythmias,  allowed  the  use  of  digoxin  and 


Figure  2 — Atrial  tachycardia  with  a high  degree  of  block.  A trial  rate  220/min,  ventricular  rate  22/min. 


Figure  3 — Pacemaker  artifact  at  a rate  of  100/min  with  complete  capture. 
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propranalol  in  adequate  doses  to  prevent  the 
paroxysms  of  tachycardia  or  to  control  the 
ventricular  rate  if  atrial  irritability  did 
in  fact  escape.  The  bradycardia-tachycardia 
syndrome  is  not  uncommon  in  elderly  indi- 
viduals, and  may  be  responsible  for  sudden 
death  attributable  to  serious  cardiac  ar- 
rhythmias. Although  the  syndrome  has  been 
known  to  the  medical  community  for  some 
time,  it  is  now  receiving  more  attention  be- 
cause of  its  potential  control  by  the  conco- 
mitant use  of  a transvenous  pacemaker  and 
appropriate  antiarrhythmic  medications.  The 


bradycardia-tachycardia  syndrome  which  is 
not  responsive  to  medical  treatment  is  a 
clear  indication  for  a permanent  transvenous 
pacemaker. 

Summary 

The  case  of  an  elderly  patient  with  a brady- 
cardia-tachycardia syndrome  is  reported  and 
demonstrates  the  potential  dangers  of  the 
syndrome,  its  resistance  to  medical  manage- 
ment alone,  and  its  successful  control  by 
concomitant  use  of  a permanent  transvenous 
pacemaker  and  appropriate  antiarrhythmic 
drugs. 


National  Health  Insurance 


THE  United  States  Senate  is  in 
session  at  this  very  hour.  For 
two  basic  reasons,  I have  brok- 
en my  own  rule  about  being  away  from 
Washington  during  the  week  when  the  Sen- 
ate is  in  session.  First,  there  is  my  very 
high  regard  for  the  physicians  of  Nebraska, 
their  ability  and  dedication  to  their  pro- 
fession. And  second,  there  is  my  own  vital 
interest  and  concern  with  the  subject  of 
your  symposium,  “National  Health  Insur- 
ance Programs.” 

The  question  is  often  asked,  “Will  the 
Congress  enact  a national  health  program 
in  1972?”  Of  course,  no  one  can  completely 
predict  the  future,  but  I would  say  that  this 
is  unlikely.  I think  that  in  all  fields  of  legis- 
lation the  goal  should  always  be  “How  good 
can  we  make  the  legislation?”  not  “How 
quickly  can  it  be  passed?”  It  would  have 
made  little  difference  to  our  Republic  if  the 
Founding  Fathers  had  taken  a few  more 
months  to  write  the  Constitution.  The  im- 
portant thing  was  the  excellence  of  the  docu- 
ment that  they  produced.  And  so  it  is 
with  all  such  endeavors. 

There  is  a long  list  of  proposals  that  have 
been  introduced  in  the  House  and  Senate 
dealing  with  the  subject  of  National  Health 
Insurance.  I believe  that  before  we  get 
bogged  down  into  a debate  on  the  details  of 
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these  various  proposals,  we  should  undertake 
to  define  the  problem  and  its  solution.  Then 
we  should  seek  to  determine  what  part  of 
the  solution  to  the  problem  should  be  the 
responsibility  of  government.  I believe  that 
in  the  matter  of  health  care  for  our  citizens, 
there  is  an  area  where  there  is  a responsi- 
bility on  Government.  I do  not  believe  that 
that  responsibility  is  unlimited. 

I do  not  believe  that  it  is  the  responsibil- 
ity of  the  government  to  provide  our  citi- 
zens all  their  wants  and  needs.  Such  a phil- 
osophy of  government  can  only  lead  to  a 
huge,  massive  government  attempting  to  ad- 
minister benefits  and  ending  in  bureaucratic 
confusion,  regimentation,  stifling  of  indi- 
viduality and  endeavor,  and  total  bankruptcy 
of  the  public  treasury.  If  insurmountable 
financial  difficulties  ever  come  to  the  United 
States,  it  will  not  be  because  we  built  too 
many  roads,  constructed  too  many  flood  con- 
trol and  irrigation  projects,  carried  out  farm 
programs,  regulated  commerce,  provided  for 
police  and  courts,  provided  for  the  ordinary 
costs  of  general  government,  and  assisted  the 
unfortunate.  These  programs  are  subject  to 
year-to-year  control  and  the  majority  of 
them  can  be  slowed  down,  delayed,  or  even 
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ended.  If  insurmountable  financial  diffi- 
culties ever  come  to  our  country,  it  will  be 
because  we  have  gone  too  far  in  the  welfare 
state. 

I adhere  to  the  idea  expressed  by  Abraham 
Lincoln  which  the  late  beloved  Dwight  Eisen- 
hower loved  to  quote:  “Government  should 
only  do  for  the  individual  what  he  cannot 
do  for  himself  or  cannot  do  nearly  as  well.” 
This  should  be  our  guide  in  determining  the 
type  of  national  health  program  to  be  con- 
sidered. 

I want  to  mention  a few  of  the  major  pro- 
posals now  pending  in  Congress  for  a na- 
tional health  program.  There  are  some  pro- 
posals that  are  based  upon  the  utilization  of 
the  private  sector  in  our  economy.  The  fi- 
nancial support  for  these  programs,  for  the 
most  part,  would  come  from  nongovernment 
sources.  These  proposals  would  utilize  our 
existing  private  insurance  companies  and 
would  clearly  continue  the  private  practice 
of  medicine.  These  programs  also  make 
provision  for  the  government  paying  the  cost 
for  the  poor  and  part  of  the  cost  for  the  near- 
poor. 

The  other  proposals  are  for  Government 
programs  for  National  Health  Insurance. 
The  total  cost  would  be  borne  by  govern- 
ment. In  my  opinion,  these  bills  would  lead 
to  total  government  medicine,  and  the  role 
of  the  private  sector  would  be  nearly  dis- 
pensed with. 

The  American  Medical  Association  has 
come  up  with  a plan  which  is  sometimes  re- 
ferred to  as  “Medicredit.”  In  the  Senate  it 
has  been  introduced  by  Senator  Hansen  of 
Wyoming.  It  is  S.  987. 

The  Hansen  Bill  calls  for  a voluntary 
health  insurance  program  under  which  the 
Federal  Government  would  pay  health  insur- 
ance premiums  for  the  poor,  and  allow  in- 
come tax  credits  for  all  others  toward  the 
purchase  of  private  health  insurance  plans. 
It  is  intended  to  cover  our  entire  population 
under  65.  Those  people  with  little  or  no 
income  having  no  income  tax  liability  would 
receive  from  the  government  the  full  costs 
of  their  health  insurance  premiums.  For 
all  others,  there  would  be  a graduated  tax 
credit  running  from  10  percent  to  100  per- 


cent, based  upon  their  income.  This  pro- 
posal would  clearly  provide  for  a continua- 
tion of  the  private  practice  of  medicine  and 
the  utilization  of  private  insurance  com- 
panies. 

The  Health  Insurance  Association  of 
America  has  offered  a proposal  called  the 
National  Health  Care  Act.  It  is  S.  1490, 
and  in  the  Senate  its  author  is  Senator  Mc- 
Intyre of  New  Hampshire.  This  program 
too  would  provide  for  the  continuance  of  the 
private  practice  of  medicine  and,  of  course, 
would  utilize  our  private  insurance  indus- 
try. It  is  a program  which  would  provide 
financial  assistance  for  state  health  care  in- 
surance plans  for  the  poor  and  uninsurable, 
and  set  a Federal  Minimum  Standard  Health- 
Care  Benefits  Program  as  a condition  of  eligi- 
bility for  increased  income  tax  deductions  for 
the  costs  of  private  health  insurance  cover- 
age. Individuals  and  groups  would  secure 
their  own  health  insurance  policy,  and  if 
that  policy  met  the  minimum  standards  of 
the  Act  the  taxpayer  would  be  allowed  an 
unlimited  tax  deduction  for  the  premium 
costs.  If  the  policy  did  not  meet  the  federal 
minimum  standards,  only  50  percent  of  the 
premium  costs  could  be  used  as  a tax  deduc- 
tion. Employer  costs  would,  of  course,  be 
treated  as  a business  expense  and  deducted 
in  total.  Private  insurers  would  each  ad- 
minister their  own  policy  for  qualified  group 
and  individual  plans. 

For  the  poor,  near-poor,  and  uninsurable, 
the  plan  calls  for  the  creation  of  a state  pool 
to  be  set  up  by  each  state  and  administered 
by  one  or  more  private  companies.  Govern- 
ment would  bear  the  costs  of  the  protection 
for  the  poor,  and  part  of  the  costs  for  the 
near-poor. 

This  proposal  advanced  by  the  insurance 
companies,  just  as  the  one  advanced  by  the 
American  Medical  Association,  would  of 
course  fully  preserve  the  private  practice  of 
medicine  and  utilize  our  private  insurance 
industry.  Under  both  plans  there  would  be 
a minimum  of  government  involvement,  and 
the  poor  and  near-poor  would  have  govern- 
ment assistance  in  paying  the  costs,  but 
they  would  be  able  to  continue  in  all  the 
advantages  of  our  private  system  of  medi- 
cine and  insurance.  I believe  that  the  private 
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sector  offers  many,  many  advantages  for  the 
patient  and  all  other  persons  involved,  over 
Government  programs. 

The  Nixon  Administration  has  made  a pro- 
posal. It  is  called  the  National  Health  In- 
surance Act.  In  the  Senate,  it  has  been  in- 
troduced by  Senator  Bennett  of  Utah,  and  it 
is  S.  1623.  The  Administration’s  program 
would  require  health  insurance  coverage  for 
all  employed  persons  and  their  dependents 
through  federally  mandated  employer  - em- 
ployee private  insurance  packages  meeting 
national  health  insurance  standards.  The 
program  would  provide  medical  care  benefits 
to  low-income  families  with  children  through 
the  establishment  of  a Federal  Family  Health 
Insurance  Program.  The  employer-employee 
health  insurance  policies  would  be  under- 
written and  administered  by  the  private 
health  insurance  companies.  The  Family 
Health  Insurance  Program  would  be  admin- 
istered by  the  Federal  Government  somewhat 
like  Medicare,  utilizing  carriers  and  inter- 
mediaries. The  employer  - employee  plans 
would  be  paid  for  by  employers  and  em- 
ployees, and  the  Family  Health  Insurance 
Plan  would  be  financed  through  general 
revenues,  paying  the  bill  in  full  for  the  poor 
and  partially  for  the  near-poor. 

The  Nixon  Administration  proposal  re- 
jects the  idea  of  a Government  health  plan, 
and  it  would  in  the  main  preserve  the  private 
practice  of  medicine  and  would  utilize  our 
private  insurance  industry.  Those  of  us  who 
believe  in  the  maximum  private  enterprise 
and  limited  government  are  grateful  that  the 
Administration  has  taken  the  position  that 
it  has. 

There  are,  however,  a few  problems  in- 
volved with  the  Administration  proposal 
which  must  have  further  attention  and 
changes.  I will  mention  a couple  of  them. 
One  is  that  it  is  limited  primarily  to  em- 
ployees. The  self-employed  — and  that  in- 
cludes not  only  a great  number  of  our  small 
businessmen  and  all  of  our  professional 
people,  but  almost  all  of  our  farmers  — are 
not  provided  for  in  a way  that  is  comparable 
with  the  benefits  that  would  accrue  to  em- 
ployees. 

I know  for  a fact  that  this  was  not  intend- 
ed and  it  is  a problem  that  will  have  to  be 


worked  out.  The  other  problem  or  criticism 
that  I might  mention  of  the  Administration 
plan  is  that  there  are  many  small  businesses, 
particularly  in  our  rural  states,  which  can- 
not take  on  any  additional  burdens.  There 
are  small  businesses  which  just  could  not 
provide  such  an  insurance  program  for  their 
employees,  and  there  are  other  businesses 
that  would  find  it  most  difficult.  I am  grate- 
ful that  the  Administration  program  pro- 
ceeds in  the  direction  that  is  constructive, 
and  I am  sure  that  all  persons  concerned  are 
anxious  to  find  solutions  to  these  prob- 
lems that  I mention. 

The  last  plan  that  I shall  mention  is  called 
the  Health  Security  Act.  It  is  S.  3,  and  it 
was  introduced  in  the  Senate  by  Senator 
Kennedy  of  Massachusetts.  This  is  a na- 
tional health  insurance  plan  administered 
by  the  federal  government  covering  all  per- 
sons with  comprehensive  benefits  and  fi- 
nanced by  a combination  of  payroll  taxes 
and  general  revenues. 

This  proposal  calls  for  direct  federal  ad- 
ministration. The  cost  of  the  proposal  would 
be  totally  borne  by  government,  and  the  De- 
partment of  Health,  Education  and  Welfare 
estimates  that  its  annual  cost  at  the  be- 
ginning would  amount  to  $77  billion.  This 
proposal  would  not  use  our  existing  insur- 
ance industry,  and  it  would  not  continue  the 
private  practice  of  medicine  as  most  of  us 
conceive  of  it.  This  proposal  has  the  back- 
ing of  some  of  the  nation’s  largest  labor 
unions.  I can  best  describe  the  proposal  by 
relating  some  of  the  happenings  before  the 
Senate  Finance  Committee  when  the  author 
of  the  proposal  appeared  to  present  it  to 
the  committee. 

The  author’s  presentation  stressed  the 
wide  range  of  benefits  which  would  be  pro- 
vided. When  it  came  my  turn  to  ask  ques- 
tions, I said,  “Senator,  the  Department  says 
that  your  bill  will  cost  $77  billion  a year.” 
“No,  it  is  $68  billion,”  he  said.  I am  in- 
clined to  believe  that  both  estimates  are  low 
because  they  are  first  estimates.  Now,  we 
cannot  think  in  terms  of  a billion  dollars. 
We  can  see  a crowd  in  a stadium  and  when 
we  are  told  that  there  are  67,000  people  as- 
sembled, we  have  a mental  picture  of  that 
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number.  We  cannot  visualize  a million, 
and  a billion  is  1,000  million. 

I can  make  a comparison.  All  the  indi- 
viduals in  the  United  States  only  pay  in  in- 
dividual income  taxes  an  estimated  total  of 
about  $94  billion.  This  will  give  you  an  idea 
of  how  much  $77  billion  is. 

I then  asked  the  senator,  “How  do  you  pro- 
pose to  pay  for  this  ?”  He  said  that  one  half 
would  be  paid  for  by  increasing  the  social 
security  tax,  and  one  half  out  of  the  gen- 
eral revenues.  I then  asked  him,  “What 
kind  of  an  increase  in  the  social  security 
tax  do  you  propose?”  He  replied  that  it 
would  call  for  a 314  percent  tax  increase 
on  employers  and  1 percent  tax  increase  on 
employees.  Knowing  that  there  are  already 
built-in  increases  in  the  social  security  law, 
I said  to  the  senator,  “This  would  lead  ulti- 
mately to  a combined  employer-employee  so- 


cial security  tax  of  nearly  19  percent.”  He 
said,  “Yes,  that  is  correct.”  I said,  “Do 
you  favor  it?”  He  said,  “Yes,  I do.” 

If  the  other  half  of  the  cost  which  would 
be  paid  from  general  revenues  were  to  be 
paid  out  of  individual  income  taxes,  it  would 
increase  everybody’s  tax  by  about  35  per- 
cent. The  senator  agreed  with  my  calcula- 
tions. 

I then  asked  Senator  Kennedy  a question 
that  should  be  most  interesting  to  this  group. 
I called  his  attention  to  the  fact  that  under 
his  bill  every  physician  would  have  to  have 
a federal  license.  I pointed  out  that  if  the 
federal  government  isssued  the  license,  they 
could  take  it  away.  I then  asked,  “Do  you 
think  that  if  the  federal  government  runs 
the  entire  health  program  of  the  nation,  they 
should  have  this  power  over  the  doctors?” 
His  reply  was,  “Yes,  I think  it  is  necessary.” 


Down  Memory  Lane 


1.  Of  course  we  have  been  oiling  and 
spraying  the  nose  for  years.  Before  we 
undertook  to  open  up  the  sinus  surgically, 
practically  the  only  treatment  was  the  spray. 

2.  Only  a few  years  ago  the  profession 
was  practically  unanimous  in  pronouncing 
its  doom  of  ultimate  total  blindness,  on  any 
patient  with  syphilitic  optic  atrophy. 

3.  The  radical  mastoid  operation  is  per- 
formed less  frequently  nowadays  than  for- 
merly. 

4.  To  decide  what  pollen  is  responsible 
for  a case  of  hay  fever  we  use  the  cutaneous 
test. 

5.  In  the  routine  examination  of  the  sick, 
it  is  safe  to  say  no  part  of  the  organism  is 
so  often  neglected  as  is  the  eye. 

6.  The  United  States  Veterans’  Bureau 
offers  a special  course  in  Neuropsychiatry 
to  a certain  number  of  qualified  physicians 
on  condition  that  upon  completion  of  such 
course  they  will  continue  in  the  service  of 


the  Bureau  for  a period  of  at  least  two  years 
thereafter. 

7.  Only  seventeen  blind  eyes  had  to  be 
removed  out  of  the  one  hundred  and  thirty 
three  perforating  wounds. 

8.  The  anaphylactic  theory  has  been  used 
to  explain  the  cause  of  a great  many  physio- 
logical and  pathological  conditions,  most  of 
which  have  as  their  basis  no  proofs,  experi- 
mental or  otherwise. 

9.  It  was  learned  some  years  ago  by  the 
examination  of  several  thousand  school  chil- 
dren in  one  of  our  large  cities,  that  66% 
of  them  had  defective  vision  of  such  a de- 
gree as  to  warrant  the  wearing  of  glasses. 

10.  To  the  discriminating  profession  it 
has  long  been  apparent,  that  we  are  often 
too  hasty  to  blame  every  ill  on  diseased  ton- 
sils and  the  results  of  their  removal  are 
therefore  frequently  disappointing  to  pa- 
tient and  surgeon  alike. 
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The  Fifty  Year  Service  Pin 


I have  been  asked  to  comment  on 
my  years  in  the  practice  of 
medicine.  My  remarks,  how- 
ever, go  back  to  my  childhood  experiences 
in  my  father’s  country  practice. 

From  their  beginnings,  I have  seen  the 
greatest  scientific  achievements  in  the  re- 
corded history  of  man.  Telephones,  electric 
lights,  indoor  plumbing,  and  central  heat- 
ing came  to  my  small  midwestern  town  not 
many  years  after  they  were  available.  The 
first  horseless  carriages  chugged  down  the 
road,  and  now  an  ingenious  updated  one 
has  travelled  on  the  surface  of  the  moon. 

No  less  spectacular  have  been  the  sci- 
entific evolution  and  accomplishments  of 
medicine.  They  began  with  the  rapid  and 
enormous  accretions  of  laboratory  diagnostic 
facilities. 

In  the  very  early  nineteen-hundreds,  my 
father  installed  an  x-ray  machine  from  the 
first  group  to  come  to  market  and  I recall 
how  he  reveled  in  this  breakthrough  in  medi- 
cine. As  a medical  student  I saw  electro- 
cardiographic tracings  which  were  among 
the  first  to  be  recorded.  From  the  elemen- 
tary urine  analyses  and  blood  counts  of  my 
father’s  early  days  there  have  evolved  the 
myriad  sophisticated  bacteriological,  physio- 
logical, chemical,  and  electronic  tests  avail- 
able now. 


J.  DEWEY  BISGARD.  M.D. 
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When  I was  a house  officer  at  the  M.G.H. 
in  Boston,  the  first  patients  with  pernicious 
anemia  were  cured  by  feedings  of  liver, 
one  of  the  first  diabetics  rescued  from  coma 
with  insulin,  and  some  of  the  first  indirect 
blood  transfusions  given. 

Since  that  time  smallpox,  diphtheria,  ty- 
phoid fever,  polio,  and  tetanus  have  been 
eradicated ; tuberculosis,  pneumonia,  and 
many  other  infections  all  but  eliminated. 
Patients  who  recover  from  a myocardial  in- 
farction are  returned  to  normal  activity. 
In  my  student  days  they  were  retired  as 
permanent  cardiac  invalids. 

The  fantastic  accomplishments  of  surgery 
today  would  have  been  incomprehensible  in 
1906  when  I witnessed  the  first  appendec- 
tomy performed  in  my  county.  Now,  66 
years  later,  surgeons  are  transplanting 
hearts. 

The  results  of  this  scientific  evolution  are 
reflected  not  only  in  vital  statistics,  but  in 
the  improvement  of  physical  well-being  in 
our  society  as  a whole.  This  is  in  the  past. 
We  look  to  the  future. 
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WashingtoNotes 


National  health  insurance  bills 

Only  a handful  of  some  2,600  health  relat- 
ed bills  introduced  into  the  92nd  Congress 
have  become  public  law.  The  most  talked 
about  pieces  of  health  legislation  over  the  past 
two  years,  national  health  insurance  and 
health  maintenance  organizations,  have  been 
set  aside  for  deliberation  by  next  year’s  93rd 
Congress. 

After  long  years  of  debate  by  the  Con- 
gress, the  Social  Security  catchall  legisla- 
tion (H.R.  1)  with  its  significant  amend- 
ments to  Medicare  and  Medicaid  gained  pass- 
age and  has  been  signed  into  law  by  the 
President.  Three  of  its  measures  are  of 
major  importance  to  physicians. 

First  is  the  Professional  Standards  Re- 
view Organization  (PSRO)  proposal  which 
is  designed  to  improve  quality  and  utiliza- 
tion review  of  health  care  on  a national 
basis.  This  provision  stresses  that  over  the 
next  two  years  peer  review  will  be  concen- 
trated in  institutional  settings  rather  than 
in  physicians’  offices,  such  review  to  be 
undertaken  by  physician  organizations  only. 

Second,  the  new  law  stipulates  that  Medi- 
care and  Medicaid  patients  may  receive  care 
from  health  maintenance  organizations 
(HMO’s)  but  that  federal  reimbursement 
for  such  care  will  be  no  greater  than  for 
similar  services  rendered  by  non-HMO  pro- 
viders. 

Third,  the  new  law  grants  certain  chiro- 
practic benefits  to  Medicare  and  Medicaid 
patients. 

PEER  REVIEW 

Under  the  peer  review  provision  of  the 
new  law,  local  medical  societies  will  have 
the  opportunity  to  establish  peer  review 
mechanisms,  operating  independently,  to 
review  the  quality  of  care  hospitals  and 
nursing  homes  provide  to  Medicare  and 
Medicaid  patients. 

During  the  pre-1976  period,  10  percent 
or  more  of  the  practicing  physicians  in  an 
area  could  demand  a poll  of  all  practicing 


physicians  to  determine  whether  the  organ- 
ization negotiating  to  set  up  a PSRO  sub- 
stantially represents  the  physicians  of  the 
area.  A more  than  50  percent  “no”  vote 
would  break-off  the  negotiations. 

From  now  until  the  end  of  next  year,  the 
HEW  Department  is  ordered  to  establish 
PSRO  areas  around  the  country  (usually 
300  or  more  physicians).  In  some  cases  it 
is  believed  that  entire  smaller  states  will  be 
designated  as  PSRO  areas. 

The  PSRO  would  be  expected  to  analyze 
the  pattern  of  services  rendered  or  ordered 
by  individual  practitioners  and  providers 
and  to  concentrate  its  attention  on  situa- 
tions in  which  unnecessary,  substandard,  or 
inappropriate  services  seem  most  likely  to 
exist  or  occur. 

A PSRO  would  have  authority  to  approve 
the  medical  necessity  of  all  elective  hos- 
pital admissions  in  advance  — solely  for 
the  purpose  of  determining  whether  Medi- 
care and  Medicaid  will  pay  for  the  care. 

The  PSRO  would  (after  reasonable  no- 
tice) recommend  to  HEW  appropriate  action 
against  persons  responsible  for  gross  or 
continued  overuse  of  services,  for  use  of 
services  in  an  unnecessarily  costly  man- 
ner, or  for  inadequate  quality  of  services 
and  would  act  to  the  extent  of  its  authority 
and  influence  to  correct  improper  activities. 

Where  a review  organization  finds  that 
voluntary  and  educational  efforts  fail  to 
correct  or  remedy  an  improper  situation,  it 
would  transmit  its  recommendations  con- 
cerning sanctions  through  a statewide  coun- 
cil to  the  secretary  of  HEW. 

A PSRO  would  have  the  responsibility  of 
determining  — for  purposes  of  eligibility  for 
Medicare  and  Medicaid  reimbursement  — 
whether  care  and  services  provided  were: 
first,  medically  necessary,  and  second,  pro- 
vided in  accordance  with  professional  stand- 
ards. Additionally,  the  PSRO  where  med- 
ically appropriate,  would  encourage  the  at- 
tending physician  to  utilize  less  costly  al- 
ternative sites  and  modes  of  treatment. 
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The  local  PSRO  would  be  primarily  re- 
sponsible for  review  of  all  Medicare  and 
Medicaid  services  rendered  or  ordered  by 
physicians  in  its  area.  The  purpose  of  the 
provision  is  to  establish  a unified  review 
mechanism  for  all  health  care  services  under 
the  aegis  of  the  principal  element  in  the 
health  care  equation,  the  physician. 

HMO  OPTION 

The  legislation  contains  the  Administra- 
tion’s request  for  allowing  Medicare-Medicaid 
beneficiaries  to  enroll  in  HMOs,  but  limits 
the  choice  to  existing  prepaid  group  prac- 
ticing plans  by  providing  that  incentive  re- 
imbursement would  be  available  only  to 
HMOs  with  a minimum  membership  of  25,000 
and  which  have  been  in  operation  for  at  least 
two  years.  Instead  of  the  Administration’s 
plan  for  paying  such  HMOs  95  percent  of 
the  combined  part  A and  part  B costs  of 
Medicare  patients  in  an  area,  the  bill  sets 
out  a formula  under  which  HMOs  would 
receive  one  half  of  the  savings  if  care  has 
been  rendered  for  less  than  the  Medicare  av- 
erage in  an  area  (the  socalled  incentive  re- 
imbursement), but  would  have  to  absorb  the 
entire  loss  if  HMO  treatment  for  Medicare 
beneficiaries  runs  higher  than  regular  Medi- 
care costs  in  the  area. 

The  Joint  Conference  rejected  a provision 
that  would  have  made  the  federal  govern- 
ment share  in  the  losses  of  HMO  care  to 
Medicare  patients,  as  well  as  a provision 
that  would  have  established  a bonus  arrange- 
ment for  states  providing  HMO  care  for 
Medicaid  beneficiaries. 

CHIROPRACTIC 

Inclusion  of  chiropractic  benefits  for  the 
first  time  in  a federal  program  was  a set- 
back to  the  medical  profession,  the  Admin- 
istration, and  numerous  other  antichiro- 
practic forces.  However,  the  modification 
of  the  chiropractic  benefit  language  in  con- 
ference may  make  it  practically  unworkable. 
As  passed  by  the  Senate,  chiropractic  bene- 
fits were  limited  to  manual  manipulation  of 
the  spine.  In  conference,  this  was  modified 
to  require  that  benefits  would  be  covered 
only  after  an  x-ray  revealed  subluxation. 
Apparently  the  x-ray  cost  will  not  be  cov- 
ered, nor  can  it  be  interpreted  by  a chiro- 
practor. 


OTHER  PROVISIONS 

— Renal  disease  — individuals  under  age 
of  65,  covered  by  social  security,  would 
be  eligible  for  Medicare  if  they  require 
hemodialysis  or  renal  transplantation. 
This  is  the  second  instance  in  the  bill 
of  extending  Medicare  to  younger-than- 
65-people. 

— Abusers  — providers  determined  to 
have  overused  Medicare  could  have 
their  services  under  the  program  term- 
inated under  stronger  powers  granted 
the  HEW  Department  against  abusers. 

— Black  lung  — eliminated  was  a Senate 
provision  that  would  have  extended  Med- 
icare coverage  to  people  receiving  '‘black 
lung”  benefits  under  social  security. 

— Publicity  — adopted  is  a requirement 
that  HEW  Department  make  public  in- 
formation from  a survey  of  health  fa- 
cilities or  organizations  on  the  absence 
or  presence  of  “significant  deficiencies.” 
Also  the  government  must  make  public 
evaluations  and  reports  dealing  with 
individual  contractor  performances  of 
carriers,  intermediaries  and  staff  agen- 
cies as  well  as  program  validation  sur- 
vey reports  with  names  of  individuals 
deleted. 

— Joint  Commission  — HEW  could  enter 
into  agreements  to  have  states  survey 
a hospital  or  hospitals  certified  by  the 
Joint  Commission  on  Accreditation  of 
Hospitals  on  a limited  basis  where  an 
allegation  has  been  made  that  adverse 
health  conditions  exist. 

— Eyeglasses,  etc.  — rejected  was  a senate 
provision  adding  Medicare  part  B bene- 
fits for  poor  families  the  costs  of  eye- 
glasses, podiatric  services,  dentures  and 
hearing  aids. 

Left  intact  in  the  measure  is  a limita- 
tion on  physicians’  prevailing  charge  levels 
under  Medicare.  Recognized  as  reasonable 
are  only  those  charges  which  fall  within  the 
75th  percentile  (a  charge  that  covers  75 
percent  of  the  existing  case  charges  for  a 
procedure  or  treatment  in  an  area  exclud- 
ing the  top  25  percent  of  charges),  a step 
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that  Social  Security  already  has  carried  out 
administratively.  Starting  next  year,  under 
the  bill,  future  charge  increases  would  be 
limited  by  a factor  which  takes  into  account 
increased  costs  of  practice  and  the  increase 
in  earning  levels  in  an  area. 


Stricken  from  the  bill  was  a $900  million 
provision  to  add  drugs  as  an  outpatient 
Medicare  benefit,  as  well  as  a plan  that  would 
have  established  an  Inspector  General  over 
Medicaid  and  Medicare  in  the  HEW  Depart- 
ment. 


While  Making  Rounds 


Quote  Unquote. 

“Universities  are  full  of  knowledge;  the 
freshmen  bring  in  a little  and  the 
seniors  take  none  away;  and  knowledge 
accumulates.” 

Lowell 


“Will  you  please  name  for  me  all  the  dis- 
eases in  the  world?” 

Mitchell 

“Great  men  never  feel  great,  small  men 
never  feel  small.” 

Anon 


“The  United  Nations  can’ t guarantee 
peace  any  more  than  a doctor  can  guar- 
antee health.  But  would  that  be  a good 
reason  for  doing  away  with  doctors?” 

Maurois 


“Thinking  is  painful,  unnecessary,  and 
unpopular.” 


Hutchins 


Department  Of  Facts  And  Statistics. 

As  we  go  to  press,  there  is  a doctors  strike 
in  Chile,  and  there  is  a doctors  strike 
in  Uruguay. 

Another  12,257  licensed  physicians  were 
added  to  the  U.  S.  medical  profession 
in  1971. 

Definition. 

Lung:  smog  filter. 

Section  On  Ophthalmology. 

Everybody  has  20/20  hindsight. 

Author  Et  Al. 

I have  just  seen  a good  article  in  an  ex- 


cellent medical  journal,  that  occupied 
IV2  pages  and  had  14  authors.  The 
title,  a picture,  expressions  of  gratitude, 
and  references  took  up  30  percent  of 
the  page  and  a half,  so  that  it  was  sim- 
ply a one  page  article,  and  each  author 
was  responsible  for  one  fourteenth  of 
a page. 

Funny  Claim  Department. 

The  cook  who  got  food  poisoning. 

Cole’s  Law. 

There’s  nobody  madder  than  someone 
who’s  wrong. 

Things  We  Will  Never  Know. 

Why  we  yawn,  how  birds  navigate,  what 
happens  when  you  crack  your  knuckles, 
why  dogs  put  their  heads  out  of  auto- 
mobile windows,  why  birds  chirp,  why 
we  stretch,  why  we  are  ticklish,  and  why 
birds  bob  their  heads. 

Should  Old  Acquaintance  Be  Forgot. 

And  I know  some  that  should. 

W~e  began  a long  operation  at  ten  o’clock 
on  the  night  of  December  31st,  so  that 
we  started  it  one  year  and  finished  it 
the  next.  And  after  a while,  we  brought 
the  patient  back  and  did  him  again.  And 
twelve  months  later,  we  opened  a pa- 
tient on  the  last  day  of  one  year  and 
closed  him  on  the  first  day  of  the  next; 
and  we  cut  on  him,  as  they  say,  a few 
days  later.  The  moral  is  plain  enough. 
Take  New  Year’s  Day  off. 

Old  Titles  I Like. 

Cystitis;  lateral  operation  on  the  bladder, 
death;  tuberculous  kidney. 
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Account  of  a woman  who  had  the  small- 
pox during  pregnancy,  and  who  seemed 
to  have  communicated  the  same  disease 
to  the  foetus. 

An  account  of  some  observations  made  by 
a young  gentleman  who  was  born  blind, 
or  lost  his  sight  so  early,  that  he  had 
no  remembrance  of  ever  having  seen, 
and  was  couch’d  between  13  and  14 
yrs.  of  age. 

F.C. 


Books 

Man  As  the  Measure,  edited  by  Daniel  Adelson, 
Ph.D.;  6"  by  9",  paperback;  the  first  volume  of 
the  Community  Psychology  Series  sponsored  by 
Division  27  of  the  American  Psychological  Associa- 
tion; published  1972  by  Behavioral  Publications. 
Inc..  Momingside  Heights,  New  York,  N.Y.;  $3.95; 
146  pages. 

The  book,  since  that  is  what  it  is,  is  divided  into 
13  sections  written  by  11  authors;  it  is  not  writ- 
ten by  physicians,  but  it  might  be  good  reading  for 
physicians.  It  deals  with  the  university  as  an 
instrument  of  social  action,  lessons  for  the  educa- 
tional establishment,  and  desegregation.  It  seems 
well  written,  and  while  it  unfortunately  lacks  an 
index,  does  have  references. 

Six  weeks  in  May,  white  youth,  black  youth,  and 
Berkeley;  if  you  want  to  know  about  these,  read 
the  book. 

—F.C. 


Water  Publications  of  State  Agencies,  edited  by 
Gerald  J.  Giefer  and  David  K.  Todd;  22  by  28.5  cm 
(8%"  by  11%");  hard  cover;  319  pages;  Water 
Information  Center,  Manhasset  Isle,  Port  Washing- 
ton, New  York  11050;  1972;  The  Maple  Press  Com- 
pany; $39.50. 

The  editors  have  compiled  a listing  of  water  re- 
sources publications  issued  by  335  state  agencies 
in  the  50  states  of  the  United  States,  and  have  listed 
the  information  by  state  with  publications  grouped 
under  the  issuing  agencies  of  each  state. 

There  are  bulletins,  reports  of  all  kinds,  cir- 
culars, books,  things  called  volumes,  legislation, 
articles,  laws,  surveys,  maps,  charts,  memoirs, 
series,  and  collections  of  social  publications  and  pa- 
pers; and  these  are  listed  by  the  thousands.  There 


is  a table  of  state  libraries  with  their  addresses, 
so  that  the  reader  will  know  how  to  obtain  these 
publications. 

A great  deal  of  work  has  gone  into  the  making 
of  this  book,  and  it  should  be  a treasure  for  anyone 
who  wants  a source-book  of  state  agency  water  pub- 
lications. 


—F.C. 


Family  Therapy,  by  Gerald  H.  Zuk,  Ph.D.,  5%" 
by  8V2";  published  1971  by  Behavioral  Publications, 
Morningside  Heights,  New  York,  N.Y.;  239  pages, 
hard  cover;  $12.95. 

This  book  is  divided  into  eleven  chapters  and 
into  these  four  parts:  Overview  of  the  Field; 

Technique  of  Family  Therapy;  Pathogenic  Relating, 
and  Interviews.  There  is  a lengthy  discussion  of 
family  therapy,  and  long  interviews  with  an  Ar- 
kansas family  and  with  a Philadelphia  family. 

There  are  references,  but  no  index;  the  author 
has  included  nine  of  his  papers  on  family  therapy. 
If  you  are  interested  in  family  therapy,  a triadic- 
based  approach,  read  Zuk.  You  may  like  the  inter- 
views; I like  interviews. 

—F.C. 


Our  Medical  Schools 

TV  for  pharmacists 

The  University  of  Nebraska  College  of 
Pharmacy  offered  a two-month  postgraduate 
course  by  television  to  registered  pharma- 
cists which  started  October  18. 

The  course  consists  of  “Principles  of  a 
Patient-Oriented  Practice  of  Pharmacy,”  and 
was  presented  through  two-way  television 
broadcasts  to  audiences  at  the  Omaha,  Lin- 
coln, and  Grand  Island  Veterans  Administra- 
tion Hospitals. 

The  course  consisted  of  approximately  30 
hours  of  lecture  and  discussion  covering  a 
variety  of  topics  designed  to  teach  registered 
pharmacists  how  to  become  more  involved 
with  physicians  and  other  health  profes- 
sionals in  direct  patient  care  and  treatment. 
The  program  was  also  designed  to  stimulate 
the  pharmacist  to  further  his  knowledge  in 
the  areas  of  drug  therapy  and  the  disease 
processes. 
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FEATURES 


9 d rfetxili&Uf  ^ 

How  do  you  practice  (HEALTH  EDUCA- 
TION) in  your  every  day  life?  Certainly 
you’ve  seen  the  commercial  “Wash  your 
hands,  Roger.”  This  was  the  cry  in  our  house 
recently  after  the  expedition  for  science  class 
was  over.  I felt  that  we  were  encouraging 
a possible  paramedical  student  or  at  least 
some  portion  of  the  science  world  when  we 
housed  six  skinks  (sand  lizards),  two  jars 
of  ants  discovered  under  the  rock  in  my 
one  and  only  flower  patch,  and  a collection 
of  other  “bugs”  captured  in  various  places. 

(Health  MANPOWER)  Our  new  retire- 
ment center  is  just  a hop,  skip  and  jump 
from  our  house  and  while  I’m  guilty  of  driv- 
ing by,  Holly  and  Troy  make  occasional  vis- 
its. The  residents  probably  enjoy  them 
more  anyway.  (Volunteer  Health  Services)  ? 

Our  den  has  been  the  scene  of  sample  sort- 
ing, preparing  a box  of  drugs  to  send  to 
Jan  Heins.  (INTERNATIONAL  HEALTH). 
Hope  you  don’t  mind  if  I keep  a few  for  our 
sample  drawer,  charity  begins  at  home  you 
know. 

Our  children  are  certainly  more  knowledg- 
able  about  politics  than  I was  at  their  age. 
Thus,  we  are  more  interested.  Have  you 
registered  to  vote?  Have  you  joined  NEB- 
PAC?  (LEGISLATION). 

I make  it  a rule  never  to  go  ice  skating  on 
the  creek  until  some  brave  200  pounder  has 
tested  the  ice.  (SAFETY  AND  EMERGEN- 
CY MEDICAL  HEALTH).  And,  I always 
carry  a bunch  of  bandaids  in  my  purse. 
Well,  really,  after  the  ice  is  determined  safe 
we  clear  a spot  for  skating  and  anything 
else  is  out  of  bounds.  The  bandaids  are  for 
real  though,  you’d  be  surprised  how  many 
I’ve  handed  out  to  baseball  players,  4-Hers 
at  the  fair  and  to  little  kids  who  after  see- 
ing that  I’m  prepared  suddenly  suffer  a hurt 
that  needs  a patch. 

I’m  trying  to  interest  some  new  doctors’ 
wives  in  becoming  members,  I hope  that  they 
will  see  that  there  is  some  good  work  done 
by  our  group  along  with  the  fellowship  at 


our  monthly  meetings.  I really  feel  that 
all  of  the  established  (not  old)  members 
should  try  harder  to  make  the  young  ladies 
feel  at  home.  I’ll  never  forget  how  warmly 
I was  treated  by  a number  of  established 
members  when  we  first  came  to  Verdigre. 
(MEMBERSHIP). 

Only  one  more  area  to  cover,  (NEWS- 
LETTER) send  an  article  for  publication. 
Well,  I’ve  already  done  that,  several  in  fact. 
So,  for  good  measure,  I’ll  send  this  one  to 
Dr.  Cole  and  see  if  he  decides  to  use  it  or 
not.  A schedule  of  articles  to  be  published 
by  various  chairmen  has  been  sent  to  Dr. 
Cole  so  he’ll  be  expecting  your  articles. 
They  should  be  of  600  words  in  length  (two 
typewritten  sheets,  double  spaced)  for  the 
full  page  or  one  typewritten  page  for  one 
column.  In  the  event  that  an  article  doesn’t 
arrive  in  time  or  that  it  is  only  one  column, 
Dr.  Cole  will  either  have  to  resort  to  my 
efforts  or  cut  down  on  our  alloted  space. 

Barbara  Carlson 

Welcome  New  Members 

Robert  J.  Buchman,  M.D. 

5440  South  Street 
Lincoln,  Nb  68506 

John  Dunn,  M.D. 

Elgin,  Nb  68636 

Martin  R.  Lohff,  M.D. 

Methodist  Hospital 
Omaha,  Nb  68114 

Darvin  Ritchie,  M.D. 

Loup  City,  Nb  68853 

Ron  D.  Scott,  M.D. 

Kearney  Clinic 
Kearney,  Nb  68847 

N.  I.  Simon,  M.D. 

130  Lakewood  Drive 
Lincoln,  Nb  68510 

Robert  B.  Synhorst,  M.D. 

4740  “A”  Street 
Lincoln,  Nb  68510 

Donald  E.  Waltemath,  M.D. 

120  Wedgewood  Drive 
Lincoln,  Nb  68510 
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Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS  — 
December  2 — Ainsworth,  Elm  Grade 
School 

December  9 — North  Platte,  Elks  Lodge 

ASSOCIATION  OF  MILITARY  SUR- 
GEONS OF  THE  UNITED  STATES  — 
79th  Annual  Meeting;  Convention  Center, 
San  Antonio,  Texas,  Dec.  10  through  Dec. 
13,  1972.  The  address  of  the  A.M.S.  of 
the  U.S.  is : 8502  Connecticut  Ave.,  Chevy 
Chase,  Maryland  20015. 

LARYNGOLOGY  AND  BRONCHOESOPH- 
AGOLOGY  — Continuing  Education 
Course,  conducted  by  the  Department  of 
Otolaryngology  of  the  Abraham  Lincoln 
School  of  Medicine  and  the  University  of 
Illinois  Hospital  Eye  and  Ear  Infirmary; 
March  5 to  10,  1973;  limited  to  15  physi- 
cians; under  the  direction  of  Paul  H.  Hol- 
inger,  M.D.  Write  to:  Department  of 
Otolaryngology,  Eye  and  Ear  Infirmary, 
1855  West  Taylor  Street,  Chicago,  Illinois 
60612. 

22ND  ANNUAL  POSTGRADUATE 
COURSE  IN  PEDIATRICS  of  the  Univer- 
sity of  Texas  Medical  Branch;  Galveston, 
Texas  — March  15  and  16,  1973;  accept- 
able for  12  prescribed  hours  by  the  Amer- 
ican Academy  of  General  Practice;  regis- 
tration fee  is  $75.00.  Write  to:  Lillian  H. 
Lockhart,  M.D.,  University  of  Texas  Med- 
ical Branch,  Galveston,  Texas  77550. 

NEBRASKA  OB-GYN  SOCIETY  — March 
29,  30,  31,  1973,  Las  Vegas,  Nevada,  Fron- 
tier Hotel.  For  further  information,  con- 
tact: G.  W.  Orr,  M.D.,  Program  Director, 
Department  of  Obstetrics  and  Gynecology, 
University  of  Nebraska  Medical  Center, 
42nd  and  Dewey,  Omaha,  Nebraska  68105. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Annual  Session,  April  29  - May  2,  1973, 
Holiday  Inn,  Kearney,  Nebraska. 


AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Session,  June  23  - 28,  1973,  Ameri- 
cana Hotel,  New  York,  New  York. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Fall  Session,  October  5-7,  1973,  Holiday 
Inn,  Kearney,  Nebraska. 

AMERICAN  MEDICAL  ASSOCIATION  — 
27th  Clinical  Convention,  December  1-5, 
1973,  Anaheim,  California. 

In  Memoriam 

By  medicine  life  may  be  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 

JOHN  ANDREW  BROWN  III,  M.D. 
Lincoln 

John  Andrew  Brown  III  was  born  June  7, 
1915  in  Washington,  Kansas.  He  died  sud- 
denly October  29,  1972,  in  Lincoln,  Nebraska, 
at  the  age  of  57. 

John  Brown  graduated  from  the  Univer- 
sity of  Nebraska  in  1937  and  received  his 
M.D.  from  the  University  of  Nebraska  Col- 
lege of  Medicine  in  1941,  and  interned  at 
Shreveport  Charity  Hospital.  He  was  called 
to  active  duty  in  the  USNR  two  days  after 
Pearl  Harbor  and  served  in  the  USNR  until 
1946  and  held  the  rank  of  Lieutenant-Com- 
mander. 

He  moved  to  Lincoln  in  1946  and  for  two 
years  served  in  a preceptorship  with  Drs. 
Orr  and  Teal.  In  1948  he  became  associated 
with  Dr.  George  Walker  Since  1948  he  has 
become  firmly  identified  with  family  prac- 
tice in  Nebraska. 

For  many  years  he  was  Secretary  of  the 
Lancaster  County  Medical  Society,  and  he 
worked  on  numerous  committees  for  the 
Nebraska  State  Medical  Association.  He 
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was  a past-president  of  the  Nebraska  Ob- 
stetrical-Gynecology Society. 

His  heart  was  in  family  practice. 

He  was  Associate  Professor  in  the  Depart- 
ment of  Family  Practice  at  the  University 
of  Nebraska  College  of  Medicine.  He  was 
a past-president  of  the  Nebraska  Chapter 
of  the  American  Academy  of  General  Prac- 
tice and  for  15  years  served  as  Secretary- 
Treasurer.  He  was  a state  representative  to 
the  Congress  of  Delegates  of  the  American 
Academy  of  Family  Practice;  in  addition 
he  had  been  chairman  of  a national  commit- 
tee and  currently  was  a member  of  the  Na- 
tional Committee  on  Insurance.  In  1971  he 
was  honored  at  the  annual  scientific  meet- 
ing of  the  Academy  where  he  was  named 
Family  Doctor  of  Nebraska  for  the  year, 
and  the  meeting  was  dedicated  to  him. 

He  was  in  the  first  group  to  pass  the 
examination  for  certification  for  the  Na- 
tional Board  of  Family  Practice.  In  Septem- 
ber, 1972,  in  New  York,  he  was  made  a 
Charter  Diplomate  of  the  American  Acad- 
emy of  Family  Practice. 

Dr.  Brown  is  survived  by  his  wife,  Gladys ; 
two  daughters,  Brenda  Brown  of  Boston, 
Mass.,  and  Mrs.  Phillip  (Joan)  Nelson,  of 
Aurora,  Nebr.,  and  two  grandsons,  John 
Andrew  and  James  Eric;  and  by  thousands 
of  persons  who  were  the  better  for  having 
been  his  patients. 

He  was  an  excellent  physician,  a fine 
teacher,  and  a gentleman.  He  will  not  soon 
be  forgotten  nor  ever  replaced.  He  was 
skilled  and  kind,  and  he  was  beloved  by  his 
patients.  He  rendered  a great  deal  of  serv- 
ice to  his  community.  He  was  a very  good 
doctor. 

He  will  be  missed. 


Coarctation  of  Abdominal  Aorta  — G.  Sproul 
(2850  Sixth  Ave,  San  Diego,  Calif  92103) 
and  J.  Pinto.  Arch  Surg  105:571-576  (Oct) 
1972. 

Coarctation  of  the  abdominal  aorta,  pri- 
marily a disease  of  young  women  and  pre- 


sumably on  a congenital  basis,  has  been 
found  masquerading  as  arteriosclerotic  oc- 
clusive disease.  A bruit  of  the  abdomen 
coupled  with  elevated  blood  pressure  and 
diminished  distal  pulses  is  a common  feature. 
When  these  objective  findings  are  accompa- 
nied by  claudication  and  pain  which  may  be 
bizarre  or  out  of  proportion  to  the  degree  of 
ischemia,  coarctation  should  be  suspected. 
A successful  method  for  approaching  intra- 
renal  coarctation  of  the  aorta  is  presented 
which  avoids  thoracotomy  and  overcomes 
local  technical  difficulties. 


Major  Hepatic  Resection  for  Malignant  Neo- 
plasms of  Liver  — R.  D.  Brasfield  et  al 
(177  E 79th  St,  New  York  10021).  Ann 
Surg  176:171-177  (Aug)  1972. 

Among  102  instances  of  surgical  removal 
of  portions  of  the  liver  50  involved  resec- 
tion of  a major  portion  of  the  liver  (37 
right  and  13  left)  ; 14  resections  were  per- 
formed for  primary  cancer  of  the  liver,  9 
for  primary  cancer  of  the  gallbladder,  and 
the  remaining  27  for  metastatic  cancer  of 
varying  histological  type  and  origin.  Of  the 
33  resections  performed  from  1950  to  1964, 
there  was  one  postoperative  death  and  one 
five-year  survivor  in  nine  left-hepatic  re- 
sections, and  eight  operative  or  postoperative 
deaths;  there  were  five  five-year  survivors 
in  24  right-hepatic  resections. 


Urban  Measles  in  Vaccine  Era:  Clinical,  Epi- 
demiologic, and  Serologic  Study  — J.  D. 

Cherry  et  al  (Cardinal  Glennon  Memorial 
Hosp  for  Children,  St  Louis  63104).  J 
Pediatr  81:217-230  (Aug)  1972. 

Survey  of  a measles  epidemic,  during 
which  130  children  were  hospitalized  and  six 
died,  during  1970  to  1971,  revealed  an  attack 
rate  of  8.5%  in  children  vaccinated  after  1 
year  of  age,  but  6.3%  for  children  immun- 
ized before  age  1 year.  Measles  attack  rates 
in  vaccines  were  independent  of  time  elapsed 
since  immunization.  Twenty-four  cases  of 
measles  occurred  in  a school  in  which  89% 
of  the  children  were  immunized  or  had  had 
natural  disease;  19  of  these  cases  were  vac- 
cine failures. 
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REPORTS  OF  OFFICERS, 
DELEGATES  AND  COMMITTEES 

(These  reports  appear  as  originally  submitted. 
For  the  House  of  Delegates’  deliberations,  possible 
changes,  and  final  action,  refer  to  the  minutes 
which  follow  these  reports). 

REPORT  OF  BOARD  OF  DIRECTORS 

R.  Russell  Best,  M.D.,  Omaha,  Chairman ; Charles  F.  Ashby, 
M.D.,  Geneva ; George  B.  Salter,  M.D.,  Norfolk ; Carl  L. 
Frank,  M.D.,  Scottsbluff  ; Russell  L.  Gorthey,  M.D.,  Lincoln. 

The  report  of  the  Board  of  Directors  will  cover 
expenditures  of  the  Association  since  January  1, 
1972  through  June  30,  1972.  Inasmuch  as  the  Board 
has  been  reporting  at  both  Fall  and  Annual  Session, 
it  was  felt  that  reports  should  cover  six  months 
of  the  calendar  year  of  expenditures. 

The  Board  adopted  a budget  for  1972  operations 
in  the  amount  of  $137,921.  Also  1972  is  the  year 
in  which  dues  were  increased  to  $100.  The  Board  is 
pleased  to  note  that  the  dues  increase  did  not  re- 
sult in  a membership  decrease.  It  is  anticipated  at 
this  time  dues  and  other  revenue  will  provide  a 
surplus  at  the  end  of  the  calendar  year  of  opera- 
tions. 

NEBRASKA  MEDICAL  JOURNAL 

One  important  factor  which  will  have  a possible 
impact  on  Association  expenditures,  which  has  not 
yet  been  determined,  is  the  Nebraska  Medical 
Journal.  For  the  past  year,  Association  account- 
ants and  staff  have  had  periodic  discussions  with 
the  Internal  Revenue  Service  regarding  taxation 
of  Journal  income.  The  amount  assessed  by  the 
IRS  has  been  appealed  by  the  Association,  and  we 
have  submitted  substantiating  figures  regarding 
the  cost  of  printing  the  Journal  from  both  the 
readership  and  advertising  standpoint.  Until  this 
issue  is  settled,  we  cannot  make  any  predictions  as 
to  the  financial  impact  that  may  or  may  not  re- 
sult from  these  deliberations. 

We  are  pleased  to  report  that  the  Journal  has 
been  reduced  in  total  size  to  make  the  cost  of 
printing  compatible  with  the  Journal  income.  We 
wish  to  thank  Dr.  Frank  Cole,  the  Editor,  for  his 
diligent  efforts  in  cooperating  with  this  necessary 
size  reduction  of  the  Journal. 

INVESTMENTS 

The  Board  meets  on  a regular  basis  with  invest- 
ment representatives  regarding  the  portfolio  of  the 
Association  and  from  time  to  time  approved  certain 
changes  as  recommended  by  the  investment  counsel. 
As  of  July  31st  of  this  year,  the  Association  in- 
vestments amount  to  $92,882.11,  and  is  comprised 
of  Treasury  Notes,  Municipal  and  Corporate  Bonds 
and  Common  Stocks. 

PEER  REVIEW 

The  Board  has  been  keeping  abreast  of  peer  re- 
view activities  in  regard  to  its  cost  to  the  Asso- 
ciation. To  date,  we  have  not  realized  any  signifi- 
cant expenditures  in  this  area  and  we  do  not  antici- 
pate there  will  be  any  significant  expenditure  for 
the  remainder  of  1972. 

This  concludes  the  report  of  the  Board  of  Direc- 
tors. We  trust  that  the  financial  expenditures  of 
this  Association  have  been  made  in  concert  with 
the  wishes  of  the  membership.  Your  Board  of  Di- 


rectors stand  ready  at  any  time  to  receive  com- 
ments and/or  recommendations  from  the  member- 
ship. 

Respectfully  submitted, 

R.  RUSSELL  BEST,  M.D., 
Chairman 

REPORT  OF  THE  EDITOR, 
NEBRASKA  MEDICAL  JOURNAL 

Volume  56  of  the  Journal,  now  called  the  Ne- 
braska Medical  Journal,  was  published  in  1971. 
It  included  71  articles,  written  by  95  different 
authors,  and  52  editorials. 

There  is  more  than  an  abundant  supply  of  medical 
articles,  and  we  rank  high  in  the  quality  of  manu- 
scripts selected  and  in  the  volume  published.  The 
Journal  continues  to  print  articles  coming  from 
our  two  medical  schools,  from  those  in  private  prac- 
tice throughout  the  state,  and  from  other  parts  of 
the  country. 

Correspondence  and  meetings  have  been  accom- 
plished in  connection  with  a new  project  involving 
both  medical  schools,  to  be  called  The  University 
Corner,  without  increasing  the  number  of  pages  in 
the  Journal. 

In  1971,  the  Journal  contained  articles  dealing 
with  artificial  organs,  aspirin  diease,  blastobycosis, 
bleeding  disorders,  home  health  services,  carcinoids, 
youth  problems,  obstructive  pulmonary  disease, 
organ  procurement  and  transplant,  emergency  serv- 
ices, medical  students,  Peutz-Jeghers  syndrome,  ma- 
ternal mortality,  governing  boards,  hyperalimenta- 
tion, heart  surgery,  drugs,  sickle  cell  anemia,  rural 
health,  medical  costs,  and  many  other  medical  topics. 

WashingtoNotes,  Our  Medical  Schools,  and  Medi- 
cinews  are  published  every  month,  committee  re- 
ports and  accounts  of  state  and  national  meetings 
are  included,  as  are  notices  of  coming  meetings, 
pictures,  and  Letters  to  the  Editor.  Some  four 
editorials  appear  in  each  issue,  and  a page  is  avail- 
able to  the  President  and  another  to  the  Woman’s 
Auxiliary  every  month. 

The  Journal  can  be  proud  of  having  had  a very 
good  year  in  1971. 

Respectfully  submitted, 

FRANK  COLE,  M.D.,  Editor. 

REPORT  OF  EXECUTIVE  SECRETARY 

Since  my  report  in  October,  1971,  this  Associa- 
tion has  experienced  another  busy  year  that  has 
involved  a multitude  of  activities.  An  indication  of 
this  activity  is  demonstrated  by  the  fact  that  As- 
sociation officers  and  staff  attended  and  partici- 
pated in  a total  of  102  meetings  during  this  past 
year.  These  meetings  consisted  of  national  confer- 
ences, out-state  meetings,  committee  meetings,  legis- 
lative hearings,  meetings  with  allied  professions, 
and  numerous  sessions  with  a variety  of  individuals 
and  organizations.  Activity  is  further  identified 
by  receipt  in  the  Headquarters  Office  of  approxi- 
mately 5,100  telephone  calls  during  the  past  year. 
All  of  these  activities  are  a part  of  the  daily  role 
the  Association  plays  in  the  implementation  of  pro- 
grams of  organized  medicine.  The  many  physicians 
who  contributed  to  these  activities  are  to  be  com- 
mended for  their  time  and  effort  expended  in  behalf 
of  the  Association. 
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STATE  LEGISLATION 

In  January,  1973,  the  Nebraska  Legislature  will 
open  for  a 90-day  business  session.  As  of  this 
date,  there  is  no  indication  that  a limitation  of  bills 
per  Senator  will  be  implemented,  and  therefore  we 
can  expect  1,000  plus  pieces  of  legislation.  I feel 
our  record  in  the  Legislature  in  recent  years  has 
been  very  good.  This  has  been  due  mainly  to 
the  activities  of  the  Medical  Service  Committee 
and  the  participation  of  individual  physicians  in 
contacting  their  State  Legislators.  Another  pro- 
gram which  has  been  helpful  is  the  Annual  Lunch- 
eon sponsored  by  the  Woman’s  Auxiliary  for  State 
Legislators  and  their  wives.  It  is  an  excellent 
median  of  communication  with  the  Senators.  Your 
assistance  will  again  be  needed  in  1973,  and  we 
sincerely  hope  you  will  assist  in  supporting  the 
Association’s  views  on  health  legislation. 

NEBRASKA  MEDICAL  FOUNDATION 
A brief  report  is  presented  at  this  time  as  interim 
information  to  the  House  regarding  the  loan  pro- 
gram of  the  Nebraska  Medical  Foundation.  The 
figures  below  indicate  the  grand  total  of  our  loan 
program  along  with  amounts  of  loans  made  since 
the  Annual  Report  in  April.  The  Foundation  needs 
your  continued  support  and  we  are  extremely  ap- 
preciative to  all  of  you  who  have  contributed  in 
the  past. 

NUMBER  OF  LOANS  AMOUNT 


Since 

April 

Total 

Since 

April 

Total 

Medical 

Students 

10 

799 

$12,400 

$ 882,830 

Nursing 

1 

5 

900 

3,200 

Other 

_ _ 0 

220 

___ 

231,750 

11 

1,014 

$13,300 

$1,117,780 

DATES  FOR  ANNUAL  AND  FALL  SESSIONS 

I would  like  to  bring  to  your  attention  the  matter 
of  scheduling  future  annual  and  fall  meetings  of 
the  Nebraska  Medical  Association. 

— Annual  Sessions  — 

Until  recently,  it  has  been  sufficient  for  the  House 
of  Delegates  to  choose  the  location  of  the  Annual 
Session  one  year  in  advance.  However,  staff  has 
noted  that  it  is  getting  increasingly  difficult  in 
some  cities  to  obtain  the  last  week  in  April,  which 
has  traditionally  been  the  date  of  the  Annual  Ses- 
sion. With  the  possible  addition  of  an  out-state 
meeting  site  to  Omaha  and  Lincoln,  I would  like  to 
ask  the  House  to  establish  at  this  session,  the 
meeting  sites  through  1975.  Inasmuch  as  the  1973 
Annual  Session  is  scheduled  for  Kearney,  this 
would  necessitate  establishing  meeting  sites  for 
1974  and  1975. 

— Fall  Sessions  — 

While  the  physical  needs  of  the  Fall  Session  are 
less  than  those  of  the  Annual  Meeting,  we  never- 
theless are  faced  with  increasing  difficulty  in  ob- 
taining desired  dates  for  the  Fall  Session.  One 
important  factor  has  entered  the  picture,  namely, 
Nebraska  Football.  We  have  experienced  difficulty 
in  establishing  dates  which  closely  reflect  meetings 
of  the  House  of  Delegates  on  an  every  six-month 
basis  and  at  the  same  time  not  conflict  with  home 
games  nor  with  Big  8 road  games.  As  a possible 
alternative,  I would  respectfully  suggest  the  House 
of  Delegates  consider  the  possibility  of  holding  an 


occasional  Fall  Meeting  in  Lincoln.  The  meeting 
could  begin  on  Thursday  evening  for  the  Council, 
all  day  Friday  and  Saturday  morning  for  the  House, 
adjourning  in  time  to  attend  a home  game  at 
Memorial  Stadium. 

As  with  the  Annual  Session,  we  would  appreciate 
the  direction  of  the  House  regarding  the  assign- 
ment of  cities  for  Fall  Sessions  through  1975.  This 
would  be  very  helpful  in  securing  the  best  possible 
dates  for  the  Fall  Session.  It  is  called  to  the  atten- 
tion of  the  House  that  a tentative  date  of  October 
5 and  6,  1973,  was  made  with  the  Kearney  Holiday 
Inn  prior  to  the  establishment  of  a 1973  Annual 
Session  in  that  city.  We  would  therefore  request 
direction  as  to  whether  or  not  the  Fall  Session 
should  be  retained  in  Kearney  or  moved  elsewhere. 
Staff  and  officers  will  be  available  to  discuss  this 
issue  further  with  the  House. 

MEMBERSHIP 

Below  is  listed  the  membership  breakdown  of 
NMA  for  1972.  In  addition,  a second  set  of 
figures  is  listed  which  might  be  of  interest  to  the 
Association.  This  breakdown  demonstrates  to  the 
best  of  our  ability,  the  total  number  of  physicians 
in  private  practice,  full-time  V.A.,  Regional  Centers, 
Medical  School  Faculty,  Administration,  and  re- 
tired. Our  figures  were  compiled  by  contacting 
the  several  areas  enumerated  in  this  report,  and  we 
wish  to  thank  them  for  their  cooperation.  We  feel 
the  breakdown  is  as  accurate  as  can  be  compiled 
at  this  time.  Not  included  in  this  report  are  the 
residents  and  interns. 

— 1971  — 


Active  1,221 

Life  116 

Service  2 

Total 1,339 

Less  Deceased 11 


TOTAL 1,328 

A.M.A.  Members 1,211 

Potential  Members  18 

New  Members 55 

Reinstated  Members 6 


Total  New  doctors  moved 

into  state,  1971 79 

— 1972  — 

Active  1,224 

Life  125 

Service  1 

Total  1,350 

Less  Deceased  12 

TOTAL 1,338 

A.M.A.  Members  1,026 

Potential  Members  25 

New  Members 50 

Reinstated  Members 17 


Total  New  doctors  moved 

into  state,  1972  92 
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STUDENT  AND  ASSOCIATE  MEMBERSHIP 
January  through  June,  1972 — 

Student  Members: 


Nebraska 

73 

Creighton 

. 12 

TOTAL 

85 

Associate  Members: 

Nebraska 

. 32 

(5  AMA) 

Creighton 

6 

(2  AMA) 

TOTAL 

. 38 

(7  AMA) 

July,  1972  through  June,  1973- 

Student  Members: 

Nebraska 

37 

Creighton 

45 

TOTAL 

42 

Associate  Members: 

Nebraska 

. 15 

(1  AMA) 

Creighton 

3 

Lincoln 

4 

(2  AMA) 

TOTAL 

. 22 

(3  AMA) 

Omaha  Lincoln 

Out-State  Totals 

Private  Practice 

531 

201 

563  1,295 

Full-Time  VA 

25 

11 

7 43 

Full-Time  Regional 

Centers 

11 

10 

17  38 

Full-Time 

Administration 

6 

5 

11 

Full-Time  Medical 

School  Faculty 

170 

| _.v 

170 

Retired 

32 

17 

44  93 

TOTALS 

. 775 

244 

631  1,650 

Respectfully  submitted, 

KEN  NEFF, 

Executive 

Secretary. 

REPORT  OF  DELEGATE  TO  THE  1971 
NORTH  CENTRAL  MEDICAL  CONFERENCE 

This  conference  held  its  two-day  meeting  October 
30  and  31,  1971,  at  the  Hilton  Hotel  in  St.  Paul, 
Minnesota. 

The  formal  program  covered  a wide  range  of 
subjects  of  deep  interest  to  the  physicians  and  the 
administration  staffs  of  the  six  state  Medical  As- 
sociations making  up  this  conference,  namely,  Iowa, 
Minnesota,  North  and  South  Dakota,  Nebraska, 
and  Wisconsin.  It  provides  an  excellent  forum  for 
the  officers  of  each  state  Medical  Association  to 
exchange  views  and  the  problems  affecting  the  medi- 
cal profession  in  each  state. 

A run-down  of  legislative  activity  in  each  of 
the  State’s  Legislature  was  reviewed.  This  infor- 
mation is  extremely  valuable  to  the  Legislative 
Committee  of  each  state  medical  society  in  dealing 
with  their  problems  in  their  respective  states.  The 
topics  in  these  reports  included : professional  lia- 
bility; state  comprehensive  health  planning;  insur- 
ance payments  to  chiropractors  and  their  efforts 
to  expand  their  services;  laws  affecting  physician 
assistants;  HMO’s;  anti-substitution  laws  for  pre- 
scribed drugs;  generic  name  prescribing;  and  other 
health  related  subjects. 

This  hard  working  conference  had  many  other 
interesting  topics  which  were  discussed  in  detail 


by  authorities  in  their  respective  fields.  The 
assembly  heard  Dr.  Ernest  B.  Howard,  Executive 
Vice  President  of  the  A.M.A.  discuss  the  operation 
of  their  headquarters.  Dr.  Howard’s  report,  which 
he  gives  annually  to  this  conference,  provided  an 
excellent  insight  as  to  the  importance  of  the  A.M.A. 
to  the  entire  medical  profession.  If  each  physician 
in  the  United  States  fully  understood  the  operation 
and  objectives  of  the  A.M.A.  we  would  have  a near 
100  percent  membership  in  the  organization. 

Another  informative  topic  involved  Pharmaceu- 
tical Perspectives.  Dr.  Lloyd  Parks,  President  of 
the  American  Pharmaceutical  Association  made  a 
strong  plea  for  a broader  use  of  the  pharmacist 
in  our  health  care  delivery  system.  Strong  diver- 
gent views  were  presented  by  Dr.  Parks  and  C.  J. 
Stetler,  President,  Pharmaceutical  Manufacturers 
Association  on  the  pharmacists’  role  in  product 
selection.  This  deals  with  the  anti- substitution  laws 
on  drugs  being  considered  by  many  state  legisla- 
tures at  the  present  time.  Mr.  Stetler  gave  strong 
arguments  for  anti-substitution  laws  and  felt  that 
they  should  not  be  repealed. 

An  excellent  presentation  was  given  by  Dr.  Paul 
Ellenwood  of  Minnesota  on  the  HMO  concept. 
According  to  him,  much  is  happening  in  the  HMO 
field  with  literally  hundreds  of  HMO’s  in  various 
stages  of  development.  It  is  occurring  without  legis- 
lation on  the  HMO  making  its  way  through  Con- 
gress. 

A fine  camaraderie  type  of  spirit  exists  at  all  the 
meetings  of  the  North  Central  Medical  Conference 
which  includes  the  caucus  session  at  the  House  of 
Delegates  meetings  of  the  A.M.A.  In  addition, 
superb  tours  are  arranged  by  this  conference,  the 
African  Tour  this  past  winter  being  an  example 
with  many  Nebraska  physicians  being  in  attendance. 

I wish  to  thank  the  Nebraska  Medical  Association 
for  the  privilege  of  serving  as  your  Delegate  to 
this  conference,  and  especially  for  the  honor  to 
serve  as  President  of  the  conference  this  past 
year.  May  our  new  Delegate  to  this  conference 
find  it  equally  rewarding. 

Respectfully  submitted, 

R.  F.  SIEVERS,  M.D., 

Delegate. 

REPORT  OF  THE  COMMITTEE  ON  GERIATRICS 

Vernon  G.  Ward,  M.D.,  Omaha,  Chairman  ; Robert  G. 
Osborne,  M.D..  Lincoln  ; Richard  Booth,  M.D.,  Omaha ; Dwight 
Frost,  M.D.,  Omaha  ; Frederick  Paustian,  M.D.,  Omaha. 

In  October,  1971,  Dr.  Vernon  G.  Ward  was  ap- 
pointed to  represent  the  Nebraska  Medical  Asso- 
ciation on  the  Inter-Agency  Advisory  Panel  for 
the  Nebraska  Commission  on  Aging.  He  has  done 
so  since  that  time.  Committee  members  have  been 
regularly  informed  of  the  activities  of  the  Panel. 

Some  of  the  topics  which  have  been  discussed 
are  as  follows: 

1.  The  Senior  Counselor  Corps. 

2.  Institutional  care  for  Nebraska’s  elderly  vs. 
home-based  health  services. 

3.  The  incorporation  of  recommendations  from 
the  1971  Governor’s  Conference  on  Aging 
into  Inter-Agency  planning. 

4.  A slide  presentation  entitled,  “Let’s  End 
Isolation.” 
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5.  The  Lincoln  - Lancaster  County  Area  Wide 
Model  Project  on  Aging. 

Respectfully  submitted, 
VERNON  G.  WARD,  M.D., 
Chairman. 

REPORT  OF  INSURANCE  AND  PREPAYMENT 
MEDICAL  CARE  COMMITTEE 

James  H.  Dunlap,  M.D.,  Norfolk,  Chairman ; Stanley  Truhl- 
sen,  M.D.,  Omaha ; Paul  Scott,  M.D.,  Auburn ; Clyde  Kleager, 
M.D.,  Hastings  ; A.  L.  Smith,  Jr.,  M.D.,  Lincoln  ; Hiram  Walker, 
M.D.,  Kearney ; Orvis  Neely,  M.D.,  Lincoln. 

Your  Insurance  and  Prepayment  Medical  Care 
Committee  has  met  officially  on  only  one  occasion 
since  the  last  House  of  Delegates  meeting.  In  ad- 
dition to  this  formal  meeting,  numerous  telephone 
conferences  have  been  held  regarding  our  Mal- 
practice Insurance  Program  with  the  St.  Paul 
Insurance  Company.  Committee  business  during 
the  past  six  months  has  been  restricted  to  three 
separate  and  distinct  items,  each  of  which  shall  be 
covered  separately  in  this  report. 

I.  The  House  of  Delegates  in  previous  session 
instructed  your  committee  to  review  and  maintain 
surveilance  of  a controversy  which  had  developed 
between  the  Nebraska  Hospital  Association  and 
Blue  Cross  with  regard  to  prospective  budgeting 
requirements  directed  at  voluntary  efforts  at  “cost 
containment”  of  hospital  charges.  Initially,  con- 
siderable controversy  was  evident  regarding  this 
item  but  at  the  present  time,  bilateral  compromises 
have  been  effected.  The  Nebraska  Hospital  As- 
sociation plan  is  being  implemented  in  cooperation 
with  Blue  Cross.  We  can  anticipate  further  con- 
troversies along  this  line,  but  the  evidence  at  pres- 
ent indicates  a continued  cooperative  endeavor  di- 
rected at  a realistic  approach  in  hospital  financing. 
Your  committee  has  no  plans  for  continued  sur- 
veilance in  this  area. 

II.  The  St.  Paul  Insurance  Company  representa- 
tives met  with  your  committee  in  August  to  deliver 
a statistical  report  regarding  our  association  with 
their  company  and  for  mutual  discussion  concerning 
various  problems  and  ways  in  which  we  as  a State 
Association  and  the  Insurance  Company  can  be 
of  mutual  benefit.  Neither  your  Insurance  Com- 
mittee nor  the  St.  Paul  representatives  are  happy 
about  the  malpractice  litigation  risks  and  premium 
rates  in  Nebraska,  but  we  do  believe  that  further 
meetings  and  discussion  at  not  less  than  annual 
intervals  will  be  of  very  practical  benefit  to  us, 
both  educationally  and  in  anticipated  reduction  of 
premium  rates.  At  the  present  time,  however, 
your  Insurance  Committee  feels  that  in  all  likeli- 
hood, a premium  rate  increase  can  be  anticipated 
within  the  next  few  months.  Any  reduction  in  rate 
would  be  totally  unrealistic  in  view  of  Nebraska 
based  malpractice  experience.  Distasteful  as  the 
litigation  problem  and  its  attendant  high  cost  is, 
your  Insurance  Committee  feels  that  we  are  moving 
in  the  right  direction  to  maintain  our  contacts  and 
develon  the  urogram  further  with  this  company. 
We  anticipate  a further  statistical  report  from 
them  prior  to  the  annual  House  of  Delegates  meet- 
ing in  the  soring  and  will  reoort  further  concern- 
ing our  mutual  problems  at  that  time. 

III.  In  accordance  with  the  constitutional  and 
by-law  commitments  of  the  Nebraska  Medical  As- 
sociation, your  Insurance  and  Preoayment  Medical 
Care  Committee  maintains  surveilance  and  com- 


munication with  Nebraska  Blue  Cross-Blue  Shield 
activities.  The  following  points  seem  worthy  of 
recitation  as  recent  accomplishments  by  Blue  Cross 
and  Blue  Shield. 

A.  Consumer  education: 

1.  Radio  and  television  ads  are  being  in- 
creasingly directed  toward  emphasizing 
the  rising  costs  of  health  care  and  a re- 
minder to  utilize  in  - patient  facilities 
only  when  necessary. 

2.  Descriptive  brochures  will  be  distributed 
explaining  the  reasons  for  utilization  re- 
view activities  by  the  profession,  provid- 
ers, and  Blue  Cross-Blue  Shield. 

3.  Marketing  techniques  are  being  employed 
to  accurately  describe  what  services  are 
and  are  not  covered  by  Blue  Cross-Blue 
Shield  Contracts. 

4.  In  accordance  with  the  House  of  Delegates 
adoption  of  Resolution  #12,  introduced  at 
the  request  of  Blue  Shield  during  the 
Spring,  1972  Session,  a public  information 
plan  is  being  jointly  developed  by  the 
Public  Relations  Committee  of  the  Ne- 
braska Medical  Association  and  Blue 
Shield. 

B.  Expansion  of  benefits  with  no  increase  in 
premium. 

1.  Thirty-day  limitation  for  tuberculosis  is 
waived. 

2.  Donor  services  by  a Subscriber  for  renal 
transplantation  are  payable. 

3.  Added  to  the  surgical  schedules  are  new 
techniques  of  eye  surgery  utilizing  Laser 
treatments. 

C.  Establishment  of  a utilization  review  system 
with  emphasis  on  assisting  utilization  review 
committees  is  a most  difficult  task.  Pres- 
sures from  government  and  consumer  groups 
are  increasing.  This  new  system  is  designed 
to  furnish  data  to  utilization  review  commit- 
tees such  as  comparative  analysis  reports  on 
lengths  of  stays  by  diagnosis.  This  should 
be  helpful  to  those  committees  who  are  seek- 
ing assistance  in  performing  effective  review 
activities. 

D.  Administration  of  Usual,  Customary,  and  Rea- 
sonable Contracts. 

1.  A procedure  has  been  developed  whereby 
physician  profiles  can  reflect  current 
charges  through  semi-annual  notification 
by  physicians  to  Blue  Shield  of  adjusted 
fees. 

2.  If  a physician’s  claim  for  services  covered 
under  the  contract  is  not  payable  in  full, 
notification  is  first  sent  only  to  the  physi- 
cian to  provide  him  with  an  opportunity 
to  review  in  advance  the  basis  on  which 
payment  is  calculated  and  to  resolve  any 
questions  with  Blue  Shield  before  the 
patient  is  notified. 

Your  Insurance  and  Prepayment  Medical  Care 
Committee  feels  that  once  again  your  House  of 
Delegates  should  reaffirm  its  approval  of  our  rela- 
tionship with  Nebraska  Blue  Cross-Blue  Shield  to- 
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gether  with  the  need  for  continued  close  coopera- 
tion. 

Respectfully  submitted, 

JAMES  H.  DUNLAP,  M.D., 
Chairman. 

REPORT  OF  THE  MEDICOLEGAL  ADVICE 
COMMITTEE 

John  P.  Gilligan,  M.D.,  Nebraska  City,  Chairman  ; O.  A. 
Kostal,  M.D.,  Hastings  ; W.  O.  Brown,  M.D.,  Scottsbluff ; Wm. 
Rumbolz,  M.D.,  Omaha  ; Paul  Goetowski,  M.D.,  Lincoln  ; Frank 
P.  Stone,  M.D.,  Lincoln  ; John  D.  Coe,  M.D.,  Omaha. 

Your  Medicolegal  Advice  Committee  has  met  since 
the  Annual  Session  to  discuss  with  legal  counsel 
a variety  of  approaches  to  settlement  of  malprac- 
tice problems.  For  the  information  of  the  Coun- 
cilors and  the  House  of  Delegates,  the  following 
comments  and  points  were  raised  at  that  meeting. 

First,  there  is  no  one  plan  in  operation  that 
solves  the  malpractice  problem. 

There  are,  however,  several  plans  being  tried  in 
a limited  way: 

1.  Arbitration 

2.  No-Fault  System 

3.  Social-Security  Type  Approach 

4.  Faul  and  Liability  Forte  System  now  being 
used. 

ARBITRATION 

In  nine  California  hospitals,  patients  are  asked  on 
admission  to  sign  an  agreement  to  arbitrate  any 
disputes  with  the  hospital  or  its  staff.  Physicians 
bind  themselves  to  arbitration,  but  patients  may 
repudiate  the  agreement  up  to  thirty  days  after 
discharge.  The  plaintiff  must  prove  legal  negli- 
gence, as  he  would  in  a court,  to  three  arbitrators, 
one  of  his  choice,  one  the  defendant  chooses,  and 
one  chosen  by  both  sides.  Procedure  is  governed 
by  rules  of  the  American  Arbitration  Association. 
A single,  private  hearing  — without  evidence  be- 
coming a matter  of  public  record  — may  suffice. 
Legal  expenses  are  held  on.  The  agony  and  the 
embarrassment  are  substantially  reduced,  and 
awards,  if  granted,  are  made  much  faster  than 
through  the  civil  courts,  according  to  the  Arbitra- 
tion Association’s  executive  vice-president,  Robert 
Coulson.  Almost  everything  about  the  arbitration 
procedure  is  calculated  to  appeal  to  the  busy  hos- 
pital administrator.  If  medical  service  becomes 
a secured  right  paid  for  by  national  health  insur- 
ance, there  is  some  possibility  that  no  full  cover- 
age would  be  provided. 

Under  a no-fault  plan,  it  may  be  even  more  im- 
portant for  hospitals,  doctors  and  insurance  carriers 
to  have  mechanisms  to  assign  responsibility  for 
injury.  Arbitration  offers  a way. 

The  California  Hospital  Association  and  the  Cali- 
fornia Medical  Association  are  sponsoring  a nine 
hospital  experiment. 

The  last  report  indicated  two  hundred  thousand 
patients  had  signed  the  agreement  and  fewer  than 
one  hundred  had  refused  to  sign. 

Only  seven  cases  had  gone  for  arbitration,  and 
it  is  my  understanding  that  one  of  these  cases 
was  settled  before  having  an  arbitration  hearing. 

There  is  to  be  a report  on  the  final  results  of  the 
experiment  in  the  Fall  issue  of  the  Journal  of  Cali- 
fornia Medicine. 


Before  arbitration  could  be  binding  or  effective 
in  this  state,  proper  legislation  would  need  to  be 
enacted.  And  because  of  the  resistance  that  would 
be  furnished  by  the  legal  profession,  probably  the 
only  way  that  could  be  accomplished  would  be  with 
the  assistance  of  the  other  groups  that  make  up  the 
Inter-Professional  Committee. 

That  is  just  one  of  many  matters  that  should  be 
corrected  by  legislation. 

NO-FAULT  SYSTEM 

No-fault  medical  insurance  is  a “middle-ground” 
between  the  present  system  and  a social  insurance 
system. 

The  premise  is  based  on  “compensation  for  medi- 
cal injury  should  be  tied  to  the  degree  that  a 
given  result  from  a medical  procedure  deviates  from 
a set  of  expected  results  for  a like  medical  pro- 
cedure.” 

It  would  thus  differ  from  the  current  malpractice 
approach  in  which  a claimant  must  prove  the  negli- 
gence of  a physician  or  hospital.  And  it  would 
differ  from  a social  insurance  approach  which 
would  compensate  all  the  victims  of  medical  injuries 
regardless  of  the  medical  origin,  or  the  cause  of 
the  injuries. 

No-fault,  as  well  as  Social  Security  insurance, 
would  require  an  expensive,  detailed  cost  account- 
ing of  health  care. 

No-fault  automobile  insurance  differs  from  no- 
fault medical  insurance  in  that  in  the  latter,  the 
patient  is  already  sick  or  injured  and  in  such  cir- 
cumstances, cost  accounting  would  be  difficult  and 
expensive. 

It  has  been  suggested  that  the  Compensation  Court 
Program  could  be  set  up  and  dispense  with  the  Con- 
tingency Fee. 

The  Contingency  Fee  System  is  so  deep-rooted 
in  the  practice  of  law,  I do  not  ever  expect  to  see 
it  dispensed  with. 

However,  there  are  certain  improvements  or  re- 
forms that  could  be  brought  about. 

For  example,  there  are  many  times  it  would  be 
proper  for  the  courts  to  learn  on  questioning  the 
client  whether  there  is  truly  an  informed  consent 
between  the  client  and  his  attorney. 

Does  the  client  understand  what  it  is  costing 
him  in  the  way  of  attorney’s  fees  ? 

Does  he  understand  whether  or  not  some  of  the 
charges  of  investigation,  etc.,  should  have  been  in- 
cluded in  the  thirty  or  fifty  percent  fee  the  attor- 
ney is  charging? 

Why  shouldn’t  the  court  know  how  much  of  a 
per  cent  the  referring  attorney  is  receiving  from 
the  attorney  trying  the  case  ? 

Why  shouldn’t  the  court  inspect  the  attorney’s 
statement  and  give  an  official  acceptance  or  rejec- 
tion ? 

Is  the  fee  to  the  referring  attorney  inconsistent 
with  the  amount  of  professional  service  he  has 
rendered  in  the  case? 

In  1968,  the  medical  profession  paid  out  75  mil- 
lion dollars  in  insurance  premiums. 

Considering  the  increase  in  insurance  rates,  the 
amount  is  probably  twice  that  today. 
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It  is  interesting-  to  find  the  injured  party  is 
receiving  from  fourteen  to  twenty  cents  out  of  every 
dollar  that  is  paid  in  the  handling  of  claims. 

We  are  constantly  reminded  that  a patient  is 
entitled  to  compensation  for  his  injuries  that  have 
occurred  through  the  negligence  of  a physician. 

It  seems  that  our  method  of  compensating  the 
injured  party  is  very  inefficient  and  if  you  please, 
archaic. 

In  conclusion,  there  is  no  better  way  of  preventing 
malpractice  action  against  a doctor  than  a strong 
rapport  between  the  patient  and  doctor. 

“Smiling  patients  seldom  sue.” 

Respectfully  submitted, 

JOHN  P.  GILLIGAN,  M.D., 
Chairman. 

REPORT  OF  THE  COMMITTEE  ON 
MEDICINE  AND  RELIGION 

W.  Ray  Hill,  M.D.,  Lincoln,  Chairman  ; George  Harris,  M.D., 
Cambridge;  Kenneth  C.  Bagby,  M.D.,  Blair;  T.  C.  Kiekhaefer, 
M.D.,  Falls  City ; Merl  Sjogren,  M.D.,  Omaha  ; J.  J.  Hanigan, 
M.D.,  Lincoln  : H.  H.  Whitlock,  M.D.,  Lincoln  ; Donald  F. 
Prince,  M.D.,  Minden  ; Mrs.  Leonard  - Lee,  Lincoln. 

This  committee  is  pleased  to  have  served  the  Ne- 
braska Medical  Association  for  the  past  year.  Our 
activities  have  been  limited  but  important,  we  feel, 
in  the  total  field  of  service. 

Our  report  of  one  year  ago  brought  to  your 
attention  the  planned  prayer  breakfast  for  the 
House  of  Delegates  meeting  held  at  Kearney  in 
the  fall  of  1971.  This  was  initiated  at  the  sug- 
gestion of  Dr.  Roger  Mason.  It  was  felt  that  this 
prayer  breakfast  was  quite  successful. 

A prayer  breakfast  was  also  held  at  the  spring 
meeting  of  the  House  of  Delegates  that  was  at- 
tended by  about  35  people,  including  the  wives 
of  delegates  and  officers  of  the  Nebraska  Medical 
Association. 

Dr.  Frank  Stone  has  requested  that  the  prayer 
breakfast  concept  be  continued  at  the  Fall  Session 
of  the  House  of  Delegates  and  this  program  is  in 
the  process  of  planning. 

Your  Chairman  attended  a two-day  meeting  at 
the  University  of  Kansas  in  this  field  of  Medicine 
and  Religion  and  there  were  approximately  ten 
Nebraska  doctors  and  ministers  present. 

I also  attended  the  annual  regional  meeting  of 
the  A.M.A.  Committee  on  Medicine  and  Religion 
held  for  state  chairmen  of  Medicine  and  Religion. 
This  is  a one-day  session  in  Chicago  held  in  Febru- 
ary of  each  year.  This  is  both  educational  and 
inspirational  and  each  state  in  the  region  reports 
both  their  achievements  and  their  failures.  Your 
chairman  thanks  you  for  the  opportunity  to  attend 
this  meeting. 

There  is  an  overlapping  of  the  philosophies  of 
Medicine  and  Religion  in  60  or  more  areas  and 
our  society  and  committee  should  be  ready  to  sug- 
gest ways  of  approaching  some  of  these  problems. 

There  is  a growing  awareness  that  the  answers 
to  some  of  these  problems  need  to  be  sought  through 
legal  and  societal  approaches  with  the  help  of 
medicine  and  religion. 

Respectfullv  submitted, 

W.  RAY  HILL,  M.D., 
Chairman. 


REPORT  OF  THE  MENTAL  HEALTH  AND 
MENTAL  RETARDATION  COMMITTEE 

J.  Whitney  Kelley,  M.D.,  Omaha,  Chairman  : C.  H.  Farrell, 
M.D.,  Omaha  ; Harry  Henderson,  M.D.,  Omaha  ; Robert  Osborne, 
M.D.,  Lincoln;  John  Baldwin,  M.D.,  Lincoln;  Charles  Land- 
graf,  Jr.,  M.D.,  Hastings  ; Jack  Anderson,  M.D.,  Lincoln  ; Robert 
B.  Muffly,  M.D.,  Omaha. 

Your  Mental  Health  and  Mental  Retardation 
Committee  was  asked  by  the  Interim  Committee 
on  finances  of  the  Legislature  to  meet  with  them 
on  August  3,  1972.  At  that  time,  the  entire  com- 
mittee met  with  the  Interim  Committee,  and  a 
very  fascinating  discussion  ensued  in  which  the 
Legislative  Committee  asked  the  Medical  Asso- 
ciation in  close  association  with  the  Clinical  Direc- 
tor of  the  Department  of  Medical  Institutions  to 
formulate  a set  of  guidelines  which  would  be  ac- 
ceptable not  only  to  the  State  Hospital  Systems, 
but  also  to  the  practicing  physicians  in  the  State 
of  Nebraska. 

The  Mental  Health  Committee  is  going  to  have 
another  meeting  to  write  up  these  guidelines  on 
August  31,  1972,  and  they  will  have  been  com- 
pleted by  the  time  of  the  reading  of  this  report  at 
the  meeting  of  the  House  of  Delegates. 

Respectfully  submitted, 

J.  WHITNEY  KELLEY,  M.D., 
Chairman. 

REPORT  OF  THE  STATE  PEER  REVIEW 
COMMITTEE 

Milton  Simons,  M.D.,  Omaha,  Chairman  ; Dean  C.  Watland, 
M.D.,  Omaha  ; Richard  L.  Tollefson,  M.D.,  Wausa  ; John  C. 
Denker,  M.D.,  Valley : Raymond  J.  Wyrens,  M.D.,  Omaha ; 
Kenneth  T.  McGinnis,  M.D.,  Lincoln ; Dwight  W.  Burney,  Jr., 
M.D.,  Omaha  ; Hobart  E.  Wallace,  M.D.,  Lincoln  ; John  D. 
Baldwin,  M.D.,  Lincoln  ; K.  Don  Arrasmith,  M.D.,  Omaha ; 
Harold  W.  Keenan,  M.D..  Ogallala  ; E.  Stanley  Pederson,  M.D., 
Omaha ; Kenneth  F.  Kimball,  M.D.,  Kearney ; Henry  Kam- 
mandel,  M.D.,  Omaha. 

This  is  a reoort  of  the  Peer  Review  Committee 
of  the  Nebraska  Medical  Association.  Since  the 
last  report,  the  Committee  has  met  with  representa- 
tives of  Blue  Cross  and  Blue  Shield  and  Mutual 
of  Omaha.  The  Committee  has  been  brought  up 
to  date  in  regard  to  the  type  of  monitoring  the 
Insurance  Carriers  and  Intermediaries  are  per- 
forming, and  also  some  of  the  reasons  for  rejec- 
tions on  the  basis  of  utilization  and  fees.  This 
Committee  has  also  heard  reports  from  a repre- 
sentative of  the  Welfare  Department  who  has 
brought  cases  to  the  Committee  for  opinion  and 
recommendation. 

District  Peer  Review  Committees  have  been  estab- 
lished through  the  state  which  have  met.  The  State 
Peer  Review  Committee  deliberates  those  cases 
which  do  not  satisfy  the  parties  involved  at  a dis- 
trict level. 

I would  call  your  attention  to  an  article  that 
has  recently  had  wide  spread  exposure  both  to 
physicians  and  the  lay  public  through  medical  pub- 
lications, and  even  the  Wall  Street  Journal.  The 
article  pertains  to  Aetna’s  attitude  in  that  it  will 
now  let  Peer  Review  settle  fee  disputes  in  those 
areas  where  Peer  Review  Committees  are  avail- 
able. At  the  present  time,  we  have  received  good 
response  from  our  activities  from  the  local  insur- 
ance companies  in  our  area.  It  is  of  interest  that 
at  the  last  Douglas  County  Peer  Review  Committee 
Meeting,  there  were  three  cases  where  they  had 
been  initiated  by  the  patients.  Education  of  the 
physicians  in  the  state  is  an  important  function 
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of  Peer  Review  activities.  From  our  experience 
to  date,  we  would  emphasize  that  careful  docu- 
mentation of  physician  activities  is  one  of  the  most 
important  functions  that  a physician  can  do  to  pre- 
vent many  of  these  cases  coming  to  Peer  Review. 
This  goes  back  to  the  activities  of  Audit  Commit- 
tees within  hospitals,  and  carried  on  all  the  way 
to  the  doctors  office,  so  that  he  or  she  will  ac- 
curately describe  the  actions  he  has  taken  in  a par- 
ticular case. 

The  Peer  Review  Committees  through  the  state 
have  been  organized  on  a regional  basis  based  on 
physician  population.  It  is  obvious  that  in  the 
western  part  of  the  state  where  the  physician  den- 
sity is  low,  that  there  is  frequently  a number  of 
miles  that  have  to  be  covered  for  meetings  of  the 
Regional  Peer  Review  Committees.  It  was  brought 
to  the  State  Committee’s  attention,  that  there  has 
been  an  expense  incurred  by  those  members  who 
have  to  travel  long  distances.  It  is  requested  that 
some  additional  funding  be  provided  to  help  out 
when  excessive  expense  is  incurred.  It  is  recog- 
nized that  this  is  a voluntary  activity,  however, 
there  are  times  when  excessive  costs  are  incurred 
over  and  above  the  time  that  is  donated  by  the 
members  of  some  of  the  Regional,  and  even  State 
Peer  Review  Committees. 

If  any  additional  information  is  needed,  or  any 
questions  arise,  please  let  me  know. 

The  Aetna  article  follows  this  report. 

Respectfully  submitted, 

MILTON  SIMONS,  M.D., 
Chairman. 

AETNA  BACKS  DOWN,  TO  LET  PEER 
REVIEW  SETTLE  FEE  DISPUTES 

(Internal  Medicine  News  Service) 

San  Francisco  — The  Aetna  Life  and  Casualty 
Insurance  Co.  has  publicly  apologized  for  inter- 
fering with  physician  - patient  relationships  and 
has  agreed  to  allow  local  peer  review  committees 
to  adjudicate  disputes  over  bills  that  exceed  the 
company’s  schedule  of  “prevailing  fees.” 

Where  there  is  no  local  peer  review,  Aetna  will 
still  rely  on  its  own  computerized  fee  profiles, 
now  6 months  out  of  date  and  being  updated. 

However,  the  company  says  it  will  no  longer 
send  letters  to  patients  that  might  be  interpreted 
as  encouraging  a patient  to  challenge  his  physician 
into  litigation  over  a fee. 

Final  language  of  a resolution  approved  by  the 
American  Medical  Association’s  House  of  Dele- 
gates at  the  association’s  annual  meeting  said:  “The 
medical  profession  will  not  condone  or  tolerate 
action  on  the  part  of  any  third  party  that  would 
disrupt  the  patient-physician  relationship  by  encour- 
aging the  use  of  litigation  in  the  settlement  of  any 
such  dispute.” 

The  nation’s  largest  health  insurance  company 
thus  escaped  direct  censure  by  the  house,  which 
had  been  urged  by  reference  committee  witnesses  to 
have  physicians  go  to  “war”  against  Aetna  and 
refuse  to  accept  the  insurance  company’s  assign- 
ments. Resolutions  proposed  by  Tennessee,  Oregon, 
and  Texas  delegations  were  considered,  and  27 
witnesses  appeared  before  the  reference  commit- 
tee, almost  uanimously  protesting  Aetna’s  action. 


Several  Aetna  representatives  were  at  the  AMA 
annual  convention  as  well,  lobbying  hard  against 
censure  or  worse  by  the  House  of  Delegates. 

Central  to  the  dispute  was  an  action  interpreted 
by  many  doctors  as  a self-serving  attempt  by  a 
profit-making  insurance  company  to  establish  fees 
for  medical  services. 

Aetna  “would  appear  to  be  attempting  to  mer- 
chandise physicians’  services  to  patients  at  fees 
previously,  secretly,  and  arbitrarily  derived  by 
Aetna,”  acording  to  the  language  of  the  Tennessee 
draft  resolution,  which  the  House  did  not  adopt. 

OFFER  TO  PAY  COSTS 

The  most  anger,  however,  centered  on  letters 
sent  by  Aetna  to  policyholders  who  had  received 
bills  for  fees  higher  than  Aetna  would  pay,  mostly 
in  labor  union  contracts  requiring  the  company 
to  pay  100%  of  “prevailing  fees.” 

The  letters  offered  to  pay  legal  costs  of  defend- 
ing suits  that  might  be  brought  by  physicians 
against  patients  to  collect  fees  over  and  above  the 
amount  that  the  insurance  company  had  paid. 

“It  was  obviously  most  unintentional  and  un- 
fortunate that  some  of  our  letters  have  been  offen- 
sive and,  as  we  have  promised,  we  have  redone 
those  letters,”  said  Daniel  Pettingill,  vice  president 
of  Aetna,  in  an  interview  with  this  newspaper  after 
the  House  of  Delegates  action. 

“There  is  no  question,  in  fairness  to  the  physician, 
that  this  language  would  certainly  interfere  with 
the  doctor-patient  relationship,”  Mr.  Pettingill  said. 

He  said  Aetna  is  writing  to  each  state  medical 
society  and  most  county  medical  societies  “express- 
ing our  regret  and  concern  over  the  unfortunate 
rift.” 

“We  are  pleased  that  the  AMA  resolution  did 
not  censure  us  but  urged  more  use  of  peer  review 
and  establishment  of  peer  review  where  it  doesn’t 
exist,”  Mr.  Pettingill  said  in  the  interview. 

The  company  has  some  10  million  subscribers  and 
pays  about  $1  billion  yearly  for  health  services, 
but  most  of  the  disputes  arise  in  the  area  of  sur- 
gical fees,  Mr.  Pettingill  said.  This  business  in- 
volves about  2 million  persons  and  payments  of 
about  $150  million  annually. 

The  company  still  will  assist  policyholders  in 
defending  lawsuits  brought  to  collect  on  bills  in 
dispute,  Mr.  Pettingill  said,  but  will  not  notify 
the  insureds  by  form  letters  of  this  policy.  In- 
stead, if  a suit  is  filed,  action  will  be  taken  through 
personal  visits. 

3 SUITS  A YEAR 

Previously  the  letters  were  sent  at  a point  when 
a suit  might  be  discussed  or  threatened  by  a physi- 
cian, even  before  court  papers  were  filed. 

Mr.  Pettingill  said  Aetna  assists  in  the  defense 
of  about  three  such  suits  a year. 

The  reference  committee  report  on  the  matter 
said  that  Aetna  or  any  other  insurer  “who  takes 
such  a high-handed  approach”  as  sending  such  let- 
ters or  unilaterally  establishing  “prevailing  fees” 
deserves  censure. 

But  the  committee  found  that  the  action  was 
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regional  and  accepted  assurances  from  top  Aetna 
executives  and  said  of  Aetna: 

“They  have  also  agreed  that  any  cases  where 
physicians’  charges  exceed  the  company’s  prevailing 
fee  will  be  brought  before  the  local  peer  review 
committee  for  adjudication,  where  one  exists,  and 
that  local  peer  review  guidelines  as  to  notifying 
physicians  and  patients  will  be  observed.” 

REPORT  OF  THE  PUBLIC  HEALTH 
COMMITTEE 

H.  C.  Stewart,  M.D.,  Pawnee  City,  Chairman  ; Stanley  Mount- 
ford,  M.D.,  Millard ; Henry  Smith,  M.D.,  Lincoln ; J.  Calvin 
Davis,  III,  M.D.,  Omaha ; Charles  W.  Kraul,  M.D.,  Omaha ; 
Thomas  Waring,  M.D.,  Fremont. 

At  the  request  of  the  House  of  Delegates,  the 
Public  Health  Committee  again  reviewed  the  matter 
of  a standardized  examination  form  for  food 
handlers.  Discussion  revealed  the  following: 

1.  The  desire  to  keep  the  exam  simple  and 
within  economic  range  of  all  involved. 

2.  Stool  exams  were  impractical. 

3.  Several  bills  on  food  handlers  were  introduced 
in  the  1969  State  Legislature  and  no  action 
was  taken  indicating  they  liked  things  much 
as  they  are. 

It  was  decided  to  submit  a standard  simple  form 
to  each  member  for  study  and  comment.  As  this 
was  accomplished  by  mail,  no  committee  member 
was  influenced  by  another.  It  is  interesting  to 
note  that  no  member  was  very  concerned  about  the 
form,  but  all  were  very  concerned  that  each  food 
handler  be  aware  of  basic  rules  of  cleanliness  in 
preparation  and  handling  of  food.  Emphasis  was 
also  placed  on  early  recognition  and  proper  report- 
ing of  outbreaks  of  food  borne  diseases. 

Consequently,  the  accompanying  very  simple 
form  submitted  is  suggested  as  a guide  only.  As 
one  member  pointed  out,  high  blood  pressure  and 
like  conditions  did  not  prevent  a person  from 
being  a food  handler.  Room  at  the  bottom  of  the 
form  is  left  for  any  additional  exam  desired  by 
individual  communities  or  doctors. 

The  suggested  form  follows. 

Respectfully  submitted, 

H.  C.  STEWART,  M.D., 

Chairman. 


SUGGESTED  FOOD  HANDLERS  EXAM 
Familial  and  Past  History. 

Typhoid TB Dysentery Other 

Skin 

(Note  staph  or  strep  infections  — pyodermia) 

ENT 

(Evidence  of  infection) 

Laboratory: 

Serology Tuberculin  test 

Chest  x-ray  (if  applicable) 


REPORT  OF  RURAL  MEDICAL  SERVICE 
COMMITTEE 

Robert  B.  Benthack,  M.D.,  Wayne,  Chairman ; R.  L.  Tollef- 
son,  M.D.,  Wausa ; F.  A.  Mountford,  M.D.,  Davenport;  Michael 
Haller,  M.D.,  Omaha;  James  Peck,  M.D.,  Kearney;  Francis  L. 
Land,  M.D.,  Omaha ; Mrs.  James  Carlson,  Verdigre. 

The  Third  Annual  Rural  Medical  Day  was  held 
on  April  15,  1972.  Dr.  Stanley  Boyd,  Eugene, 
Oregon,  Vice  Speaker  of  the  Congress  of  Dele- 
gates, American  Academy  of  Family  Practice,  spoke 
to  Medical  Students  at  Creighton  University  School 
of  Medicine  in  the  morning,  and  the  University 
of  Nebraska  College  of  Medicine  in  the  afternoon. 
The  attendance  and  interest  was  good  at  both  in- 
stitutions. 

There  was  a community  exhibit  session  held  dur- 
ing the  afternoon  at  the  University  of  Nebraska 
Medical  Center  Cafeteria  which  was  well  attended. 
There  was  some  drop  in  community  exhibits,  to 
twenty-seven.  The  committee  felt  that  the  reduc- 
tion was  in  large  part  due  to  drop-outs  of  com- 
munities having  few  prospects  of  attracting  physi- 
cians, those  not  large  enough  to  support  two,  too 
close  to  other  available  medical  facilities,  etc. 

Prior  to  the  exhibits,  Dr.’s  Mason,  Kugel  and 
Booth  met  with  the  community  representatives  for 
an  orientation  session.  Factors  which  influence  a 
doctor’s  decision  to  go  and  stay  in  a community 
were  discussed.  The  Medical  Schools  efforts  to 
increase  the  numbers  of  physicians  turned  out  and 
the  efforts  to  increase  the  supply  of  Family  Prac- 
titioners and  their  retention  in  the  state  was  also 
discussed.  This  segment  of  the  program  was  new 
this  year  and  was  very  well  received. 

The  Rural  Medical  Day  Program  is  one  oppor- 
tunity for  medical  students  and  residents  and  com- 
munities to  get  together  and  discuss  the  problems 
of  physician  placement  and  supply  and  is  just  one 
segment  of  an  overall  program  to  get  more  physi- 
cians into  rural  Nebraska.  There  has  been  excellent 
cooperation  with  this  program  by  Creighton  Uni- 
versity School  of  Medicine  and  University  of  Ne- 
braska College  of  Medicine.  Financial  support  and 
program  assistance  was  given  by  the  Nebraska 
Chapter,  American  Academy  of  Family  Physicians. 

The  Committee  asks  for  continued  support  of 
the  Rural  Medical  Day  Program  by  the  Nebraska 
Medical  Association  for  the  coming  year. 

Respectfully  submitted, 
ROBERT  B.  BENTHACK,  M.D., 
Chairman. 

REPORT  OF  SCIENTIFIC  SESSIONS 
COMMITTEE 

Joel  Johnson,  M.D.,  Kearney,  Chairman  ; Richard  Cotting- 
ham,  M.D.,  McCook  ; Herbert  E.  Reese,  M.D.,  Lincoln  ; Y.  Scott 
Moore,  M.D.,  Lincoln  ; George  Loomis,  M.D.,  Omaha  ; Russell 
L.  Gorthey,  M.D.,  Lincoln. 

The  Scientific  Sessions  Committee  has  held  two 
meetings  regarding  the  program  for  the  1973  Ne- 
braska Medical  Association  meeting  to  be  held 
in  Kearney,  Nebraska. 

The  first  meeting  was  devoted  to  a review  of  last 
year’s  meeting  to  note  strong  points  and  also 
weaknesses  in  the  meeting.  Preliminary  discussions 
were  begun  regarding  the  scientific  program.  It 
was  felt  that  the  format  used  this  past  year  was 
the  best  in  that  there  are  four  symposia  each  one 
on  a different  subject.  The  specific  topics  have 
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not  yet  been  chosen,  but  one  session  it  is  felt 
would  be  devoted  to  obstetrics  and  gynecology,  one 
session  to  medical  economics,  and  the  other  two 
sessions  devoted  to  emergency  medical  care.  One 
session  would  be  devoted  to  a specific  subject 
such  as  cardiac  arrhythmias  and  their  treatment, 
and  the  other  more  of  an  administrative  level  of 
cooperation  and  better  planning  and  utilization  of 
all  personnel  of  the  emergency  medical  field  with 
special  stress  on  communications. 

Plans  for  Sportsman’s  Day  are  well  underway 
with  the  usual  golf  tournament,  but  in  addition 
plans  are  being  made  for  a tennis  tournament  and 
a study  is  being  made  regarding  the  feasibility  of 
having  canoe  trips  down  the  Platte  River.  Skeet 
shooting  has  been  somewhat  less  than  popular  in 
the  last  several  years  and  this  probably  will  be 
dropped.  Entertainment  for  the  Fun  Night  also 
has  been  arranged  and  consists  of  the  Mario  Singers 
from  Denver,  Colorado. 

If  any  members  have  further  suggestions,  this 
committee  would  certainly  be  open  to  them. 

Respectfully  submitted, 

JOEL  JOHNSON,  M.D., 
Chairman. 

REPORT  OF  SUB-COMMITTEE  ON 
ATHLETIC  INJURIES 

John  E.  Murphy,  M.D.,  Aurora,  Chairman ; John  G.  Yost, 
M.D.,  Hastings  ; Stanley  M.  Bach,  M.D.,  Omaha ; Robert  B. 
Benthack,  M.D.,  Wayne ; S.  I.  Fuenning,  M.D.,  Lincoln  ; Paul 
Goetowski,  M.D.,  Lincoln  ; L.  R.  Smith,  M.D.,  Kearney  ; Richard 
W.  Hammer,  M.D.,  Lincoln ; Jack  K.  Lewis,  M.D.,  Omaha ; 
C.  J.  Cornelius,  M.D.,  Sidney ; Wayne  Wagner,  A.T.,  Omaha ; 
George  Sullivan,  R.P.T.,  Lincoln. 

The  activities  of  your  Sub-Committee  on  Athletic 
Injuries  have  continued  very  successfully  since  our 
spring  legislative  meeting. 

We  conducted  our  annual  Summer  Seminar  on 
Athletic  Injuries  on  August  18th,  which  was  very 
successfully  programmed  by  your  Committee. 
Speakers  for  this  session  were  Fred  Allman,  M.D., 
of  Atlanta,  Georgia,  and  Mr.  Chuck  Coker,  Presi- 
dent of  Universal  Gym  Equipment.  Besides  the 
guest  speakers,  there  were  several  panels  with 
home-state  physicians  and  school  administrative 
officials.  The  Seminar  was  very  encouragingly 
attended. 

Our  plans  are  continuing  at  this  time  for  a 
Saturday  morning  seminar,  with  Dr.  Cooper,  of 
Oklahoma  State,  on  October  28,  1972. 

The  Committee  sponsored  the  Tuesday  luncheon 
at  the  Annual  Session  this  year,  and  tentative 
plans  are  being  made  to  do  likewise  at  the  1973 
Annual  Session. 

Respectfully  submitted, 

JOHN  E.  MURPHY,  M.D., 
Chairman. 

PROGRESS  REPORT,  NEBRASKA  REGIONAL 
MEDICAL  PROGRAM 

Following  the  last  report  submitted  to  the  House 
of  Delegates,  two  events  occurred  which  have  had 
a great  effect  on  the  Regional  Medical  Program  in 
Nebraska. 

1.  A national  site  visit  team  inspected  NRMP 
in  March  and  April  of  1971. 

2.  Because  of  a prior  request  from  South  Dakota, 


Nebraska  and  South  Dakota  were  each  es- 
tablished as  separate  regions  on  July  1,  1971. 

A national  site  team  visited  NRMP  on  March  30- 
31,  1972.  As  a result  of  that  national  visit,  the 
ranking  of  NRMP  among  the  56  regions  ascended 
from  among  the  poorest  in  the  lower  third  of  the 
regions  to  the  lower  half  of  the  top  third  of  the 
regions. 

Total  funding  for  fiscal  year  1972-73  was  in- 
creased by  47.4  percent  over  that  of  last  year. 
$600,000  was  awarded  to  the  region  for: 

1.  The  three  operational  projects: 

a.  Coronary  Care  Training  and  Support  Pro- 
gram 

b.  Mobile  Cancer  Detection  Unit 

c.  Communications  Facility 

2.  Program  activities  including: 

a.  The  ROCOM  Program  (updating,  main- 
tenance, and  distribution) 

b.  Learning  Resource  Center 

c.  Dial-A-Tape  and  Continuing  Education  in 
Coronary  Care  (audio  tapes  and  EKG  rec- 
ognition strips) 

3.  $25,000  for  short-term,  low-budget,  wide-visi- 
bility  mini-projects  or  feasibility  studies. 

4.  Administrative  Services. 

Additionally,  $137,000  in  supplemental  funds  were 
provided  to  fund  three  new  projects: 

1.  Community  Health  Education  Consortia  at 
Chadron 

2.  Community  Health  Education  Consortia  in  the 
Kearney-Hastings-Grand  Island  area 

3.  Nebraska  Project  on  Respiratory  Therapy  at 
Immanuel  Medical  Center  in  Omaha. 

Following  are  brief  reports  on  the  operational 
projects: 

1.  Coronary  Care  Training  and  Support  Program 

Much  has  been  accomplished  through  the  use  of 

the  ROCOM  multi-media  teaching  package  for 
coronary  care  training.  NRMP  has  three  sets. 

Since  the  placement  of  the  first  ROCOM  package 
in  October,  1969,  until  September  1,  1972,  36  areas 
have  taken  advantage  of  this  program,  with  a total 
of  1,559  Trainees.  Within  the  next  ten  days,  sets 
will  be  placed  at  two  additional  sites. 

From  the  beginning  of  the  Coronary  Care  Train- 
ing and  Support  Program  in  early  1970  to  the  pres- 
ent time  (September  1,  1972).,  442  nurses  have  par- 
ticipated in  29  formal  four-week  courses. 

During  the  same  period,  2,939  physicians,  nurses, 
technicians,  and  other  health  professionals  have 
participated  in  70  meetings  consisting  of  one-  and 
two-day  seminars,  workshops,  telephone  conferences, 
circuit  courses,  etc. 

Additionally,  we  have  12  cassettes  on  coronary 
care,  as  well  as  a series  of  electrocardiography  les- 
sons and  worksheets  on  EKG’s.  Currently  749 
physicians  and  nurses  are  receiving  these  materials 
on  a regular  mailing  basis. 

2.  Mobile  Cancer  Detection  Unit 

A Mobile  Cancer  Detection  Unit  is  funded  by 
the  Nebraska  Regional  Medical  Program  and  ad- 
ministered by  the  Creighton  University  School  of 
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Medicine.  The  Unit  is  housed  in  a 60  by  12  foot 
custom-built  trailer  divided  into  a reception  area 
and  a number  of  examination  rooms.  A site  is 
chosen  after  approval  by  the  county  medical  so- 
ciety in  the  county  in  which  it  is  to  be  located. 
Publicity  is  coordinated  prior  to  the  arrival  of  the 
Unit  by  the  local  physicians  and  health  representa- 
tives. Appointments  are  pre-scheduled  on  the  basis 
of  14  persons  per  hour.  A letter  summarizing-  the 
findings,  including  pertinent  points  from  the  medi- 
cal history,  is  sent  promptly  to  the  patient’s  fam- 
ily physician.  When  significant  abnormalities  are 
found  at  the  screening  examination,  the  patient  is 
urged  to  see  his  physician  at  once.  Follow-up  con- 
tacts are  later  made  to  determine  whether  the 
patient  has  visited  the  physician. 

This  past  year  2,500  patients  were  examined  at 
six  locations  throughout  the  state.  There  have 
been  45  cancers  diagnosed  by  members  of  the 
team  who  staff  the  Unit.  While  cancer  screening  is 
the  major  mission  of  this  Unit,  many  medical  diag- 
noses have  been  encountered  whose  pathology  has 
had  no  direct  relationship  to  cancer.  Of  the  1,956 
patients  screened  for  which  statistics  are  available, 
there  were  627  positive  findings.  Among  the  prob- 
lems identified  are  hypertension,  congestive  heart 
failure,  diabetes  mellitus,  etc. 

3.  Communications  Facility 

a.  Drug  Information  Services 

The  inter-regional  drug  information  network  is 
designed  to  provide  therapeutic  and  pharmaceutic 
drug  information  to  physicians,  pharmacists,  den- 
tists, nurses,  and  other  related  health  practitioners. 
This  service  is  being  provided  to  health  professionals 
in  the  states  of  Iowa,  Kansas,  South  Dakota,  and 
Nebraska,  with  occasional  requests  from  North  Da- 
kota, Wyoming,  Missouri,  and  Colorado.  Negotia- 
tions are  presently  underway  to  expand  the  service 
to  Colorado,  Wyoming,  and  Missouri. 

The  Drug  Information  Services  became  opera- 
tional on  August  17,  1970.  As  of  August  31,  1972, 
3,828  requests  had  been  received.  The  percent  of 
time  that  the  four  major  disciplines  use  this  service 


are  as  follows: 

M.D.’s  16.1% 

Retail  registered 

pharmacists 27.8% 

Hospital  registered 

pharmacists 28.0% 

Registered  nurses 11.6% 


Of  the  total  requests,  Nebraska  usage  is  55.4  per- 
cent; Iowa,  22.6  percent;  South  Dakota,  14.0  per- 
cent; Kansas,  8.0  percent. 

A Dial-A-Tape  Service,  which  is  a function  of 
the  University  of  Nebraska  Medical  Library,  is 
linked  to  the  toll-free  telephone  communications 
system  of  the  Nebraska  Regional  Medical  Program. 
Thus,  health  providers  in  Iowa,  Kansas,  South  Da- 
kota, Nebraska,  and  Wyoming  are  able  to  listen 
to  cassette  tapes,  five  to  six  minutes  in  length, 
which  discuss  current  medical  and  nursing  informa- 
tion. As  with  the  Drug  Information  Service,  there 
are  plans  for  providing  the  Dial-A-Tape  Service  to 
health  providers  in  Colorado  and  Missouri. 

The  Nebraska  Regional  Medical  Program  has  pro- 
vided 90  tapes,  and  the  Iowa  Regional  Medical  Pro- 
gram has  provided  49  tapes  to  the  Dial-A-Tape 


Service.  The  American  Cancer  Society  Divisions  in 
Nebraska,  Kansas,  South  Dakota,  and  Iowa  co- 
operatively purchased  157  cancer  tapes.  The  Uni- 
versity of  Nebraska  Medical  Center  provided  the 
remainder  of  the  467  tapes  which  are  presently 
available. 

From  January,  1971,  until  August,  1972,  there 
have  been  5,955  tape  requests. 

The  Nebraska  Regional  Medical  Program  and  the 
University  of  Nebraska  College  of  Pharmacy  have 
also  jointly  produced  a series  of  10-minute  phar- 
macy continuing  education  tapes  for  pharmacists 
throughout  Nebraska.  This  pilot  project  is  being 
sponsored  by  grants  from  the  Nebraska  Pharma- 
ceutical Association  and  the  Nebraska  Rexall  Club. 

These  tapes  are  presented  via  the  already  exist- 
ing In-WATS  telephone  lines  through  a 10-minute 
tape-recorded  lecture  to  pharmacists  twice  monthly 
for  one  year.  Professor  Kirk  Benedict  from  the 
College  of  Pharmacy  authors  the  tapes,  and  the 
Nebraska  Regional  Medical  Program  provides  the 
means  of  communicating  these  tapes  to  pharma- 
cists throughout  the  state. 

b.  Learning  Resource  Center 

The  Learning  Resource  Center  is  basically  de- 
signed to  support  any  or  all  learning  activities 
within  the  region.  The  Learning  Resource  Center 
of  the  NRMP  has  the  following  goals: 

1.  To  promote  greater  manpower  development 
and  utilization  by  making  available  to  the 
health  care  institutions  learning  resources 
that  will  enable  them  to  train  existing  health 
manpower. 

2.  To  improve  health  care  delivery  by  making 
available  resource  material  on  new  techniques 
and  methods  aimed  at  improving  the  efficiency 
and  quality  of  health  care. 

3.  Encourage  the  regionalization  of  inservice 
training  so  that  greater  sharing  of  health  edu- 
cation resources  can  exist. 

During  the  calendar  year  of  1971,  the  Learning 
Resource  Center  experienced  very  favorable  ac- 
ceptance with  the  hospitals  of  Nebraska  and  South 
Dakota.  A total  of  3,715  requests  were  received. 
Of  these  3,715  requests,  1,928  were  filled.  Of 
the  1,928  requests,  a total  of  1,422  or  73.7  per- 
cent of  the  requests  were  from  Nebraska,  and  506 
or  26.2  percent  were  from  South  Dakota. 

During  the  year,  58  percent  or  92  programs 
were  utilized  100  percent  of  the  time;  74  percent 
or  117  programs  were  utilized  75  percent  of  the 
time  or  more;  and  82  percent  or  131  programs  were 
utilized  25  percent  of  the  time  or  less. 

During  the  current  calendar  year  of  1972,  the 
Learning  Resource  Center  has  received  a total  of 
1,520  requests  for  programs.  This  takes  in  the  period 
of  January  1 through  July  1.  This  year’s  rate, 
if  it  continues,  will  be  slightly  ahead  of  last  year’s 
rate. 

The  Learning  Resource  Center  has  now  reached  a 
period  where  supplemental  funds  must  be  obtained 
to  duplicate  the  heavily  used  programs  in  the 
library.  We  have  received  $6,000  to  purchase  pro- 
grams so  that  service  to  all  hospitals  can  be  im- 
proved. The  request  was  approved  by  the  South 
Dakota  Regional  Medical  Program’s  Regional  Ad- 
visory Group. 
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This  supplemental  award  will  allow  us  to  bring 
our  services  back  to  normal  and  alleviate  the 
long  waits  people  have  had  to  obtain  programs. 
This  will  not,  however,  allow  us  to  expand  the 
number  of  pi'ograms  we  can  offer.  For  this  we  must 
rely  on  the  NRMP  budget  for  the  Learning  Re- 
source Center.  New  materials  for  medical  continu- 
ing education  are  being  produced  in  an  ever  increas- 
ing rate,  and  the  Learning  Resource  Center  must 
keep  abreast  of  these  new  programs  and  continue  to 
add  those  which  will  help  our  institutions  keep 
abreast  of  the  changes  in  health  care  and  delivery. 

4.  Mini-Projects 

During  the  past  year,  Nebraska  RMP  has  con- 
tributed partial  financial  support  to  the  following 
activities : 

a.  SAMA-MECO  Project  (Student  American 
Medical  Association  - Medical  Education 
Community  Orientation) 

b.  Seminar  on  “Proprioceptive  Neuromuscu- 
lar Techniques  in  Treatment  of  the  CVA 
Patient,”  held  in  conjunction  with  the  Ne- 
braska-Wyoming  Regional  Physical  Ther- 
apy Convention 

c.  M.I.N.D.  Regional  T.V.  System  (Promo- 
tion and  Production  of  continuing  educa- 
tion for  dentists) 

d.  Workshop  on  “New  Horizons  in  OB-GYN 
Nursing”  conducted  by  the  Nebraska 
Nurses  Division  of  the  American  College 
of  Obstetricians  and  Gynecologists 

e.  Course  on  “Immediate  Care  of  the  Sick  and 
Injured”  to  be  held  at  the  Nebraska  Center 
for  Continuing  Education,  sponsored  by 
the  University  of  Nebraska  College  of 
Medicine  Department  of  Surgery  and 
NRMP,  in  cooperation  with  the  Nebraska 
Center  for  Continuing  Education. 

Anyone  desiring  more  detailed  and  in-depth  re- 
ports on  NRMP  activities  is  most  welcome  to  visit 
the  central  offices  at  530  South  13th  Street,  Lin- 
coln, Nebraska. 

Respectfully  submitted, 

DEANE  MARCY,  M.D., 
Program  Coordinator. 

REPORT  OF  THE  PUBLIC  RELATIONS 
COMMITTEE 

William  T.  Griffin,  M.D.,  Lincoln,  Chairman  ; William  S. 
Carter,  M.D.,  Omaha ; James  S.  Carson,  M.D.,  McCook ; Roger 
D.  Mason,  M.D.,  McCook ; Donald  E.  Matthews,  M.D.,  Lincoln  ; 
G.  P.  McArdle,  M.D.,  Omaha ; Mrs.  John  C.  Filkins,  Omaha. 

As  Chairman  of  the  Public  Relations  Committee  I 
submit  the  following  Report  to  the  House  of  Dele- 
gates. The  committee  has  met  several  times  since 
our  last  Annual  Report  and  it  continues  to  expand 
our  Association’s  Public  Relations  Program. 

As  of  this  date  twenty-seven  news  releases  have 
been  sent  Nebraska  news  media  since  our  last  An- 
nual Report.  By  the  date  of  the  Fall  Session  ap- 
proximately thirty  releases  will  have  been  dis- 
tributed to  Nebraska  radio  stations,  television  sta- 
tions, the  newspapers,  and  wire  services. 

Numerous  subjects  felt  to  be  news  worthy  were 
included  in  these  releases.  A few  of  these  sub- 
jects are  traffic  safety,  a delineation  of  health  care 
expenditures,  Nebraska’s  declining  infant  mortality 


rate,  the  rechanging  physician-population  ratio, 
physician  recruitment,  and  one  on  England’s  na- 
tional health  service.  Our  records  indicate  that  an 
increasing  number  of  the  state’s  news  media  are 
utilizing  the  information  as  received.  As  directed 
by  the  House  of  Delegates  the  committee  has  placed 
an  emphasis  on  highway  safety  in  several  press  re- 
leases. Other  mechanisms  for  distributing  informa- 
tion regarding  this  subject  are  being  explored  and 
will  be  instituted  in  the  near  future. 

The  committee  feels  the  expanded  news  release 
program  has  been  of  value  to  our  effort  of  better 
informing  the  public  of  medicine’s  position  and 
attitude  on  various  subjects. 

Another  phase  of  the  Association’s  Public  Rela- 
tions Program  is  that  of  distributing  public  service 
announcements  (Health  Tips)  to  the  media  on  a 
monthly  basis.  Records  indicate  that  utilization  is 
still  increasing  among  the  fifty-three  radio  sta- 
tions, twelve  television  stations,  and  223  newspapers 
which  receive  this  monthly  packet.  Over  ninety 
Nebraska  newspapers  have  used  Health  Tips  thus 
far  in  1972  including  nearly  all  of  the  state’s  large 
circulation  papers.  They  have  produced  over  1,200 
clippings  which  indicates  rather  wide  coverage. 
Likewise,  radio  and  television  usage  of  the  spot 
announcements  appears  to  be  steadily  increasing. 

In  addition,  physicians  have  on  three  occasions 
recorded  health  messages  directed  at  proper  health 
practices  and  the  utilization  of  health  care  services. 
These  tapes  have  been  distributed  to  thirty-two  radio 
stations  and  their  utilization  seems  to  be  quite  good. 

Feature  stories  have  been  prepared  for  placement 
in  various  Nebraska  produced  publications  and  suc- 
cess has  been  gratifying  as  witnessed  by  the  re- 
cent article  in  Nebraskaland  Magazine. 

The  Resolution  adopted  by  the  House  of  Dele- 
gates in  May  of  1972  calling  for  a cooperative 
public  information  program  with  Nebraska  Blue 
Shield,  and  any  other  insurance  carrier  expressing 
an  interest,  has  been  considered  by  the  committee. 
Representatives  of  the  committee  and  of  Blue  Shield 
have  met  on  two  occasions  to  discuss  in  detail  the 
initiation  of  a program  which  would  effectively  de- 
scribe the  merits  of  private  health  insurance  as 
directed  in  the  original  resolution.  This  activity 
will  continue  as  we  determine  an  effort  which  will 
be  both  beneficial  and  mutually  acceptable. 

The  Hall  of  Health  Exhibit  at  the  Nebraska  State 
Fair  was  again  a successful  public  relations  ven- 
ture. Seventeen  organizations  participated  in  this 
1972  activity.  All  participants  focused  their  em- 
phasis on  health  education  of  the  public. 

Doctor  Roger  Mason  addressed  the  AMA’s  Com- 
munications Clinic  in  August  directing  his  remarks 
at  an  explanation  of  the  NMA’s  physician  place- 
ment service  and  ancillary  activities  such  as  the 
Rural  Medical  Day  Program  carried  out  each  year 
at  the  Medical  Schools  in  Omaha. 

The  committee  devoted  considerable  time  to  dis- 
cussing the  public  relations  implications  of  the  Ne- 
braska Health  Project.  It  was  decided  to  give 
wide  publicity  to  all  action  on  this  Project  taken 
by  the  NMA. 

The  committee  feels  that  it  is  continuing  in  its 
effort  to  establish  a positive  posture  as  regards  the 
physician’s  image  in  the  eyes  of  the  public.  Ac- 
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ceptance  of  our  efforts  by  the  communications 
media  and  the  public  has  generally  been  favorable. 
We  recognize  also  there  is  still  much  to  be  done. 

The  Association’s  relationship  with  the  Thomp- 
son Company  has  been  of  considerable  benefit  to 
the  committee  as  we  have  drawn  the  expertise  of 
this  firm.  It  must  be  recognized  that  as  the 
committee  expands  its  efforts  and  demands  upon 
the  public  relations  firm  increase,  additional  ex- 
penditures will  be  encountered.  These  matters,  of 
course,  will  be  considered  by  the  NMA’s  Board  of 
Directors. 

It  is  felt  that  through  programs  such  as  those 
mentioned  in  this  Report  and  those  to  be  developed 
by  the  committee  that  the  NMA  will  continue  to 
be  more  widely  recognized  as  the  organization  among 
whose  primary  concerns  are  the  health  care  for  and 
personal  practices  of,  all  Nebraskans. 

Respectfully  submitted, 
WILLIAM  T.  GRIFFIN,  M.D., 
Chairman. 

REPORT  OF  THE  POLICY  COMMITTEE 

Frank  P.  Stone,  M.D.,  Lincoln,  Chairman ; John  D.  Coe, 
M.D.,  Omaha ; Roger  D.  Mason,  M.D.,  McCook ; C.  R.  Brott, 

M. D.,  Beatrice;  J.  Whitney  Kelley,  M.D.,  Omaha. 

Your  Policy  Committee  has  been  involved  over 
approximately  a year  with  the  Nebraska  Health 
Project.  We  regret  the  Delegates  were  not  given 
more  time  to  consider  the  Project  proposals.  How- 
ever, this  would  have  been  mechanically  impos- 
sible because  of  the  schedule  of  the  Nebraska  Health 
Project  and  the  vast  amount  of  paperwork  which 
would  have  needed  duplication  at  weekly  intervals 
in  order  for  any  meaningful  information  to  have 
been  distributed. 

The  Delegates  should  be  aware  of  the  fact  that  at 
the  beginning  of  the  Nebraska  Health  Project,  the 
Nebraska  Medical  Association  was  contacted  and 
was  requested  to  appoint  members  to  each  of  the 
six  committees  which  were  to  develop  the  conceptual 
factors  of  the  Nebraska  Health  Project.  These 
appointments  were  made  and  for  the  most  part 
physician  attendance  at  these  committee  meetings 
was  quite  satisfactory.  Throughout  all  phases  of 
the  development  of  the  Nebraska  Health  Project 
it  should  be  noted  that  a consistent  effort  was  made 
to  deny  the  Nebraska  Medical  Association  endorse- 
ment of  this  study  until  the  final  report  was  de- 
veloped. This  Report  is  what  is  before  the  Refer- 
ence Committee  at  this  Fall  Session  of  the  N.M.A. 
In  all  fairness  to  the  physicians  who  devoted  many 
hours  of  diligent  work  on  the  committees  of  the 
Nebraska  Health  Project,  it  should  be  pointed  out 
that  many  of  the  recommendations  contained  with- 
in the  Report  bear  little  relationship  to  the  con- 
versation and  suggestions  made  by  the  committees 
during  weeks  and  months  of  active  involvement. 

Your  Policy  Committee  also  believes  that  some 
small  points  need  to  be  considered  by  the  Dele- 
gates in  addition  to  the  long  list  of  specific  recom- 
mendations. Among  these  considerations  which  we 
would  like  to  have  you  think  about  are  the  general 
philosophy  of  Comprehensive  Health  Planning  and 
the  overall  plan  which  implementation  of  the  150 
odd  recommendations  would  create. 

The  whole  concept  of  Comprehensive  Health  Plan- 
ning is  relatively  new  over  the  last  six  years.  The 

N. M.A.  stands  back  of  the  principle  that  as  long 


as  there  is  such  a thing  as  Comprehensive  Health 
Planning,  we  will  always  need  the  strong  input  of 
the  practicing  physician.  The  Nebraska  Health 
Project  represents  the  first  attempt  in  any  of  the 
fifty  states  to  come  up  with  statewide  Comprehen- 
sive Health  Planning  for  delivery  of  medical  serv- 
ices. We  would  ask  you  as  Delegates  to  express 
an  opinion  to  whether  this  plan  should  be  developed 
on  the  statewide  basis  and  fed  to  the  area  wide  “B” 
Agencies  of  Comprehensive  Health  Planning  or 
whether  it  should  be  developed  by  the  area  wide 
Councils  and  then  these  multiple  plans  coordinated 
into  an  overall  statewide  plan. 

A brief  comment  in  regard  to  the  State  Office  of 
Comprehensive  Health  Planning  might  be  in  order 
to  point  out  the  fact,  as  stated  under  Recommen- 
dation #3,  in  the  list  of  specific  recommendations, 
that  CHP  cannot  and  should  not  assume  operational 
responsibilities  for  the  delivery  of  health  services. 
Although  this  is  a true  statement,  nevertheless  the 
publicity  and  position  of  Comprehensive  Health 
Planning  will  make  any  and  all  portions  of  the 
Nebraska  Health  Project  a strong  recommendation 
to  those  who  receive  it  in  the  legislative  and  execu- 
tive branches  of  the  state  government  as  well 
as  the  Department  of  HEW  in  Washington. 

Your  Policy  Committee  also  feels  it  important  to 
bring  the  attention  of  the  Delegates  to  the  fact 
that  the  final  overall  Report,  in  addition  to  the 
150  recommendations,  contains  a large  amount  of 
statistical  and  demographic  material  which  it  was 
mechanically  impossible  to  duplicate  for  each  dele- 
gate at  this  meeting.  Nevertheless  this  material 
will  likewise  be  a portion  of  the  Report  and  each 
physician  should  be  aware  of  the  fact  that  future 
aspects  of  CHP  in  Nebraska  may  be  based  on 
some  of  this  statistical  data  in  addition  to  the 
specific  recommendations  listed.  Your  Policy  Com- 
mittee also  believes  it’s  important  for  the  Dele- 
gates to  consider  the  overall  effect  of  the  im- 
plementation of  the  recommendations  of  the  Ne- 
braska Health  Project.  The  original  title  and  charge 
for  this  project  was  to  develop  an  innovative  health 
delivery  system  for  the  State  of  Nebraska.  In 
spending  many  hours  of  diligent  search  through  the 
final  Report  which  you  see  before  you,  we  have 
failed  to  discover  any  system  even  if  all  recom- 
mendations were  implemented.  We  feel  that  this 
Report  is  a fragmented  one  primarily  because  of 
the  lack  of  specific  goals  and  objectives.  This  omis- 
sion of  goals  and  objectives  is  also  the  prime  rea- 
son for  difficulty  in  making  any  objective  evaluation 
of  the  specific  recommendations. 

Since  it  was  primarily  through  the  efforts  of  the 
President  of  the  N.M.A.  that  a 120-day  delay  in 
final  acceptance  of  the  Report  of  the  Nebraska 
Health  Project  was  obtained,  we  feel  that  a strong 
effort  should  be  made  at  this  meeting  to  make  our 
critique  both  constructive  and  logical.  Those  rec- 
ommendations consistent  with  the  high  standards 
of  present  medical  practice  and  consistent  with  pres- 
ervation of  the  patient-physician  relationship  should 
be  endorsed  and  supported.  Those  recommenda- 
tions with  which  we  disagree  should  likewise  be 
opposed  with  as  much  supporting  logic  and  informa- 
tion as  possible.  While  our  concerns  might  be  prop- 
erly directed  toward  only  those  recommendations 
specifically  referring  to  physicians  or  the  Nebraska 
Medical  Association  our  involvement  as  both  psysi- 
cians  and  citizens  of  the  state  require  our  evalua- 
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tion  of  each  recommendation  in  relation  to  the  re- 
sulting health  of  our  patients.  Your  Policy  Com- 
mittee also  believes  there  are  two  or  three  addi- 
tional points  of  philosophy  which  need  to  be  con- 
sidered as  you  examine  each  of  the  specific  recom- 
mendations. The  first  of  these  to  be  considered 
would  fall  in  the  realm  of  public  accountability. 
The  physicians  of  our  state  and  nation  have  in  the 
past  supported  the  concept  of  public  account- 
ability as  long  as  it  preserved  the  physician-patient 
relationship  and  there  was  no  loss  of  patient  con- 
fidence. It  would  seem  to  the  Policy  Committee 
that  this  concept  can  be  preserved  within  the 
realm  of  Comprehensive  Health  Planning,  again  re- 
quiring the  strong  consistent  input  of  practicing 
physicians. 

The  second  factor  we  believe  important  to  keep 
in  mind  is  that  any  recommendations  adopted 
should  hopefully  raise  our  standards  and  should 
relate  to  national  requirements.  This  point  of  con- 
sideration is  important  in  the  fields  of  education 
and  availability  of  medical  services  as  it  pertains 
to  both  Medicare  and  Medicaid  patients. 

The  third  important  philosophical  area  to  con- 
sider as  background  material  for  evaluating  the 
specific  recommendations  is  in  the  requirement  of 
legislated  relationships.  Over  Nebraska’s  one  hun- 
dred plus  years  of  history,  voluntary  relationships 
have  been  developed  between  the  providers  of  health, 
and  medical  services  which  everyone  can  take  pride 
in.  These  relationships  have  consistently  resulted 
in  improved  facilities  and  services  to  enhance  the 
health  of  Nebraskans.  When  these  relationships  or 
any  relationships  are  legislated  they  tend  to  become 
stiff,  inflexible,  and  formal.  Throughout  your 
evaluation  of  the  recommendations  we  think  it  is 
important  to  remember  that  if  legislation  is  created 
to  allow  anything,  then  by  inference,  if  not  directly 
by  legislation,  other  possible  functions  are  elimin- 
ated. It  is  impossible  and  axiomatic  that  legisla- 
tion to  do  one  thing,  legislates  against  doing  any- 
thing else. 

At  the  last  Annual  Session  of  the  N.M.A.,  cer- 
tificate of  need  legislation  was  placed  on  the  agenda 
of  this  Fall  Session.  Since  the  Nebraska  Health 
Project  recommendations  contained  support  for  cer- 
tificate of  need  legislation,  your  Policy  Committee 
feels  this  properly  puts  the  subject  before  the 
Delegates.  This  type  of  legislation  enjoys  a cur- 
rent popularity  in  many  other  states  in  addition 
to  Nebraska.  In  those  states  where  certificate  of 
need  legislation  has  been  passed,  there  is  still  a 
wide  variation  in  the  specifics  of  administration. 
The  valid  arguments  for  and  against  certificate 
of  need  legislation  will  undoubtedly  be  advanced 
before  the  Reference  Committee  but  as  in  our  con- 
siderations of  the  Nebraska  Health  Project  several 
points  need  to  be  considered  as  background  informa- 
tion. 

First  of  all  this  type  of  legislation  in  its  title  is 
essentially  a shortened  form  of  the  certificates 
used  in  public  utilities  regulations.  These  certifi- 
cates are  usually  referred  to  as  a “certificate  of 
public  convenience  and  necessity.”  This  statement 
alone  has  two  implications,  one  of  which  is  that 
the  hospital  is  a public  utility  and  the  other  being 
that  in  addition  to  certification  of  institutions  and 
facilities  specific  services  within  each  institution 
should  also  require  certification.  Again,  since  pa- 


tients are  not  admitted  to  hospitals,  nursing  homes, 
etc.  other  than  on  a physician’s  order,  some  effort 
again  by  implication  has  been  made  to  declare 
physcians  themselves  as  “public  utilities.”  This 
probably  represents  an  extreme  example  but  indi- 
cates the  importance  of  the  details  of  our  discus- 
sion of  certificate  of  need  legislation.  In  general 
your  Policy  Committee  feels,  that  certification  of 
need  legislation  should  be  studied.  However,  legis- 
lation if  introduced  should  be  written  only  after 
strong  input  from  health  providers  including  physi- 
cians, nurses,  hospitals,  nursing  homes,  etc. 

It  is  the  intention  of  the  Policy  Committee  mem- 
bers to  make  themselves  available  to  any  and  all 
Reference  Committees  during  this  Fall  Session  of 
the  N.M.A.  and  specifically  before  the  Reference 
Committee  considering  the  Nebraska  Health  Project 
and  certification  of  need  legislation.  We  hope  to 
provide  any  additional  information  required  for  your 
deliberations  and  answer  as  many  specific  questions 
as  possible.  At  that  time  we  intend  to  also  speak 
individually  in  regard  to  the  specific  recommenda- 
tions carried  within  the  body  of  the  Report. 

Following  the  report  of  the  Policy  Committee,  for 
information  of  the  House,  is  Report  D of  the  Coun- 
cil of  Medical  Services  of  the  American  Medical 
Association  which  was  adopted  at  the  1971  Clinical 
Meeting.  The  Committee  feels  this  report  on  health 
planning  should  be  of  informational  value  to  the 
House  and  Reference  Committees.  (Pages  39-45). 

ENDORSEMENT  OF  USUAL  AND 
CUSTOMARY  FEES 

The  Policy  Committee  wishes  to  call  attention 
of  the  House  to  the  action  taken  by  the  House  of 
Delegates  of  the  A.M.A.  in  San  Francisco  this  past 
June  in  relationship  to  the  much  publicized  subject 
of  payment  of  usual  and  customary  fees  by  the 
Aetna  Insurance  Company.  This  subject  was  given 
lengthy  discussion  at  the  A.M.A.  meeting.  At  that 
time,  the  House  reaffirmed  that  it  would  not  recog- 
nize fees  paid  by  a third  party  where  there  was  no 
consultation  with  the  physician  or  local  peer  review 
committees.  As  a result  of  this  discussion,  the 
following  resolution  was  adopted  at  the  San  Fran- 
cisco meeting: 

“Resolved,  That,  in  contracts  where  benefits 
include  physicians’  fees,  the  AMA  make  it  un- 
equivocally clear  that  management,  labor  and 
third  party  carriers  shall  consult  with  duly  con- 
stituted representatives  of  organized  medicine 
before  determining  “usual,  customary  and  rea- 
sonable” fees;  and  be  it  further 

Resolved,  That  wherever  peer  review  mech- 
anisms exist,  it  is  essential  that  third  parties 
make  use  of  them  as  a primary  method  of 
resolving  differences  prior  to  threats  of  liti- 
gation; and,  in  turn,  that  peer  review  mech- 
anisms be  utilized  when  dispute  exists  between 
patient,  physicians  and  third  parties  referable 
to  the  quality  of  medical  care  rendered,  pro- 
fessional fees  or  the  medical  necessity  for  hos- 
pitalization; and  correspondingly  that  the  medi- 
cal profession  continue  to  actively  support  the 
development  of  peer  review  mechanisms  where 
they  do  not  exist;  and  be  it  further 

Resolved,  That  the  medical  profession  will 
not  condone  or  tolerate  action  on  the  part  of 
any  third  party  that  would  encourage  or  prom- 
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ulgate  litigation  in  the  settlement  of  any  such 
dispute;  and  be  it  further 

Resolved,  That  all  medical  insurance  carriers 
and  health  plans  be  informed  of  this  policy; 
and  be  it  further 

Resolved,  That  the  Council  on  Medical  Service 
meet  with  representatives  of  Aetna  Life  and 
Casualty  Insurance  Company  to  satisfactorily 
resolve  the  current  problem;  and  be  it  further 

Resolved,  That  the  AMA  remind  physicians 
that  they  have  the  right  to  enter  into  prior 
agreement  with  patients  regarding  the  fee  for 
services  to  be  rendered.” 

Your  Policy  Committee  recommends  that  this 
House  of  Delegates  endorse  the  above  resolution 
as  approved  by  the  A.M.A.  with  the  full  under- 
standing that  such  policy  pertains  to  all  third  party 
carriers. 

ROAD  SHOW  HEARINGS  TO  BE  HELD  FOR  THE 
PURPOSE  OF  RECEIVING  INPUT 
FROM  MEMBERS 

Prior  to  the  Annual  Meeting  of  the  A.M.A.,  of- 
ficers of  the  Association  received  an  invitation  to 
testify  before  the  A.M.A.  Long  Range  Planning 
Committee.  The  purpose  of  this  invitation  by  the 
A.M.A.  was  to  seek  input  from  the  membership 
regarding  their  recommendations  as  to  what  changes 
should  be  made  within  the  A.M.A.  It  was  the 
decision  of  the  Policy  Committee  to  not  accept  an 
invitation  to  speak  at  the  San  Francisco  meeting 
but  to  delay  presentation  until  the  Clinical  Session 
to  be  held  in  Cincinnati  in  late  November.  It  is 
the  desire  of  your  Policy  Committee  to  hold  re- 
gional meetings  in  Omaha,  Lincoln,  Norfolk,  Kear- 
ney, North  Platte  and  Scottsbluff.  At  these  meet- 
ings, members  and  non-members,  if  they  so  desire, 
will  be  invited  to  express  their  opinions  concerning 
the  A.M.A.  and  also  the  N.M.A.  Information  gained 
from  these  sessions  will  then  be  prepared  in  state- 
ment form  and  presented  at  the  A.M.A.  Clinical 
Meeting  in  Cincinnati.  Your  Policy  Committee 
hopes  to  conclude  these  hearings  by  the  end  of 
October  and  strongly  urges  and  invites  all  physi- 
cians to  be  present  to  discuss  their  views  at  one 
of  these  regional  meetings. 

COMPREHENSIVE  HEALTH  PLANNING  FILM 
ENTITLED,  “WHERE  IT  HURTS” 

In  July,  the  Policy  Committee  received  an  invita- 
tion from  a State  Senator  to  review  the  film  pro- 
duced by  the  Department  of  HEW  entitled, 
“Where  It  Hurts.”  The  film  was  identified  as 
source  material  being  used  to  educate  local  Com- 
prehensive Health  Planning  Councils.  Several  mem- 
bers of  the  Policy  Committee,  plus  representatives 
from  several  other  health  professions,  were  present 
to  view  this  film.  At  the  conclusion  of  the  film, 
there  was  considerable  discussion  and  criticism  of 
the  approach  used  which  in  essence  promoted  the 
HMO  concept  as  the  only  approach  to  health  care. 
Subsequently,  the  President  of  the  Association, 
Dr.  Stone,  wrote  a letter  to  the  Governor  expressing 
the  feelings  and  concerns  of  this  Association  about 
this  film.  A reply  from  the  Governor  indicated 
he  did  not  necessarily  feel  that  the  contents  of  the 
film  directly  reflected  Nebraska’s  health  care  situa- 
tion. He  further  informed  Dr.  Stone  that  the  State 


Comprehensive  Health  Planning  office  did  not  in- 
tend to  make  further  use  of  this  film. 

DELEGATE  TO  NORTH  CENTRAL 
MEDICAL  CONFERENCE 

In  April  of  this  year,  Dr.  Clarence  Brott  of  Be- 
atrice was  named  as  Delegate  to  the  North  Central 
Medical  Conference.  We  regret  that  due  to  illness, 
Dr.  Brott  has  had  to  resign  this  position.  Because 
there  is  no  provision  in  the  By-Laws  for  his  re- 
placement, the  Policy  Committee  has  taken  the  pre- 
rogative of  recommending  Dr.  Russell  L.  Gorthey 
as  Delegate  to  the  Conference.  This  recommenda- 
tion is  made  with  the  full  knowledge  that  the  House 
has  the  prerogative  of  accepting  other  nominations 
from  the  floor. 

ENDORSEMENT  OF  MEMBERS  FOR 
VACANCIES  ON  A.M.A.  COUNCILS 
AND  COMMITTEES 

The  Policy  Committee  is  pleased  to  announce  that 
it  has  endorsed  the  following  individual  members 
as  candidates  to  fill  vacancies  on  A.M.A.  Councils 
and  Committees: 

Dr.  Francis  L.  Land,  Omaha,  has  been  recom- 
mended by  the  Association  as  a candidate  for  the 
A.M.A.  Coordinating  Council  for  the  Liaison  Com- 
mittee on  Graduate  Medical  Education;  Dr.  Roger 
D.  Mason,  McCook,  has  been  recommended  by  the 
Association  as  a candidate  for  the  Council  on  Rural 
Health;  and  Dr.  J.  Whitney  Kelley,  Omaha,  has 
been  recommended  by  the  Association  for  the  Com- 
mittee on  Aerospace  Medicine.  We  sincerely  hope 
that  all  of  these  individuals  will  be  successful  in 
their  bid  for  a position  so  that  Nebraska  may  have 
a greater  representation  at  the  A.M.A.  level. 

CLOSER  LIAISON  WITH  NEBRASKA 
SPECIALTY  SOCIETIES 

At  a summer  meeting  of  the  Policy  Committee, 
we  learned  that  several  state  medical  societies  have 
initiated  programs  which  have  led  to  a closer 
liaison  with  their  specialty  societies.  In  reviewing 
this  activity,  it  was  the  feeling  of  the  Policy  Com- 
mittee that  mention  should  be  made  of  these  pro- 
grams to  ascertain  whether  or  not  such  liaison 
might  be  established  in  Nebraska,  providing  suf- 
ficient interest  was  indicated.  The  program  is  es- 
sentially an  activity  which  the  State  Medical  So- 
ciety handles  the  paperwork  for  specialty  societies. 
It  is  a well  known  fact  that  most  groups  must 
rely  upon  volunteer  help  of  physician  officers  and 
their  respective  office  staff  to  carry  out  the  neces- 
sary organizational  activity.  In  Colorado,  one  full- 
time girl  has  been  placed  on  the  staff  of  the  Colo- 
rado Medical  Society  and  she  in  turn  handles  all 
necessary  paperwork  of  the  specialty  societies  in 
that  state.  In  turn,  the  specialty  societies  contribute 
to  her  salary,  according  to  the  amount  of  time  she 
spends  handling  their  affairs,  and  also  a propor- 
tionate share  of  supplies.  At  this  point,  the  Policy 
Committee  wishes  to  make  one  thing  very  clear. 
This  idea  is  being  presented  with  absolutely  no 
thought  or  plan  in  mind  of  the  N.M.A.  interfer- 
ring  in  any  way  with  the  activities  of  the  several 
specialty  societies  in  our  state.  It  is  only  a pro- 
posal to  determine  whether  or  not  some  similar 
arrangement  might  be  established  in  Nebraska  to 
assist  the  specialty  societies  in  their  organizational 
activities  such  as  news  letters,  mailings,  etc.  The 
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Policy  Committee  would  be  pleased  to  have  any  com- 
ments on  this  idea  from  the  House  of  Delegates. 
Specialty  societies  will  also  be  contacted. 

Respectfully  submitted, 

FRANK  P.  STONE,  M.D., 
Chairman. 

ADDENDUM  INFORMATIONAL  REPORT 

REPORT  OF  THE  COUNCIL  ON  MEDICAL 
SERVICE 

INTRODUCTION 

The  American  Medical  Association  is  deeply 
concerned,  as  are  many  others,  with  the  fact  that 
health  services  are  not  equally  available  and  ac- 
cessible for  all  people  in  all  areas,  both  urban 
and  rural.  The  overall  shortage  of  health  services 
in  some  areas  and  the  inequitable  distribution  of 
health  manpower  and  health  facilities  dictate  the 
need  for  making  the  most  efficient  and  effective 
use  of  our  present  resources.  With  indications  of 
a continuing  shortage  of  health  services  for  the 
foreseeable  future,  there  is  a recognized  need  not 
only  for  increasing  the  resources  available  but 
also  for  improving  the  health  care  delivery  system 
to  eliminate  detrimental  duplication  and  overlap 
and,  sometimes,  fragmentation  of  health  services. 
Coordination  of  various  components  in  the  delivery 
system  should  result  in  better  continuity  of  care 
for  the  patient.  It  should  also  result  in  better 
utilization  of  manpower,  facilities,  and  other  re- 
sources and  should  help  lower  the  overall  cost 
of  health  care. 

The  purpose  of  community  health  planning  is  to 
improve  the  effectiveness  and  efficiency  of  the  de- 
livery system  in  order  to  assure  that  services 
provided  are  available,  accessible,  and  acceptable 
to  the  community.  This  can  best  be  accomplished 
through  a collaborative  effort  by  health  care  pro- 
viders, community  residents  and  their  elected  and 
appointed  representatives. 

Health  planning  may  be  the  primary  function  of 
a collaborative  group,  for  example,  agencies  estab- 
lished under  comprehensive  health  planning  legis- 
lation, boards  of  health,  voluntary  health  agencies, 
etc.  Planning  may  be  one  component  of  a group’s 
activities,  such  as  Regional  Medical  Programs, 
Model  Cities,  etc.  A community  group  planning 
for  health  services  for  the  community,  however  or- 
ganized and  financed  is  a “planning”  group  as  re- 
ferred to  in  this  statement.  In  communities  where 
several  groups  are  concerned  with  health  planning, 
it  is  imperative  that  there  be  liaison  and  coordina- 
tion of  their  activities.  Ultimate  review  of  such 
activities  has  been  delegated  to  the  recognized 
planning  authority  established  under  Public  Law 
89-749  as  amended  and  related  Social  Security 
legislation.  Provisions  of  this  comprehensive  plan- 
ning legislation  must  be  met  if  certain  federal  fund- 
ing such  as  CHP,  RMP,  Hill-Burton,  is  to  be  avail- 
able to  any  community. 

The  concept  of  health  planning  is  not  new,  since 
planning  in  one  way  or  another  and  at  a variety 
of  levels  has  been  engaged  in  for  many  years,  how- 
ever, the  establishment  by  law  of  the  programs 
spelled  out  in  comprehensive  health  planning  legis- 
lation is  new.  The  success  of  planning  has  been 
variable,  depending  in  large  part  on  the  degree 
of  support  from  various  elements  of  the  community. 
In  successful  programs  this  has  included  either 


personal  participation  or  assistance  in  obtaining 
funds  — or  in  some  cases  both  — from  all  seg- 
ments. It  has  been  shown  that,  where  physicians 
and  other  providers  do  not  become  actively  in- 
volved in  community  health  planning,  other  groups 
have  assumed  the  leadership  and  attempted  to  deter- 
mine the  shape  of  the  health  care  delivery  system 
in  ways  that  are  undesirable  to  health  providers 
and  community  residents.  It  is  therefore  incum- 
bent upon  physicians  to  participate  actively  in 
health  planning  at  all  levels  in  order  to  be  heard 
and  influence  the  development  of  programs  to  best 
serve  the  public. 

The  AMA’s  Council  on  Medical  Service  and  its 
Committee  on  Community  Health  Care  believe  that 
local  community  health  planning  has  potential  for 
improving  the  health  care  delivery  system.  This 
potential,  however,  cannot  be  realized  unless  the 
planning  group  has  the  participation  and  coopera- 
tion of  all  segments  of  the  community,  particularly 
the  practicing  physician. 

The  AMA  strongly  encourages  participation  by 
individual  physicians,  hospital  medical  staffs,  and 
medical  societies  in  all  community  health  planning 
including  Comprehensive  Health  Planning,  which  is 
now  the  law  of  the  land.  This  Statement  on  Health 
Planning  has  been  developed  to  assist  in  delineating 
the  roles  and  responsibilities  of  those  involved  in 
health  planning  and  to  reemphasize  the  need  for 
active  physician  participation. 

THE  ROLE  OF  PHYSICIANS  IN  COMMUNITY 
HEALTH  PLANNING 

The  role  of  the  medical  profession  in  community 
health  planning  should  extend  beyond  hospital 
facilities  planning;  it  should  involve  the  total  spec- 
trum of  manpower,  financing,  facilities,  and  serv- 
ices needed.  The  physician  should  play  a sub- 
stantial role  in  the  planning  of  a total  community 
health  program.  His  experience  in  direct  provision 
of  health  care  and  in  disease  prevention  makes 
him  a valuable  source  of  guidance  and  leadership 
in  community  health  planning  activities.  The  physi- 
cian decides  when  a patient  must  be  hospitalized, 
how  long  he  must  stay,  what  diagnostic  procedures 
must  be  carried  out,  and  what  therapeutic  measures 
must  be  employed.  As  an  individual  and  through 
his  professional  organizations  and  staff  member- 
ship in  health  care  institutions,  the  physician 
should  be  vitally  concerned  with  all  aspects  of 
health.  State  and  federal  statutes  still  reserve 
this  opportunity  for  him. 

The  physician’s  responsibilities  do  not  end  with 
the  provision  of  medical  care  but  extend  through 
effective  utilization  of  related  services  needed  to 
improve  the  patient’s  health.  His  responsibility  to 
his  patients  includes  the  appropriate  use  of  health 
facilities  and  services  of  other  health  professionals 
and  allied  health  personnel  in  the  community.  As 
the  primary  leader  of  the  health  care  team,  the 
physician  should  ensure  that  maximum  utilization 
is  made  of  the  complex  and  specialized  skills  of 
the  various  categories  of  health  personnel  available. 
Because  of  his  close  involvement  with  other  mem- 
bers of  the  health  care  team  and  his  highly  spe- 
cialized skills,  the  physician  can  be  called  on  to 
participate  in  community  health  planning  under 
federal  law  and  statutes  in  effect  in  many  states. 
His  involvement  may  be  as  follows: 
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— As  a private  citizen,  he  can  be  selected  by  the 
planning-  agency  in  the  same  manner  as  any 
other  community  resident; 

— As  an  individual  physician,  he  can  serve  in 
ways  suggested  by  his  expertise  and  specific 
professional  interests; 

— As  an  official  representative  of  his  medical  so- 
ciety, he  can  express  the  consensus  of  his  col- 
leagues. 

It  is  important  that  both  the  physician  and  the 
health  planning  agency  realize  which  of  these  roles 
the  physician  is  being  asked  to  assume.  For  ex- 
ample, a physician  selected  by  a health  planning 
agency  to  serve  on  its  board  as  an  individual  mem- 
ber may  know  medical  society  policy,  but  he  has 
no  authority  to  speak  for  the  medical  society.  Only 
a physician  appointed  by  the  medical  society  or 
otherwise  delegated  by  it  to  be  its  representative 
can  speak  officially  in  behalf  of  the  medical  society. 

THE  ROLE  OF  THE  HOSPITAL  MEDICAL 
STAFF  IN  COMMUNITY  HEALTH 
PLANNING 

As  an  integral  part  of  a health  care  institution, 
the  organized  medical  staff  is  particularly  sensi- 
tive to  institutional  needs  and  goals.  Many  of 
the  new  advances  in  medical  technology  utilize  ex- 
pensive equipment  that  requires  highly  skilled  per- 
sonnel in  its  operation.  Because  medical  staff  de- 
cisions affect  general  utilization  of  these  facilities 
and  services,  it  is  important  that  the  hospital  medi- 
cal staff  be  fully  aware  of  its  responsibility  in 
the  planning  of  health  services  for  the  total  com- 
munity. It  is  important  that  the  medical  staff 
have  a complete  understanding  of  the  financial  and 
management  aspects  of  the  hospital.  It  is  essen- 
tial that  there  be  very  careful  examination  of  the 
hospital’s  need  for  certain  types  of  high-cost,  in- 
frequently used  equipment  that  may  already  exist 
in  the  community.  The  medical  staff’s  primary 
concern  is  ensuring  that  patient  care  is  of  high  qual- 
ity with  equity  of  access.  The  staff  should  have  a 
parallel  concern  for  economic  and  judicious  use 
of  manpower,  supplies,  and  equipment  so  that  ap- 
propriate care  is  provided  efficiently.  These  con- 
cerns should  lead  the  medical  staff  to  seek  active, 
involved  representation  on  the  hospital  planning 
committee.  If  there  is  not  a hospital  planning 
committee,  the  medical  staff  should  stimulate  its 
development. 

The  basic  function  of  the  hospital  planning  com- 
mittee should  be  the  determination  of  future  plans 
for  the  individual  facility  with  full  recognition 

that  its  interests  extend  beyond  acute  inpatient 

care.  It  also  should  have  the  responsibility  for 
developing  and  maintaining  plans  for  coordinat- 
ing the  hospital’s  services  with  those  of  other 

health  care  facilities  and  community  resources. 
Much  of  this  coordination  can  be  accomplished  by 
participation  in  the  overall  community  planning 
group.  The  hospital  planning  committee  may  par- 
ticipate in  community-wide  planning  activities  in 
one  or  more  ways: 

— One  or  more  representatives  from  this  com- 

mittee may  serve  as  hospital  representatives  to 
the  health  planning  agency; 

— It  may  serve  in  an  advisory  capacity  to  the 
health  planning  agency; 


— It  can  maintain  liaison  with  the  health  plan- 
ning committee  of  the  medical  society  and 
other  health  professional  organizations; 

— It  can  serve  to  stimulate  the  process  of  plan- 
ning in  the  entire  hospital  staff,  with  physician 
involvement  at  all  levels. 

THE  ROLE  OF  MEDICAL  SOCIETIES 
IN  HEALTH  PLANNING 

The  medical  society  is  dedicated  to  the  promotion 
and  maintenance  of  good  health  in  the  community. 
It  should  strive  to  achieve  high  quality  medical 
care  and  maintain  professional  ethics,  and  should 
also  encourage  development  of  adequate  health 
services  that  will  meet  the  needs  of  the  community. 
The  medical  society  has  a particular  responsibility 
to  participate  actively  in  community  planning  for 
health.  The  society  should  be  knowledgeable  about 
the  services  provided  in  the  area,  including  medical 
care  programs,  health  education,  research  pro- 
grams, and  programs  for  health  care  facility  con- 
struction, and  should  have  data  on  utilization  of 
existing  community  health  facilities  and  services. 
Specifically: 

— The  medical  society  should  strive  to  assure 
the  highest  quality  medical  care  that  will  best 
serve  the  community,  and  it  should  cooper- 
ate fully  with  the  health  planning  agency  in 
providing  equity  of  access  to  those  services; 

— The  medical  society  should  participate  actively 
in  the  formulation  of  the  purposes  and  stated 
objectives  of  the  planning  agency  in  reference 
to  health  facilities,  services,  and  programs  in 
the  community; 

— The  medical  society  should  provide  the  health 
planning  agency  with  a statement  of  the  so- 
ciety’s basic  policies  concerning  its  responsibil- 
ity for  all  areas  of  medical  care  and  matters 
involving  physicians  and  their  relationships 
with  patients,  health  professionals,  facilities, 
and  health  programs; 

— The  medical  society  should  seek  fair  represen- 
tation on  the  policy-making  board  of  the  health 
planning  agency  to  the  full  extent  allowed; 

— The  medical  society  should  seek  to  ensure  that 
the  primary  goals  of  health  planning  are  to 
maintain  and  improve  the  quality,  cost  effec- 
tiveness, and  the  efficiency  of  the  health  de- 
livery system  in  the  community; 

— The  medical  society  should  ensure  that  the 
educational  and  promotional  materials  developed 
by  the  planning  agency  are  medically  sound  and 
ethically  presented. 

A MEDICAL  SOCIETY  ACTION  PROGRAM 
IN  HEALTH  PLANNING 

State  and  local  medical  societies  should  establish 
health  planning  committees.  Such  a committee 
should  be  representative  of  the  interests  of  the 
broad  range  of  health  care  institutions  and  health 
care  programs  in  the  area.  This  committee  can 
perform  such  functions  as: 

— Serving  as  a medical  advisory  group  to  the 
community  health  planning  agency  in  the  de- 
velopment of  a medically  sound  and  ethically 
acceptable  program  that  will  meet  the  com- 
munity needs  in  a coordinated  and  efficient 
manner; 
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— Nominating  physicians  for  membership  on 
health  planning  agencies,  their  governing  bodies, 
and  committees  from  a panel  of  medical  society 
members  who  have  an  interest  in  and  are 
knowledgeable  about  community  health  plan- 
ning; 

— Establishing  liaison  with  other  medical  and 
health  professional  societies,  public  health  pro- 
grams, voluntary  agencies,  and  other  organiza- 
tions involved  in  planning  health  programs  for 
the  community; 

— Assisting  hospitals  and  other  health  care  in- 
stitutions to  enhance  their  capacity  for  co- 
ordinated action  by  stimulating  internal  and 
external  planning; 

— Promoting  a central  information  source  and 
patient  referral  program  for  health  care  serv- 
ices; 

— Encouraging  total  community  participation  in 
and  support  of  voluntary  health  planning; 

— Making  available  to  the  public  appropriate  in- 
formation on  health  care  services,  particularly 
health  education  materials  designed  to  achieve 
the  most  effective  use  of  the  health  care  re- 
sources. 

INVOLVEMENT  OF  COMMUNITY  RESIDENTS 
IN  HEALTH  PLANNING 

The  focal  point  of  any  health  service  program 
should  be  the  patients  — those  who  will  be  re- 
ceiving the  services.  The  organization  and  de- 
livery of  these  services  is  of  vital  concern  to  them. 
Many  of  the  answers  to  such  questions  as  what 
services  are  needed,  where  they  are  to  be  located, 
and  what  hours  they  are  to  be  open,  can  be  pro- 
vided by  community  planning  groups  that  involve 
the  recipients  of  these  health  services  in  the  plan- 
ning process. 

Community  residents  can  be  and  should  be  ef- 
fective participants  with  appropriate  roles  in  the 
planning  process.  It  is  important  that  they  be 
representative  of  the  community  — a cross  section 
of  the  various  income  level  groups,  educational 
level  groups,  occupational  groups,  ethnic  groups, 
and  of  the  various  neighborhoods  in  the  area,  urban 
and  rural.  To  be  truly  effective,  community  par- 
ticipants should  be  knowledgeable  and  concerned 
about  health  problems  of  the  community  and  will- 
ing to  work  toward  finding  solutions  for  them.  They 
should  also  represent  the  consensus  of  community 
opinion  rather  than  opinions  of  individuals  or 
special  interest  groups. 

The  mutual  exchange  of  information  and  opinions 
between  health  care  providers  and  the  users  of 
health  care  services  can  be  expected  to  increase 
common  understanding  of  the  needs  of  the  area. 
It  will  also  serve  to  develop  better  understanding 
of  the  advantages  and  disadvantages  of  various  pro- 
posals for  improving  health  services  in  the  area. 

CONTROLS  IN  HEALTH  PLANNING 

A health  planning  group  may,  after  judicious 
effort,  develop  plans  that  have  the  potential  of 
making  great  improvements  in  the  organization  and 
delivery  of  health  service  programs  for  the  area. 
However,  unless  these  plans  are  implemented  with 
the  cooperative  participation  of  the  agencies  and 


organizations  involved  in  the  area’s  health  care  sys- 
tem, these  needed  improvements  will  not  be  realized. 

The  health  planning  process  involves  physicians, 
other  health  care  providers,  public  and  private  fin- 
ancing agencies,  and  the  residents  of  the  area. 
Hence,  all  must  share  the  responsibility  for  support- 
ing the  recommendations  and  decisions  made  by  the 
health  planning  agency  and  for  implementing  them 
wherever  possible. 

Decisions  of  the  health  planning  group  should 
be  based  on  primary  needs  of  the  entire  community. 
Its  recommendations  should  be  directed  to  the  goal 
of  having  a proper  balance  of  facilities  and  services 
to  best  serve  these  needs.  The  planning  group’s 
recommendations  should  be  reached  only  after  study- 
ing the  advantages  and  disadvantages  of  various 
alternatives  for  action.  The  choice  between  alterna- 
tives may  be  difficult,  and  everyone  may  not  be 
in  complete  agreement.  However,  the  recommenda- 
tions deserve  broad  community  support  where  com- 
munity benefit  can  be  reasonably  anticipated. 

Federal  statutes  and  many  state  laws  provide  cer- 
tain community  health  planning  agencies,  such  as 
Comprehensive  Health  Planning  Agencies,  with  a 
great  deal  of  authority  so  that  they  can  exert 
influence  over  the  adoption  and  implementation  of 
their  recommendations.  Controls  can  be  effective 
when  they  are  developed  at  the  local  level  with 
full  participation  of  the  interested  parties  and 
when  they  are  applied  equitably. 

In  some  areas  of  the  country,  controls  are  pres- 
ently being  applied  in  a variety  of  ways.  Examples 
of  such  controls  are: 

— Voluntary  agreements  among  health  care  in- 
stitutions and  other  providers  to  share  services 
and  facilities; 

— Contracts  for  reimbursement  of  patient  services 
entered  into  between  providers,  public  and  pri- 
vate financing  agencies,  and  individual  sub- 
scribers; 

— Allocation  of  capital  funds  for  initial  construc- 
tion or  plant  alteration; 

— Authorization  by  a state  or  local  government 
agency,  by  statute,  permitting  the  institution 
to  expand  or  change  its  scope  of  services,  in- 
cluding the  actual  certification  that  there  is  a 
valid  need  for  the  facility  or  service  in  the 
area. 

The  A.M.A.  supports  the  voluntary  approach  to 
planning  and  the  voluntary  acceptance  and  use  of 
planning  recommendations.  However,  planning  is 
seldom  voluntary  where  federal  funding  of  health 
services  and  facilities  is  involved.  Each  commun- 
ity should  be  free  to  choose  the  mechanism  by 
which  it  can  achieve  the  highest  degree  of  acceptance 
and  compliance  with  the  community  planning  agen- 
cy’s recommendations. 

Built  into  the  planning  program  must  be  a fair, 
equitable  appeal  and  review  mechanism  for  those 
decisions  of  the  health  planning  agency  that  are 
thought  to  be  incorrect  or  unreasonable.  This  is 
usually  through  a larger  overall  planning  body 
at  the  local  level  or  through  the  state  health  plan- 
ning agency. 

The  initiation  of  involuntary  controls  in  a few 
areas  may  indicate  the  directions  that  will  be  taken 
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in  instances  where  voluntary  controls  are  not  sup- 
ported sufficiently  to  demonstrate  their  effective- 
ness. 

The  A.M.A.  believes  it  must  be  increasingly  em- 
phasized that  the  survival  of  the  voluntary  cooper- 
ative approach  to  health  planning  depends  upon 
the  medical  profession’s  acceptance  of  its  respon- 
sibility to  participate  in  all  levels  of  community 
health  planning. 

EVALUATION  OF  HEALTH  PLANNING 

The  evaluation  of  community  health  planning  must 
be  related  to  its  effectiveness  in  accomplishing  the 
community’s  health  goals.  Each  community  must 
set  its  own  health  goals  and  establish  a time  schedule 
for  attaining  them.  Goals  should  be  set  after  com- 
plete examination  of  the  health  needs  and  the 
existing  resources  of  health  facilities,  services,  man- 
power, and  financing  mechanisms.  Periodic  re- 
assessment of  these  goals  should  be  made  and  com- 
parisons made  between  these  goals  and  actual  ac- 
complishments. 

Continuing  evaluation  of  the  health  planning 
agency  must  be  made  in  terms  of  its  effectiveness 
in  assisting  health  care  providers  and  programs  to 
develop  their  own  internal  sound  planning  pro- 
cesses, and  in  stimulating  all  segments  of  the  com- 
munity to  actively  participate  in  the  planning  pro- 
cess. The  overall  planning  program  should  be 
judged  as  to  its  success  in  achieving  greater  co- 
ordination of  existing  facilities  and  services  and  the 
development  of  needed  new  resources  to  enhance  the 
efficiency  of  health  care  delivery  systems  to  meet 
the  community  needs  and  goals. 

The  future  patterns  of  health  care  delivery  are 
certain  to  be  influenced  by  the  effectiveness  of 
health  planning  activities  at  the  community  level. 
It  is,  therefore,  imperative  that  each  level  of  or- 
ganized medicine  — the  national,  state,  and  par- 
ticularly the  local  level  — be  actively  involved 
in  community  health  planning  activities  and  evalu- 
ating the  process  and  its  effectiveness.  By  this 
means,  members  of  the  medical  profession  can  retain 
a direct  influence  in  developing  a health  care  de- 
livery system  that  will  best  serve  their  communities. 

REPORT  ON  NEBRASKA  HEALTH  PROJECT 

I have  just  received  the  latest  draft  of  the  Ne- 
braska Health  Project.  It  is  clearly  impossible 
that  an  ad  hoc  Committee  or  the  Delegates  can  digest 
this  document  before  the  interim  session  in  North 
Platte  this  month.  However,  I believe  it  impera- 
tive to  respond  in  general  terms  to  these  recom- 
mendations, in  order  to  place  the  Association  on 
record  in  certain  critical  areas. 

In  my  view,  the  response  should  include  the 
following : 

1.  Recognition  that  there  are  problems  in  the 
delivery  of  medical  services  because  of  rap- 
idly changing  social  order.  Organized  medi- 
cine in  general  has  responded  promptly  and 
efficiently  to  many  of  them,  especially  those 
over  which  they  have  responsibility.  We  are 
anxious  to  discuss  those  areas  in  which  there 
are  demonstrated  deficiencies. 

2.  A large  number  of  problems  are  not  the 
making  of  the  medical  profession  and  con- 
sequently not  their  responsibility.  However, 


as  always,  we  stand  ready  and  willing  to  aid 
in  their  solution. 

3.  We  oppose  the  basic  concept  of  statutory  prob- 
lem solving  in  a profession  where  the  services 
are  of  a highly  personal  nature  between  pa- 
tient and  doctor.  Our  nation  has  surpassed 
all  other  nations  in  the  equality  and  quan- 
tity of  medical  care  through  the  mechanism 
of  voluntaryism.  There  is  little  or  no  recog- 
nition in  the  “project”  report  which  indicates 
the  extent  to  which  voluntaryism  is  known  to 
the  authors  of  the  report.  For  example,  the 
statutory  route  created  approximately  168 
U.  S.  medical  schools  by  1910,  most  of  which 
were  charlatan  diploma  mills.  The  voluntary 
route  destroyed  every  “diploma  mill’  in  this 
country  without  one  law  being  passed. 

4.  We  oppose  the  statutory  concept  of  a “Cer- 
tificate of  Need”  and  likewise  believe  that 
placing  hospitals  under  the  surveillance  of  a 
public  utility  will  stifle  innovation,  creativ- 
ity, and  the  ability  of  the  medical  profession 
and  hospitals  to  respond  promptly  to  neces- 
sary services  and  facilities  for  the  citizens 
of  the  state. 

Our  Hospital  system  in  this  nation  is  the 
strongest  and  best  in  the  world  because  thou- 
sands of  citizens  either  as  a community  ef- 
fort or  through  a religious  order  have  vol- 
untarily devoted  untold  effort  to  providing 
and  improving  medical  facilities  and  services 
for  Americans.  If  this  were  not  true,  thou- 
sands of  doctors  who  are  graduates  of  foreign 
medical  schools,  especially  where  socialized 
medicine  is  the  law,  would  not  attempt  to 
“storm”  our  doors  each  year  in  order  to  obtain 
a superior  graduate  education  and  to  prac- 
tice in  this  country  under  our  system. 

5.  We  reaffirm  the  position  of  the  American 
Medical  Association  on  the  question  whether 
“health  care  is  a right.”  This  position  is 
herewith  restated. 

RESOLVED,  That  the  American  Medical 
Association  adopt  the  following  statements  on 
the  right  to  medical  care: 

It  is  the  right  of  every  citizen  to  have  ac- 
cess to  adequate  medical  care,  but  it  is  the 
responsibility  of  the  citizen  or  of  society  to 
seek  it.  The  American  Medical  Association 
will  use  all  means  at  its  disposal  in  an  en- 
deavor to  make  adequate  medical  care  avail- 
able to  meet  the  needs  of  each  person.  In 
the  spirit  of  inheritance  of  the  Oath  of  Hip- 
pocrates, the  AMA  reaffirms  its  obligation  to 
humanity.  In  this  effort,  the  AMA  cannot 
assume  the  responsibilities  of  government  or 
the  individual  citizen.  The  AMA  also  recog- 
nizes the  right  of  the  physician  to  choose 
whom  he  will  serve  and  the  conditions  under 
which  he  will  render  this  service.  These  are 
integral  essentials  in  the  delivery  of  quality 
medical  care. 

6.  We  believe  that  there  may  be  a significant 
lack  of  relationship  between  the  “data”  report- 
ed in  the  Westinghouse  report  and  the  “recom- 
mendations” in  the  Report  of  the  Nebraska 
Health  Project.  It  is  imperative  that  the 
Nebraska  Medical  Association  has  time  to 
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study  both  and  this  will  probably  require  a 
spot  check  of  some  of  these  data.  For  instance, 
in  one  geographic  area,  it  has  been  reported 
that  the  data  is  50%  wrong. 

Physicians  engaged  in  the  active  practice 
of  medicine  in  caring  for  the  sick  can’t  pos- 
sibly be  expected  to  analyze  a report  in  a 
few  months  when  their  time  is  limited  to  a 
few  spare  hours  per  week  in  contrast  to  the 
federally  financed  full-time  effort  on  the  part 
of  those  who  are  the  authors  of  the  Nebraska 
Health  Project.  The  care  of  the  sick  is  our 
first  and  primary  obligation. 

7.  References  to  continuing  education  of  physi- 
cians, duplication  of  services,  long-range  plan- 
ning, quality  of  medical  care,  availability  of 
medical  services,  regionalization,  over-build- 
ing, and  many  other  statements  which  led  to 
project  “recommendations”  are  in  urgent  need 
of  direct  and  more  extensive  conferences  with 
providers  of  medical  services.  The  report 
does  not  reflect  the  true  status  of  the  situa- 
tion in  these  and  other  areas.  Some  are 
opinion  and  judgment-oriented  which  need 
the  factual  influence  of  those  directly  re- 
sponsible for  the  services. 

8.  We  reaffirm  the  principles  upon  which  the 
American  medical  profession  has  outstripped 
all  other  nations  in  medical  education  and  in 
the  quality  of  medical  services.  These  are  as 
follows: 

RESOLVED,  That  the  American  Medical 
Association  reaffirms  the  following  principles 
as  a pre-condition  to  the  delivery  of  quality 
medical  care: 

1.  Voluntaryism  as  the  basis  of  self-discipline 
and  self-evaluation. 

2.  Freedom  of  choice  for  patient  and  physi- 
cian. 

3.  Right  of  private  practice. 

4.  Non-interference  by  any  third  party  (ad- 
herence to  Sec.  1801,  PL  89-97). 

5.  Right  of  physician  to  consummate  a con- 
tractual agreement  with  patient  for: 

a.  Delivery  of  medical  services,  and 

b.  Receipt  of  a fee  for  the  services  ren- 
dered. 

9.  We  recognize  that  there  are  pockets  of  mal- 
distribution of  medical  services  in  this  coun- 
try and  in  Nebraska.  Some  of  the  causes  of 
these  are:  (1)  urbanization,  (2)  crime,  (3). 
illiteracy,  (4)  economics,  (5)  drug  abuse,  (6) 
rapid  population  movement,  and  (7)  the  fact 
that  there  are  over  30,000  federal  physicians 
engaged  in  tax  - supported  activities.  The 
latest  estimate  is  that  only  56%  of  the  physi- 
cians in  this  country  are  available  for  private 
practice.  The  solution  to  the  maldistribution 
problem  in  Nebraska  is  not  the  revolutionary 
dislocation  of  our  present  delivery  system. 

10.  We  reject  the  allegation  that  there  is  a 
“health  crisis”  in  this  country  or  in  Nebraska. 
A crisis  calls  for  drastic  response  and  change. 
No  such  reaction  is  needed.  Many  changes 


have  occurred  in  medical  care  delivery  with- 
out the  stimulus  of  revolution. 

Respectfully  submitted, 

JOHN  R.  SCHENKEN,  M.D., 
Delegate  to  the  A.M.A. 

REPORT  OF  MATERNAL  AND  CHILD 
HEALTH  COMMITTEE 

Warren  Bosley,  M.D.,  Grand  Island,  Chairman ; Hodsen 
Hansen,  M.D.,  Lincoln ; Robert  F.  Getty,  M.D.,  North  Platte ; 
William  Rumbolz,  M.D.,  Omaha  ; L.  Palmer  Johnson,  M.D.,  Lin- 
coln ; J.  A.  McMillan,  M.D.,  Hastings. 

The  Maternal  and  Child  Health  Committee  met 
September  7,  1972,  at  the  NMA  Headquarters  Office 
in  Lincoln,  Nebraska. 

The  Committee  first  heard  a discussion  by  Dr. 
Robert  Grant,  Director  of  the  Maternal  and  Child 
Health  Division  of  the  State  Health  Department, 
about  a proposal  for  early  and  periodic  screening  of 
Medicaid  eligible  persons  under  twenty-one  years 
of  age.  Federal  directives  require  each  state  to 
have  a plan  of  implementation  by  February,  1972. 
The  initial  phase  of  the  screening  is  to  cover  children 
up  to  six  years  of  age.  Children  now  on  ADC  and 
those  under  the  foster  care  are  eligible  for  this 
screening  and  treatment,  and  a program  of  care 
is  to  be  completed  by  1975.  Federal  funds  will 
favor  60%  of  this  screening  cost,  State  Department 
of  Welfare  Funds  20%,  and  County  Welfare  De- 
partment funds  20%.  The  State  Department  of 
Welfare  is  responsible  for  the  program  in  each 
state.  Statistics  from  the  Department  of  Welfare 
show  that  each  year  there  are  in  Nebraska  28,000 
children  on  ADC  from  10,300  families.  For  ex- 
ample, Douglas  County  has  some  16,000  children 
on  ADC  in  a given  year.  Dr.  Gran’t  discussion 
emphasized  primarily  the  need  for  the  development 
of  standards  and  criteria  for  these  screening  exam- 
inations. The  development  of  these  standards  is 
vital  if  the  Department  of  Welfare  is  to  develop 
a sound  program.  Although  it  may  be  possible 
to  utilize  public  clinics,  for  example  those  in  Doug- 
las and  Lancaster  Counties,  the  family  physicians 
probably  will  and  should  be  doing  most  of  these 
examinations  in  their  offices.  In  a few  other  states 
which  implemented  this  program  both  public  and 
private  facilities  are  being  utilized.  The  MCH  Com- 
mittee recommends  that  the  Nebraska  Medical  As- 
sociation, through  the  MCH  Committee,  offer  its 
services  to  the  Department  of  Welfare  in  develop- 
ing the  criteria  and  standards  essential  to  carry  out 
this  program,  with  the  cooperation  of  other  or- 
ganizations, such  as  the  Nebraska  Chapter  of  the 
Academy  of  Pediatrics.  Federal  law  requires  that 
this  screening  program  be  implemented,  and  our 
concern  must  be  that  it  is  a worthwhile  program, 
consistant  with  high  standards  of  evaluation  and 
care. 

Dr.  Dale  Ebers,  Director  of  the  Services  for 
Crippled  Children,  described  a proposal  to  expand 
somewhat  services  being  offered  to  children  under 
this  program.  With  the  closing  of  the  Orthopedic 
Hospital,  there  has  been  a shift  in  emphasis  in 
the  Crippled  Children’s  Clinics.  These  Clinics  are 
regional,  but  somewhat  fewer  in  number  than  they 
have  been  in  the  past.  Also,  orthopedic  treatment 
is  now  being  given  locally  in  the  state  — for 
example,  Scottsbluff,  North  Platte,  Grand  Island, 
Hastings,  Lincoln,  and  Omaha.  Dr.  Ebers  has  pro- 
posed that  the  professional  staff  at  the  Clinic  might 
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now  be  able  to  examine  patients  for  other  condi- 
tions in  addition  to  those  currently  covered  in  the 
program  of  the  Crippled  Children’s  Services.  He 
suggested  that  lymphoma  and  leukemia  might  be 
included,  and  possibly  other  neoplasms  occurring 
in  childhood.  Dr.  Ebers  believes  that  there  are 
sufficient  facilities  now  to  implement  coverage  of 
these  diseases.  He  proposed  further  that  some 
thought  be  given  to  evaluation  and  treatment  of 
hearing  problems,  although  he  emphasized  that 
this  is  speculative  only  at  this  time  and  there  are 
no  concrete  plans  for  the  inclusion  of  these  condi- 
tions. Dr.  Ebers  emphasized  that  eligibility  cri- 
teria (financial,  etc.)  would  remain  unchanged  in 
this  expanded  program.  The  MCH  Committee  sup- 
ports Dr.  Ebers  proposal  and  recommends  that  the 
House  of  Delegates  endorse  this. 

The  Committee  discussed  the  maternal  mortality 
reports  for  1971.  These  will  be  analyzed  for  pub- 
lication in  the  Journal  as  they  have  been  for  the 
past  several  years. 

Dr.  Grant  stated  that  through  the  Maternal  and 
Child  Health  Division  a copy  of  a book  summariz- 
ing services  for  children  will  be  sent  to  each  physi- 
cian in  Nebraska.  This  was  compiled  by  the  Ne- 
braska Committee  for  Children  and  Youth,  and  is  a 
complete  listing  of  all  services  available  for  chil- 
dren in  Nebraska.  The  Committee  urges  each 
physician  to  be  looking  for  this  in  his  mail  and  to 
recognize  it  as  a valuable  directory. 

The  question  of  immunization  programs  was  also 
considered,  particularly  those  programs  that  have 
been  implemented  without  the  knowledge  and  par- 
ticipation of  local  physicians.  Dr.  Grant  emphasized 
the  public  education  programs  can  often  increase 
the  level  of  immunizations  by  the  private  physician, 
without  the  need  for  a public  program.  His  di- 
vision is  trying  to  carry  out  these  education  pro- 
grams by  various  mailings  to  individuals,  bro- 
chures, etc.  The  Committee  encouraged  him  to  con- 
tinue these  education  efforts. 

As  a representative  of  the  Nebraska  Medical 
Association,  the  chairman  has  attended  meetings 
of  the  Nebraska  Family  Health  Association.  This 
group  is  concerned  primarily  with  family  plan- 
ning and  relates  to  clinics  in  Nebraska,  which  serve 
people  in  their  area. 

We  would  call  the  attention  to  the  House  to  a 
meeting  at  the  Omaha  Hilton  on  November  30,  to 
December  1,  on  the  subject  of  family  planning. 
This  is  sponsored  by  the  University  of  Nebraska 
Medical  Center  and  is  intended  primarily  for 
physicians  from  Kansas,  Missouri,  Iowa,  and  Ne- 
braska. Speakers  are  authorities  in  their  areas 
and  the  Committee  encourages  our  members  to  at- 
tend this  meeting.  There  is  approved  credit  for 
12  hours  by  the  AAGP. 

Respectfully  submitted, 
WARREN  BOSLEY,  M.D., 
Chairman. 

REPORT  OF  HEALTH  EDUCATION  IN 
SCHOOLS  AND  COLLEGES 

S.  I.  Fuenning.  M.D..  Lincoln.  Chairman  ; Paul  M.  Bancroft, 
M.D.,  Lincoln  ; Clyde  L.  Kleager,  M.D.,  Hastings  : H.  V.  Smith. 
M.D.,  Kearney  ; Dean  McGee.  M.D..  Lexington  : Warren  Bosley. 
M.D..  Grand  Island  ; Mrs.  John  C.  Filkins.  Omaha  : Mrs.  Leland 
Olson.  Omaha  ; Mrs.  Dean  McGee,  Lexington  ; Mrs.  Robert 
Jones,  Lincoln. 

This  report  is  a brief  summary  of  the  activities 


of  the  Health  Education  Committee  during  the 
period  October  1,  1971,  to  September  15,  1972. 

Public  Law"  LB  51  was  passed  by  the  Nebraska 
State  Legislature  in  1971.  During  the  1972  session 
of  the  Legislature,  this  Committee  supported  the 
basic  concept  of  Public  Law  LB  1224  which  pro- 
vided funds  for  implementation  of  LB  51  on  Com- 
prehensive Health  Education  in  Schools.  LB  1224 
did  not  move  out  of  General  File,  and,  therefore, 
was  not  acted  upon. 

A proposed  pilot  project  on  “Perceptions  of  the 
Health  Needs  for  Information  Concerning  Health 
Care  Delivery  Systems”  v'as  presented  to  the  Com- 
mittee. This  study  would  answer  the  basic  ques- 
tion Avhether  physicians  and  teachers  perceive  the 
educational  needs  relative  to  the  health  care  de- 
livery system  the  same.  A sample  of  approxi- 
mately three  hundred  physicians  and  three  hundred 
teachers  would  be  necessary.  The  Committee  ap- 
proved this  project  and  gave  to  it  its  support.  It 
is  felt  that  this  project  is  an  important  dimension 
to  developing  an  adequate  comprehensive  health 
education  program,  especially  a program  for  the 
training  of  teachers  in  health  education. 

A request  was  received  from  Dr.  Donald  E.  Cook, 
Chairman  of  the  Health  Education  Committee  of 
the  Colorado  Medical  Association,  asking  for  a 
joint  meeting  of  similar  committees  from  the 
neighboring  states.  Each  of  the  states  have  sim- 
ilar health  education  problems.  It  was  felt  that 
we  could  learn  a great  deal  from  each  other  and 
gain  considerable  experience  as  to  the  kinds  of 
activities  and  programs  that  would  be  worthwhile. 
The  Committee  approved  the  proposal  and  plans 
to  participate  in  a joint  Interstate  Committee 
Meeting  on  Health  Education. 

The  Midwest  Regional  Conference  on  Fitness, 
sponsored  by  the  President’s  Council  on  Physical 
Fitness  and  Sports,  and  the  Nebraska  Inter-Agency 
Health  Council,  was  held  in  May  of  1972,  imme- 
diately following  the  annual  meeting  of  the  Ne- 
braska Medical  Association.  The  Committee  gave 
its  support  to  this  conference  through  the  Inter- 
Agency  Health  Council,  as  a worthwhile  program 
for  the  promotion  of  health  maintenance  and  fitness 
of  the  youth  of  the  State  of  Nebraska. 

The  State  Department  of  Education  developed 
Guidelines  for  Comprehensive  Health  Education  for 
Schools  in  the  State  of  Nebraska,  as  required  by 
LB  51.  In  consultation  with  Mr.  Ross  Rasmus- 
sen, Executive  Secretary  of  the  Nebraska  State 
School  Boards  Association,  it  was  recommended 
that  the  Committee  do  a critique  on  the  guide- 
lines prior  to  the  next  session  of  the  Legislature. 
This  recommendation  was  approved.  In  addition, 
it  stipulated  that  this  critique  should  be  com- 
pleted prior  to  November  1,  1972. 

In  discussing  with  various  consultants  the  mat- 
ter of  further  promotion  of  health  education  in 
schools,  the  Committee  took  the  following  action: 
The  Governor  and  Legislature  be  encouraged  to  ade- 
quately fund  LB  51,  and  that  this  Committee  also 
offer  itself  as  an  Advisory  Committee  in  Health 
Education  to  the  State  Department  of  Education. 
The  Committee  seeks  the  endorsement  of  the  Ne- 
braska Medical  Association  House  of  Delegates 
for  the  above  action. 
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The  Chairman  expresses  great  appreciation  to  all 
members  of  the  Nebraska  Medical  Association  that 
we  have  provided  continued  support  of  health  edu- 
cation in  their  local  area.  In  addition,  I want  to 
express  my  appreciation  to  the  members  of  the 
committee  for  their  work  during  the  year  in  the 
promotion  of  health  and  fitness  in  the  State 
of  Nebraska. 

Respectfully  submitted, 

S.  I.  FUENNING,  M.D., 
Chairman. 

Report  of 

Board  of  Councilors 

The  Fall  Session  of  the  Board  of  Councilors  was 
held  at  the  Holiday  Inn,  North  Platte,  Nebraska, 
September  22,  1972. 

The  following  Councilors  were  present:  Drs.  Louis 
Gogela,  Lincoln;  H.  C.  Stewart,  Pawnee  City;  Robert 
Benthack,  Wayne;  Houtz  Steenburg,  Aurora;  Hiram 
Walker,  Kearney;  Bruce  Claussen,  North  Platte, 
and  A.  J.  Alderman,  Chadron. 

The  meeting  was  called  to  order  by  the  Chair- 
man, Dr.  Steenburg. 

Mr.  Dave  Morrison,  Field  Representative  of  the 
A.M.A.,  was  introduced  to  the  Board  of  Councilors. 

Nominations  for  Chairman  of  the  Board  of 
Councilors  were  called  for  and  Dr.  Landgraf  moved 
that  Dr.  Steenburg  be  re-elected  as  Chairman.  This 
was  approved. 

Nominations  for  Secretary  were  called  for,  and 
it  was  moved  that  Dr.  Alderman  be  elected  as  Sec- 
retary, and  this  was  approved. 

The  minutes  of  the  1972  Annual  Session  meetings 
of  the  Board  of  Councilors  were  approved  as  print- 
ed in  the  July,  1972,  Nebraska  Medical  Journal. 

The  following  reports  in  the  Handbook  were  ac- 
cepted by  the  Board  of  Councilors  without  discus- 
sion: Board  of  Directors;  Editor;  Delegate,  North 

Central  Conference;  Geriatrics;  Health  Education; 
Maternal  and  Child  Health;  Medicine  and  Religion; 
Medicolegal  Advice;  Mental  Health;  Nebraska  Re- 
gional Medical  Program;  Peer  Review;  Policy;  Pub- 
lic Health;  Public  Relations;  Rural  Medical  Service; 
and  Scientific  Sessions. 

In  discussing  the  Report  of  the  Executive  Secre- 
tary, Mr.  Neff  called  attention  to  the  scheduling 
of  future  Annual  and  Fall  Meetings  of  the  Asso- 
ciation. He  indicated  that  selecting  meeting  sites 
for  these  sessions  through  1975  would  be  most 
helpful  in  selecting  meeting  dates  so  as  to  not 
conflict  with  other  meetings,  etc.  The  Board  of 
Councilors  approved  the  setting  of  these  meetings 
through  1975,  and  the  Report  of  the  Executive  Sec- 
retary was  approved. 

It  was  noted  in  the  Report  of  the  Insurance  and 
Prepayment  Medical  Care  Committee  that  a pre- 
mium rate  increase  was  anticipated.  Mr.  Neff  quot- 
ed some  of  the  statistics  which  St.  Paul  Insurance 
Company  had  presented  to  the  Committee  at  their 
meeting  to  substantiate  the  premium  rate  increase. 
Following  discussion,  this  report  was  approved. 

In  considering  the  Report  of  the  Sub-Committee 
on  Athletic  Injuries,  Dr.  Claussen  indicated  his  dis- 


approval of  having  speakers  from  equipment  com- 
panies as  they  tended  to  use  this  opportunity  to 
promote  their  equipment,  and  also  that  it  might 
appear  to  those  coaches,  trainers,  etc.  attending  this 
meeting  that  the  Association  was  endorsing  this 
product.  This  report  was  then  approved. 

All  resolutions  in  the  Handbook  were  accepted 
for  information. 

Dr.  Steenburg  read  the  following  letter  to  the 
Board  of  Councilors: 

H.  G.  Steenburg,  M.D.,  Chairman 
Board  of  Councilors 
Nebraska  Medical  Association 

Dear  Doctor  Steenburg: 

I herewith  submit  my  resignation  as  10th 
District  Councilor  effective  22  September  1972. 

Charles  W.  Landgraf,  Jr.,  M.D. 

This  resignation  was  accepted  by  the  Board  of 
Councilors. 

Dr.  Landgraf  was  asked  for  his  suggestion  for 
someone  to  fill  this  vacancy,  and  Dr.  Fred  Rutt  of 
Hastings  was  suggested.  It  was  moved,  seconded, 
and  approved  that  Dr.  Rutt  fill  the  unexpired  term 
of  Dr.  Landgraf  as  Councilor  of  the  10th  District. 
This  term  would  expire  in  1974. 

It  was  moved  that  Dr.  Landgraf  be  commended 
for  his  participation  as  a Councilor  for  the  10th 
District. 

There  being  no  further  business,  the  meeting 
was  adjourned. 

Report  of 

House  of  Delegates 

FIRST  SESSION 

The  first  session  of  the  Fall  Meeting  of  the 
House  of  Delegates  was  held  September  23,  1972, 
at  the  Holiday  Inn,  North  Platte,  Nebraska. 

The  meeting  was  called  to  order  by  Dr.  Mc- 
Fadden,  Speaker  of  the  House  of  Delegates.  A 
call  for  quorum  showed  49  delegates  were  present, 
and  the  meeting  was  declared  in  session. 

Dr.  Bruce  Claussen,  Delegate  from  Lincoln  Coun- 
ty, welcomed  the  House  of  Delegates  to  North 
Platte. 

The  Speaker  called  for  approval  of  the  minutes 
of  the  House  of  Delegates  at  the  1972  Annual  Ses- 
sion, as  printed  in  the  July,  1972,  Nebraska  Medical 
Journal,  and  these  were  approved  as  printed. 

The  Speaker  called  attention  to  Resolution  #1, 
Memorial  to  Dr.  Wm.  Nutzman,  and  asked  for 
action  from  the  floor  on  this  resolution.  Unani- 
mous approval  of  the  House  was  given  to  Resolu- 
tion #1. 

WHEREAS,  William  E.  Nutzman,  M.D..  Kear- 
ney, Nebraska,  served  with  much  distinction 
and  great  dedication  as  Vice  Speaker  and  Speak- 
er of  the  House  of  Delegates  of  the  Nebraska 
Medical  Association  from  1956  - 1972  and  served 
this  body  well  by  his  unselfish  participation 
in  many  of  its  vast  undertakings,  and  was 
held  in  high  esteem  by  all  who  enjoyed  the 
privilege  of  knowing  this  remarkable  individual; 
and 
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WHEREAS,  Death  claimed  Doctor  Nutzman 
on  August  16,  1972;  and 

WHEREAS,  Doctor  Nutzman  served  the 
community  of  Kearney  as  a Doctor  of  Internal 
Medicine  and  Director  of  the  State  Hospital  for 
Tuberculosis  since  he  completed  his  residency 
in  1945;  therefore  be  it 

RESOLVED,  That  the  House  of  Delegates 
of  the  Nebraska  Medical  Association  express 
its  appreciation  for  the  exemplary  life  and  the 
diligent  and  humanitarian  services  performed 
by  Doctor  Nutzman  and  in  so  doing  bringing 
much  honor  to  the  profession  he  loved;  and 
be  it  further 

RESOLVED,  That  the  sincere  sympathy  of 
this  House  be  extended  to  his  surviving  wife 
and  two  daughters,  and  that  this  resolution 
be  spread  upon  the  minutes  of  this  House  of 
Delegates  and  that  copies  thereof  be  presented 
to  his  survivors. 

Dr.  McFadden  said  that  in  accordance  with  the 
Constitution  and  By-Laws,  with  the  vacancy  in  the 
office  of  Speaker  of  the  House,  he  as  Vice  Speaker 
automatically  became  Speaker;  and  in  view  of  this, 
the  House  needed  to  select  a Vice  Speaker  to  fill 
this  vacancy.  This  unexpired  term  would  end  in 
1974.  Nominations  from  the  floor  were  called  for, 
and  Dr.  Charles  Landgraf  was  nominated.  It  was 
moved  that  the  nominations  be  closed  and  that  Dr. 
Landgraf  be  elected  as  Vice  Speaker  of  the  House. 
This  was  approved. 

The  Speaker  called  for  requests  in  seating  changes 
in  the  House  of  Delegates,  and  requests  were  made 
by  Douglas-Sarpy  County  Medical  Society,  Lancaster 
County  Medical  Society,  Scotts  Bluff  County  Medical 
Society  and  Adams  County  Medical  Society.  These 
changes  were  approved. 

Members  to  serve  on  Reference  Committees  were 
chosen  and  approved.  Reference  Committee  assign- 
ments were  made  as  follows: 

Reference  Committee  #1 

Policy  Commitee  Report  — Re:  Nebraska  Health 
Project 

Addendum  Informational  Report  of  the  Policy 
Committee 

Report  from  Dr.  Schenken,  Delegate  to  A.M.A. 
Resolution  #2  — Certificate  of  Need 
Resolution  #3  — Opposition  to  Public  Disclo- 
sure Law 

Resolution  #4  — ■ Definition  of  Services 
Resolution  #5  — CHP  as  a Voluntary  Agency 
Resolution  #6  — Control  of  Health  Care 
Resolution  #7  — State  Financing  of  CHP 
Resolution  #8  — Regionalized  Health  Services 
Concept 

Resolution  #9  — Information  Program  on  Hos- 
pital Costs 

Resolution  #10  — Physicians  in  Administration 

Resolution  #11  — HMOs 

Resolution  #12  — Nebraska  Health  Project 

Resolution  #14  — Opposition  to  Certificate  of 

Need 

Resolution  #19  — Opposition  to  Nebraska 
Health  Project 


Reference  Committee  #2 

Report  of  Board  of  Directors 
Report  of  the  Editor 

Report  of  Nebraska  Regional  Medical  Program 
Report  of  Maternal  and  Child  Health 
Resolution  #17  — Fees  for  Nebraska  Compen- 
sation Court 

Report  of  the  Board  of  Councilors 

Reference  Committee  #3 

Report  of  Insurance  and  Prepayment  Medical 
Care 

Policy  Committee  — Re:  Usual  and  Customary 
Fees 

Resolution  #13  — Opposition  to  Blue  Cross  UR 
Program 

Resolution  #15  — Relationship  with  Third  Party 
Carriers 

Reference  Committee  #4 

Report  of  Executive  Secretary 

Report  of  Delegate  to  North  Central  Conference 

Report  of  Geriatrics 

Report  of  Scientific  Sessions 

Report  of  Public  Relations 

Policy  Committee  — Final  Portion  of  Report 

Reference  Committee  #5 

Report  of  Medicolegal  Advice 
Report  of  Medicine  and  Religion 
Report  of  Mental  Health 
Report  of  Health  Education 

Reference  Committee  #6 

Report  of  Peer  Review 
Report  of  Public  Health 
Report  of  Rural  Medical  Service 
Report  of  Sub-Committee  on  Athletic  injuries 
Resolution  #16  — Support  for  Keogh  Plan 
Resolution  18#  — NMA  Action  on  Bennett 
Amendment 

Oral  Reports  were  presented  to  the  House  by 
the  following: 

Dr.  E.  F.  Leininger,  Delegate  to  the  A.M.A. 

Dr.  J.  P.  Gilligan,  Chairman  of  the  Medico- 
legal Advice  Committee 

Resolutions  from  the  floor  were  called  for,  and 
the  following  were  presented: 

#20  — Dr.  Wilson,  Douglas-Sarpy  County  — 
Blue  Shield  Participating  Physicians  Agree- 
ment. Referred  to  Reference  Committee  #3. 

#21  — Dr.  Wilson,  Douglas-Sarpy  County  — 
Conflict  of  Interest.  Referred  to  Reference 
Committee  #3. 

There  being  no  further  business,  the  House  was 
adjourned. 

SECOND  SESSION 

The  second  session  of  the  House  of  Delegates 
was  held  September  24,  1972.  The  meeting  was 
called  to  order  by  the  Speaker,  Dr.  McFadden. 

A call  for  a quorum  showed  51  delegates  were 
present,  and  the  House  was  declared  in  session. 
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The  Speaker  called  for  approval  of  the  minutes 
of  the  first  session  of  the  House,  and  these  were 
approved  as  printed. 

Oral  reports  were  given  by  the  following: 

Dr.  Robert  B.  Kugel,  Dean,  University  of  Ne- 
braska College  of  Medicine 

Dr.  Robert  Heaney,  Vice  President  of  Medical 
Affairs,  Creighton  University,  School  of  Medi- 
cine 

Dr.  Jack  Anderson,  Medical  Director,  Depart- 
ment of  Institutions 

Mrs.  J.  Whitney  Kelley,  AMA-ERF  Chairman, 
Woman’s  Auxiliary  to  the  A.M.A. 

Reports  of  the  Reference  Committees  were  pre- 
sented as  follows: 

Report  of  Reference  Committee  #1 

Reference  Committee  #1  met  in  two  sessions. 
The  volume  of  work  requested  of  this  committee  was 
unreasonable. 

Your  Reference  Committee  first  considered: 

(1)  Report  of  Comprehensive  Health  Planning’s 
Nebraska  Health  Project 

Early  in  the  overall  discussion  of  this  item,  it 
became  apparent  that  the  document  that  we  pos- 
sessed has  since  been  modified  and  remodified. 
Your  Committee’s  report  then  must  attempt  to  inter- 
pret the  Project  in  view  of  its  constant  revisions. 
Furthermore,  the  report  and  testimony  heard  gives 
evidence  of  having  been  prepared  with  inadequate 
utilization  of  physicians  and  other  professional 
contributors.  Evidence  would  also  indicate  that  in- 
accurate or  over  zealous  newspaper  coverage  also 
undesirably  modified  the  input  and  direction  of  the 
Project. 

Your  Reference  Committee  feels  that  the  Ne- 
braska Health  Project  as  now  published  contains 
much  that  is  commendable  and  desirous  of  pursuit. 
We  also  find  much  that  is  in  need  of  considerable 
revision  by  adequately  trained  and  experienced 
medical  and  allied  personnel.  Implementation  of 
this  work  certainly  needs  deferral  for  a consid- 
erable time  to  allow  much  more  thought  to  be 
given  to  the  overall  Project. 

Your  Reference  Committee  feels  that  the  key 
word  to  success  in  the  entire  Project  is  “volun- 
tarism.” Despite  the  fact  that  the  Comprehen- 
sive Health  Planning  Agency  was  created  by 
Federal  statute,  we  must  not  lose  sight  of  the  im- 
perative need  to  maintain  “voluntarism.”  In  inter- 
preting the  entire  document,  we  feel  we  must  stress 
to  our  legislators  and  all  concerned  the  need  to 
constantly  refrain  from  confusing  “health  care 
planning”  with  “health  care  delivery.”  This  entire 
document  must  deal  with  plans  for  delivery  and  not 
the  implementation  of  the  actual  physical  delivery 
of  patient  care. 

Your  Reference  Committee  chose  to  deliberate  the 
Nebraska  Health  Project  within  the  framework  of 
our  own  arbitrary  classification  which  did  not 
necessarily  conform  to  the  published  outline  of  the 
Project.  This  led  to  some  confusion,  but  within 
this  outline  leads  us  to  the  following  observa- 
tions. 

I.  ORGANIZATION.  It  is  felt  that  for  health 
planning  purposes,  regionalization  is  one  approach. 


The  geo-political  objections  inherent  in  this  ap- 
proach may  be  negated  by  the  fact  that  these 
concepts  relate  to  planning  and  not  to  patient  care. 

The  N.M.A.  wishes  to  register  its  concern  that 
it  was  not  consulted  and  utilized  in  greater  depth 
during  the  earlier  planning  phases  so  that  physi- 
cians could  have  played  a much  greater  role  in  the 
evolution  of  this  concept. 

The  Project  should  be  a sub-function  of  the 
State  Department  of  Health  and  not  have  code 
status. 

II.  FINANCING.  As  a function  of  the  State 
Department  of  Health,  project  funding  should  have 
state  level  emphasis  and  every  effort  should  be 
made  to  minimize  federal  funding. 

Because  the  funding  of  a project  so  vast  is  so 
complex,  we  endorse  the  formation  of  a Council  on 
Health  Care  Financing  whose  function  would  be  to 
advise  the  State  Department  of  Health. 

We  are  concerned  relative  to  the  implication  that 
hospital  financial  figures  are  not  readily  available 
to  concerned  and  qualified  parties.  We  believe  that 
such  is  not  the  case  and  point  to  the  fact  that  any 
hospital  which  participates  in  the  Medicare  program 
must  disclose  its  finances. 

We  find  the  Project’s  analogy  equating  banks 
to  hospitals  inappropriate.  We  would  not  look  fav- 
orably on  rules  and  regulations  that  would  place 
private  hospitals  in  the  category  with  a public 
utility. 

III.  MANPOWER.  Your  committee  is  pleased 
to  point  out  that  the  Peer  Review  mechanism  as  pro- 
posed is  identical  to  that  implemented  by  the 
N.M.A.  in  May,  1971. 

We  would  express  some  concern  at  the  Project’s 
suggestion  that  hospital  based  nurse-education  pro- 
grams be  totally  replaced  by  college  directed  pro- 
grams. 

We  would  certainly  endorse  continued  studies  of 
more  extensive  utilization  of  paramedical  personnel. 
However,  we  note  several  impractical  suggestions 
within  the  Report  such  as  the  prescribing  of  drugs 
by  pharmacists. 

We  leave  the  area  of  the  dental  profession  to  their 
own  legislative  body. 

IV.  PHYSICAL  FACILITIES.  The  N.M.A.  op- 
poses certificate  of  need  legislation  as  being  stifling 
to  our  free  enterprise  system.  We  point  instead  to 
extensive  feasibility  studies  undertaken  by  any 
major  hospital  as  it  contemplates  expansion  or  re- 
location. 

We  further  point  to  our  presently  existing  hos- 
pital utilization  review  bodies  and  their  ever  ex- 
panding function  as  relates  to  both  facility  and 
service  utilization. 

V.  EDUCATION.  The  Project’s  proposals  re- 
garding expansion  of  education  for  physicians,  al- 
lied professions,  paramedical  personnel  and  the  pub- 
lic at  large  are  well  received.  There  is  considerable 
duplication  in  their  suggestion  of  things  already 
accomplished  through  the  University  Hospital,  RMP, 
etc. 

Continuing  education  for  the  physician  is  already 
an  accomplished  fact  through  his  own  professional 
societies’  criteria  for  certification. 
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VI.  REGIONAL  MENTAL  HEALTH.  Regional- 
ization in  this  field  is  a feasible  approach  only  if 
the  size  and  scope  of  the  facility  and  program  do 
not  become  unwieldy.  As  a corollary  of  this,  proper 
staffing  with  qualified  personnel  becomes  a prob- 
lem. 

We  would  heartily  endorse  the  Project  proposals 
for  expansion  of  the  insurance  industry’s  coverage 
for  the  mentally  ill. 

VII.  TRANSPORTATION,  COMMUNICATIONS, 
AND  EMERGENCY  CARE.  The  Project’s  pro- 
posals regarding  medical  transportation  are  valid 
and  further  implementation  should  be  sought,  espe- 
cially in  terms  of  the  non-emergency  patient.  Pro- 
grams concerning  communication,  emergency  care, 
and  transportation  of  patients  have  been  established 
and  are  being  further  developed  by  multiple  exist- 
ing bodies  including  the  N.M.A. 

MR.  SPEAKER,  THIS  CONCLUDES  YOUR  REF- 
ERENCE COMMITTEE’S  CRITQUE  AND  COM- 
MENTS REGARDING  THE  NEBRASKA  HEALTH 
PROJECT.  WE  RECOMMEND  ACCEPTANCE  OF 
THIS  PORTION  OF  YOUR  REFERENCE  COM- 
MITTEE’S REPORT. 

This  was  seconded,  and  there  was  discussion  re- 
garding the  second  paragraph  of  II.  FINANCING. 
It  was  moved  by  Dr.  Retelsdorf  that  this  paragraph 
be  amended  to  read  as  follows: 

“Because  the  funding  of  a project  so  vast 
is  so  complex,  we  do  endorse  the  formation  of 
a Council  on  Health  Care  Financing  but  not 
necessarily  with  the  ramifications  in  the  recom- 
mendations of  the  Nebraska  Health  Project.” 

This  amendment  was  approved  by  the  House, 
and  this  section  of  the  Reference  Committee  Report 
was  approved  as  amended. 

(2)  Portion  of  Policy  Committee  Report  Dealing 
With  Nebraska  Health  Project 

Your  Reference  Committee  has  considered  that 
portion  of  the  Policy  Committee’s  Report  dealing 
with  the  Nebraska  Health  Project.  We  have  no 
criticism  of  this  Report  and  recommend  its  accept- 
ance as  written,  and  I so  move. 

This  was  approved  by  the  House. 

(3)  Report  on  Nebraska  Health  Project 
by  Nebraska  Delegate  to  A.M.A., 

John  R.  Schenken,  M.D. 

This  report  was  received  by  your  Reference  Com- 
mittee. The  Report  is  straight-forward,  factual  and 
we  would  recommend  acceptance  of  the  Report  as 
written,  and  I so  move. 

This  was  approved  by  the  House. 

(4)  Resolution  #2  — Certificate  of  Need 

Resolution  #2,  introduced  by  Four  County  Medical 

Society,  read  as  follows: 

WHEREAS  the  Nebraska  Medical  Association 
has  already  strongly  disapproved  of  the  re- 
strictions and  coercions  applied  by  CHP  through 
the  Maryland  legislature;  therefore 

BE  IT  RESOLVED  that  the  Nebraska  Medi- 
cal Association  strongly  impress  upon  the  Ne- 
braska Unicameral  the  necessity  for  defeating 
any  attempt  by  CHP  to  pass  a “Certificate  of 


Need”  bill  which  would  cripple  any  real  prog- 
gress  in  our  profession. 

Certificate  of  need  was  discussed  at  some  length 
in  the  Reference  Comittee.  The  consensus  of  those 
present  opposed  certificate  of  need  legislation,  there- 
fore, your  committee  recommends  approval  of  Reso- 
lution #2,  and  I so  move. 

This  was  approved  by  the  House. 

(5)  Resolution  #3  — Opposition  to  Public 

Disclosure  Law 

Resolution  #3,  introduced  by  Four  County  Medical 
Society,  read  as  follows: 

WHEREAS  any  public  disclosure  law  for 
hospitals  would  violate  a very  basic  concept  of 
privileged  information;  therefore 

BE  IT  RESOLVED  that  the  Nebraska  Medi- 
cal Association  through  its  legislative  study 
committee  inform  the  Unicameral  of  the  Ne- 
braska Medical  Asociation’s  opposition  to  any 
type  of  public  disclosure  law  for  hospitals 
except  those  operated  with  public  funds  and 
only  disclosure  of  finances  and  distribution  of 
finances. 

Your  Reference  Committee  is  in  sympathy  with 
the  contents  of  Resolution  #3.  The  Resolution  was 
assumed  to  relate  to  disclosure  of  finances  of  hos- 
pitals rather  than  privileged  information  (physi- 
cian-patient relationship).  In  view  of  the  rather 
ambiguous  wording  of  the  Resolution,  your  Refer- 
ence Committee  would  recommend  no  action  on 
Resolution  #3. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  PORTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

(6)  Resolution  #4  — Definition  of  Services 

Resolution  #4,  introduced  by  Four  County  Medical 

Society,  read  as  follows: 

WHEREAS,  each  Hospital  and  Medical  Staff 
can  and  does  define  its  own  services  available: 
therefore 

BE  IT  RESOLVED  that  the  Nebraska  Medi- 
cal Association  voice  strong  opposition  to  any 
attempt  by  a government  agency  or  voluntary 
agency  to  restrict  or  otherwise  attempt  to  tell 
any  hospital  or  medical  staff  what  it  can  and 
cannot  do.  since  such  actions  are  clearly  only 
with  the  province  of  the  Nebraska  Medical  As- 
sociation. 

Your  Reference  Committee  has  reviewed  this  reso- 
lution and  recommends  its  acceptance  as  amended, 
i.e.,  in  the  last  line  of  BE  IT  RESOLVED,  delete, 
“Nebraska  Medical  Association”  and  replace  it  with, 
“Medical  staffs  in  conjunction  with  their  respective 
hospitals.” 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
RESOLUTION  #4  AS  AMENDED.  This  was  ap- 
proved by  the  House. 

(7)  Resolution  #5  — CHP  As  a Voluntary 

Agency 

Resolution  #5,  introduced  by  Four  County  Medi- 
cal Society,  read  as  follows: 

WHEREAS  the  Nebraska  Medical  Association 
has  expressed  its  opposition  to  any  change  in 
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CHP  from  voluntary  to  legislative  and  coercive 
in  April,  1970;  and 

WHEREAS  such  coercive  techniques  and  rec- 
ommendations that  run  contrary  to  American 
free  enterprise  are  inherent  in  such  a newly 
proposed  bureaucracy  as  the  “Office  of  Com- 
prehensive Health  Planning;”  therefore 

BE  IT  RESOLVED  that  the  Nebraska  Medi- 
cal Association  announce  its  opposition  again  as 
it  did  in  April,  1970,  to  any  change  in  CHP 
from  a completely  voluntary  agency. 

Discussion  in  the  Reference  Committee  brought 
out  the  fact  that  Federal  Comprehensive  Health 
Planning  is  a statutory  reality.  The  Reference  Com- 
mittee feels  that  the  N.M.A.  has  no  authority  for 
changing  this  and  therefore  would  recommend  no 
action  on  Resolution  #5. 

MR.  SPEAKER,  WE  RECOMMEND  ADOPTION 
OF  THIS  PORTION  OF  OUR  REPORT.  This  was 
approved  by  the  House. 

(8)  Resolution  #6  — Control  of  Health  Care 
Resolution  #6,  introduced  by  Four  County  Medical 
Society,  read  as  follows: 

WHEREAS  the  American  free  enterprise 
system  has  resulted  in  the  finest  medical  care 
for  the  most  people  in  the  history  of  mankind, 
and 

WHEREAS  governmentally  controlled  med- 
ical care  and  distribution  has  resulted  in  the 
highest  cost  for  the  least  service;  therefore 

BE  IT  RESOLVED  that  the  Nebraska  Med- 
ical Association  strongly  oppose  the  position  of 
CHP  in  seizing  control  of  health  care  for  Ne- 
braskans as  noted  in  Statement  No.  2,  of  the 
Nebraska  Health  Project. 

Your  Reference  Committee  has  considered  this 
resolution.  This  resolution  opposes  “the  position 
of  CHP  in  seizing  control  of  health  care  for  Ne- 
braskans as  noted  in  Statement  #2  of  the  Nebraska 
Health  Project.”  Statement  #2  of  the  Nebraska 
Health  Project  actually  reads  as  follows:  “CHP-A 
the  State  Office  of  Comprehensive  Health  Planning 
should  be  charged  with  comprehensive  health  plan- 
ning whether  publicly  or  privately  sponsored  and 
supported,  for  all  the  citizens  of  the  State.”  In- 
asmuch as  the  resolution  alludes  to  health  care 
rather  than  planning  your  Reference  Committee  rec- 
ommends that  Resolution  #6  be  disapproved,  and 
I so  move. 

This  was  approved  by  the  House. 

(9)  Resolution  #7  — State  Financing  of  CHP 

Resolution  #7,  introduced  by  Four  County  Med- 
ical Society,  read  as  follows: 

WHEREAS  the  physicians  of  Nebraska  are 
already  engaged  in  the  delivery  of  quality 
comprehensive  medical  care  to  the  citizens  of 
this  State;  and 

WHEREAS  the  funding  of  millions  of  dollars 
of  increased  taxes  to  the  proposed  office  of 
CHP  represents  needless  duplication;  therefore 

BE  IT  RESOLVED  that  the  Nebraska  Medical 
Association  oppose  any  state  financing  to  the 
CHP  agency. 


Your  Reference  Committee  reviewed  Resolution 
#7  and  in  general  is  in  sympathy  with  the  intent 
of  the  Resolution;  however,  nothing  in  the  Ne- 
braska Health  Project  should  allude  to  care  and 
for  this  reason  we  would  recommend  no  action  on 
Resolution  #7. 

MR.  SPEAKER,  I MOVE  ACCEPTANCE  OF 
THIS  PORTION  OF  YOUR  REFERENCE  COM- 
MITTEE REPORT.  This  was  approved  by  the 
House. 

(10)  Resolution  #8  — Regionalized  Health 
Services  Concept 

Resolution  #8,  introduced  by  Four  County  Med- 
ical Society,  read  as  follows: 

WHEREAS  all  of  the  practicing  physicians  in 
Nebraska  are  already  supplying  primary  health 
care  services  when  they  are  so  able,  and 

WHEREAS  each  of  these  practicing  physi- 
cians already  has  a physician  or  physicians  to 
whom  he  refers  his  difficult  problems,  and 

WHEREAS  this  has  always  been  the  best 
type  of  medical  care  available  to  the  most  peo- 
ple; there 

BE  IT  RESOLVED  that  any  attempts  by 
CHP  to  force  a regionalized  health  services  con- 
cept as  noted  in  Statement  No.  29  of  the  NHP 
be  strongly  opposed  by  the  Nebraska  Medical 
Association. 

Your  Reference  Committee  heard  testimony  to  the 
effect  that  regionalization  has  been  in  effect  along 
lines  of  patient  referral  and  medical  service  in  this 
State  for  many  years,  and  that  provision  of  these 
may  cross  the  proposed  lines  of  regions  proposed 
in  the  Nebraska  Health  Project  as  well  as  state 
boundaries.  We  appreciate  that  confidence  in  care 
and  obtaining  good  therapeutic  results  through  re- 
ferrals over  many  years  may  not  necessarily  be 
immediately  forthcoming  under  a new  region  desig- 
nation due  to  change  of  services  provided  as  well 
as  facilities  and  personnel. 

If  regionalization  is  to  occur,  planning  must  antici- 
pate and  recognize  the  current  practices  and  policies, 
and  allow  for  an  evolving  change  without  disrupt- 
ing these.  The  program  which  would  limit  or  cur- 
tail availability  of  consultation  or  professional 
services  simply  on  a geographical  basis  would  be 
unacceptable  and  any  innovation  along  this  line 
should  only  be  undertaken  with  prior  consideration 
and  approval  of  the  physicians  in  practice  within 
the  area. 

MR.  SPEAKER,  I RECOMMEND  ADOPTION 
OF  RESOLUTION  #8.  This  was  approved  by  the 
House. 

(11)  Resolution  #9  — Information  Program 
on  Hospital  Costs 

Resolution  #9,  introduced  by  Four  County  Med- 
ical Society,  read  as  follows: 

WHEREAS  much  has  been  made  about  an 
economic  loss  caused  by  duplication  of  struc- 
tures and/or  expensive  equipment,  and 

WHEREAS  such  propaganda  is  extremely 
misleading  to  the  public;  therefore 

BE  IT  RESOLVED  that  the  Public  Relations 
Committee  of  the  Nebraska  Medical  Association 
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be  charged  with  the  responsibility  of  dissemin- 
ating to  the  public  the  facts  involved  such  as 
the  fact  that  no  hospital  has  been  forced  to 
raise  its  rates  or  other  charges  as  a result  of 
equipment  investments  or  construction  and  fur- 
ther that  if  losses  occur  as  a result  of  this 
type  of  expense,  such  losses  are  assumed  by 
the  hospitals,  whether  governmental  or  private, 
at  no  cost  to  the  patient. 

Your  Reference  Committee  considered  this  Reso- 
lution and  feels  the  concept  of  duplication  of  equip- 
ment, services,  and  related  matters  is  currently  in- 
volved under  the  aegis  of  hospital  funding  and 
thus  subject  to  review  by  the  funding  agencies  as 
well  as  organizations  such  as  CHP.  We  recognize 
that  efforts  are  being  made  by  existing  bodies  to 
avoid  duplication  of  expensive  equipment  and  facili- 
ties and  that  certain  area  medical  communities  are 
already  sharing  services  and  facilities.  (Tri-County, 
etc.)  We  feel  that  questions  should  be  raised  as 
to  the  amounts  involved  and  that  these  amounts 
should  be  presented  in  light  of  their  relationship 
to  the  total  cost  as  well  as  evaluation  of  the  avail- 
ability of  expert  personnel  to  utilize  them.  It  is 
difficult  to  accept  a premise  that  losses  sustained 
by  hospitals,  governmental  or  private,  are  not  ulti- 
mately absorbed  by  either  tax  payers  and/or  pa- 
tients and  that  we  recognize  a need  exists  to  attempt 
to  minimize  costs  commensurate  with  maintenance 
of  high-quality  care. 

MR.  SPEAKER,  YOUR  REFERENCE  COMMIT- 
TEE DOES  NOT  RECOMMEND  ADOPTION  OF 
RESOLUTION  #9,  AND  I SO  MOVE.  This  was 
approved  by  the  House. 

(12)  Resolution  #10  — Physicians  in 
Administration 

Resolution  #10,  introduced  by  Four  County  Med- 
ical Society,  read  as  follows: 

WHEREAS  there  already  exists  a shortage 
of  physicians  in  some  areas  of  Nebraska,  and 

WHEREAS  the  desires  of  CHP  to  absorb 
more  physicians  in  positions  of  administration, 
etc.  for  the  CHP  regional  offices  resulting  in 
an  even  lesser  number  available  for  the  prac- 
tice of  medicine;  therefore 

BE  IT  RESOLVED  that  the  Nebraska  Med- 
ical Association  express  its  opposition  to  any 
such  plan  which  would  diminish  the  number  of 
full-time  practicing  physicians  available  to  the 
State  of  Nebraska. 

MR.  SPEAKER,  REFERENCE  COMMITTEE  #1 
RECOMMENDS  ADOPTION  OF  THIS  RESOLU- 
TION. This  was  approved  by  the  House. 

(13)  Resolution  #11  — HMOs 

Resolution  #11,  introduced  by  Four  County  Med- 
ical Society,  read  as  follows: 

WHEREAS  even  the  Department  of  Health, 
Education  and  Welfare  has  attenuated  and  even 
stopped  granting  funds  for  HMOs,  and 

WHEREAS  the  A.M.A.  has  recommended  no 
further  funding  of  HMOs  until  further  long 
range  studies  are  available;  therefore 

BE  IT  RESOLVED  that  the  Nebraska  Med- 
ical Association  oppose  strongly  Statement  No. 
48  in  the  NHP  Report  which  states  that  the 


Nebraska  Medical  Association  should  encourage 
the  investigation  and  experimentation  of  HMOs. 

MR.  SPEAKER,  YOUR  REFERENCE  COMMIT- 
TEE RECOMMENDS  ADOPTION  OF  THIS  RESO- 
LUTION, AND  I SO  MOVE.  This  was  approved  by 
the  House. 

(14)  Resolution  #12  — Nebraska 
Health  Project 

Resolution  #12,  introduced  by  Adams  County  Med- 
ical Society,  read  as  follows: 

WHEREAS  the  Adams  County  Medical  So- 
ciety in  its  meeting  on  September  6,  1972,  only 
in  a brief  review  of  the  latest  draft  of  the 
Nebraska  Health  Project  wishes  to  enter  a 
series  of  challenges  concerning  the  validity  of 
the  report  with  respect  to  specific  items. 

1.  ACMS  wishes  to  challenge  the  validity  of 
the  statistics  and  methodology  involved  in 
arriving  at  conclusions  affecting  our  area, 
namely  the  Central  Nebraska  H.P.C. 

2.  ACMS  wishes  to  challenge  the  statement 
in  the  report  including  correspondence  to 
the  effect  that  “measurable  conflict”  exists 
between  the  medical  staff  of  the  Mary  Lan- 
ning  Hospital  and  that  of  the  Hastings  Re- 
gional Center. 

3.  ACMS  wishes  to  point  out  that  if  a survey 
of  the  new  Mary  Lanning  Hospital  was  made 
with  respect  to  this  report,  neither  the 
medical  nor  the  administrative  staff  are 
aware  of  how  or  when  it  was  made. 

4.  ACMS  wishes  to  again  strongly  urge  and 
emphasize  the  concept  of  “Tri-City”  plan- 
ning rather  than  a superficial  and  arbitrary 
selection  of  one  community  as  a regional 
center  to  the  exclusion  of  the  others.  ACMS 
further  wishes  to  point  out  that  anything 
other  than  a cooperative  “Tri  - City”  con- 
cept might  well  doom  any  reasonable  area 
wide  planning  and  will  be  of  a disservice 
to  patients  in  the  entire  region. 

5.  ACMS  further  wishes  to  point  out  that  there 
is  no  well  defined  explanation  of  the  con- 
cept of  a regional  hospital  nor  what  its 
definitive  purpose  is  to  encompass. 

Your  Reference  Committee  concurs  with  the  com- 
ments of  the  Adams  County  Medical  Society  and  is 
appreciative  of  the  information  provided.  We  rec- 
ommend acceptance  of  this  Report  for  informational 
purposes,  and  I so  move. 

This  was  approved  by  the  House. 

(15)  Resolution  #14  — Opposition  to 
Certificate  of  Need 

Resolution  #14,  introduced  by  Douglas  - Sarpy 
County  Medical  Society,  read  as  follows: 

RESOLVED,  that  the  Nebraska  Medical  As- 
sociation go  on  record  as  opposing  certificate 
of  need  legislation. 

Your  Reference  Committee  feels  this  Resolution 
in  context  is  similar  to  Resolution  #2  and  needs  no 
further  action  here. 

MR.  SPEAKER,  WE  RECOMMEND  ACCEPT- 
ANCE OF  YOUR  REFERENCE  COMMITTEE’S 
REPORT.  This  was  approved  by  the  House. 
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(16)  Resolution  #19  — Opposition  to  Nebraska 
Health  Project 

Resolution  #19,  introduced  by  Lancaster  County 
Medical  Society,  read  as  follows: 

WHEREAS  the  Nebraska  Health  Project  rec- 
ommendations as  drafted  by  the  Nebraska  State 
Office  of  Comprehensive  Health  Planning  and 
the  Westinghouse  Commission  consist  of  nebu- 
lous generalities  and  incredible  specifics  some- 
times proposed  with  arrogant  license;  and 

WHEREAS  some  proposed  recommendations 
contained  in  the  Nebraska  Health  Project  are 
already  operational;  and 

WHEREAS  the  basic  tenets  of  the  health 
project  are  at  variance  with  the  concept  of 
American  free  enterprise  which  has  produced 
and  provided  the  best  quality  medical  care  in 
the  world  today;  and 

WHEREAS  statements  are  contained  in  the 
report  which  are  without  basis  in  fact;  there- 
fore 

BE  IT  RESOLVED  that  the  delegates  to  the 
Interim  Session  of  the  Nebraska  Medical  As- 
sociation declare  the  document  unacceptable; 
and 

BE  IT  RESOLVED  FURTHER  that  the  pub- 
lic be  informed  through  the  news  media  of  the 
quarter-million  dollar  wasted  cost  of  this  ill- 
conceived  project. 

Your  Reference  Committee  heard  extensive  testi- 
mony concerning  this  Resolution.  Comments  were 
received  to  the  effect  that  some  valuable  demo- 
graphic and  statistical  data  were  obtained  and  in 
other  instances  the  data  were  incorrect.  Many 
physicians  who  served  on  the  varied  committees  of 
the  Nebraska  Health  Project  and  felt  their  sug- 
gestions were  accepted  have  been  unable  to  find  or 
recognize  these  in  the  draft  available  to  us  at  this 
time.  Comments  were  heard  to  the  effect  that 
dictums  were  provided  about  the  practice  of  medi- 
cine, dentistry,  nursing,  etc.  by  persons  with  no 
demonstrated  expertise  or  qualifications  to  judge 
in  the  respective  areas.  A point  was  mentioned  that 
individual  physicians  reviewing  the  preliminary 
data  submitted  for  obtaining  the  original  funding 
of  the  Project  found  these  same  data  present  in 
unchanged  form  in  this  late  draft  and  questioned 
whether  any  attempt  was  made  to  evaluate  these  in 
the  study.  Physicians  related  instances  of  studies 
cited  in  the  Report  concerning  their  areas  and 
interviews  conducted  which  could  not  be  substan- 
tiated. Multiple  recommendations  in  the  Report 
were  already  in  existence  and  operational  before 
its  inception.  Noteworthy  here  is  the  statewide 
peer  review  program,  and  interesting  to  note,  the 
wording  of  the  peer  review  recommendation  in  the 
Nebraska  Health  Project  is  verbatim  to  that  estab- 
lished by  the  Ad-Hoc  Peer  Review  Committee 
of  this  House  of  Delegates  over  one  year  ago. 
We  have  areas  within  the  State  already  demon- 
strating competence  in  sharing  facilities  and  serv- 
ices (Tri-County,  etc.).  The  N.M.A.  has  encour- 
aged and  continuously  provides  postgraduate  edu- 
cation programs  and  multiple  specialty  groups  as 
well  as  our  medical  schools  provide  their  own  post- 
graduate educational  programs,  seminars,  and  meet- 
ings. Nebraska  nursing  students  from  all  training 
programs  were  rated  #1  in  the  nation  in  national 


board  examinations  three  years  ago,  and  interestingly 
the  groups  of  nurses  from  the  Bryan  Hospital  Pro- 
gram were  rated  the  highest,  refuting  in  no  small 
way  the  dictum  against  the  three  year  nurses  school 
program  cited  in  the  Nebraska  Health  Project. 

We  concur  that  certain  tenants  of  the  Nebraska 
Health  Project  are  at  variance  with  the  fact  that 
medicine  practiced  under  the  free  enterprise  “non- 
system” or  “cottage  industry”  basis  in  this  country 
has  produced  and  provided  the  best  quality  of  medi- 
cal education  and  care  in  the  world.  We  are  de- 
luged with  students  from  other  countries  who  wish 
to  obtain  their  training  here  and  remain  to  practice 
this  kind  of  medicine. 

We  believe  the  medical  community  at  large  is  re- 
sponsive and  concerned  to  the  needs  of  its  citizens 
in  the  area  of  health  care  and  sincerely  believe 
change  evolving  by  voluntary  response  to  need  is 
preferable  to  fixation  by  legislative  edict. 

In  view  of  the  questions  raised  concerning  the 
total  validity  of  the  Nebraska  Health  Project,  the 
questionable  “innovative”  reciting  of  already  estab- 
lished programs  with  demonstrable  success,  the  total 
lack  of  awareness  that  many  facets  of  practice 
cited  in  the  Report  had  been  operational  in  this  State 
for  many  years,  the  lack  of  demonstrated  respon- 
siveness to  physician  and  other  professional  input 
to  the  Project  as  well  as  questions  as  to  the  distribu- 
tion of  the  relatively  large  sums  of  money  involved 
in  the  Project,  your  Reference  Committee  recom- 
mends that  no  action  be  taken  on  this  Resolution 
for  the  following  reasons:  1.  The  Project  is  under- 
going revision  on  a continuing  basis;  2.  We  have 
provided  a critique  of  this  Project  which  will  be 
made  available  to  the  appropriate  groups;  3.  The 
extreme  complexity  and  scope  of  this  Project  merits 
more  study  than  time  has  permitted. 

MR.  SPEAKER,  I RECOMMEND  ACCEPTANCE 
OF  THIS  PORTION  OF  YOUR  REFERENCE 
COMMITTEE’S  REPORT.  This  was  seconded,  and 
discussion  followed.  Dr.  Nye  stated  that  for  the 
information  of  the  House,  the  name  of  this  Project 
had  been  changed  and  was  now  “Guidelines  for 
Developing  Future  Health  Care  Delivery  Systems 
in  Nebraska.” 

Dr.  Nye  moved  that  this  section  of  the  Reference 
Committee  report  be  amended  by  adding  as  a last 
paragraph,  the  following:  “The  President  of  the 

Nebraska  Medical  Association  should  continue  to 
have  an  Ad  Hoc  Committee  study  this  Project  on 
a weekly  or  monthly  basis,  and  attend  the  meetings 
of  the  Steering  Committee  to  make  recommenda- 
tions on  these  as  they  come  up.”  This  amendment 
was  approved  by  the  House. 

This  section  of  Reference  Committee  #1  report 
was  approved  as  amended. 

(17)  Addendum  Report,  Council  on  Medical 
Services,  A.M.A. 

Your  Reference  Committee  received  and  consid- 
ered the  Addendum  Report  on  Medical  Services  of 
the  A.M.A.  We  consider  this  to  be  an  informa- 
tional report  not  requiring  action. 

MR.  SPEAKER,  I RECOMMEND  ACCEPTANCE 
OF  THIS  PORTION  OF  YOUR  REFERENCE 
COMMITTEE’S  REPORT.  This  was  approved  by 
the  House. 
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Dr.  Nye  was  granted  permission  of  the  floor  and 
said  he  would  like  to  make  a statement  about  the 
V.A.  He  said  that  here  is  an  organization  of  the 
government,  and  by  edict  the  V.A.  has  a repre- 
sentative on  the  Comprehensive  Health  Planning 
Council  and  should  on  every  B agency  as  well  as  A 
agency.  Dr.  Nye  said  they  are  putting  in  isotopes, 
cobalt,  renal  dialysis  — everything  that  is  duplicat- 
ed in  the  same  areas.  He  said  they  asked  the  V.A. 
Hospital  in  Grand  Island  why  they  were  putting  in 
isotopes  when  they  were  in  Kearney,  and  they  were 
told  that  the  equipment  had  already  been  bought 
and  everything  was  all  set.  Dr.  Nye  said  they  were 
the  worst  offender  of  duplication  of  efforts,  and 
he  wanted  all  the  doctors  to  be  aware  of  what  they 
were  doing  in  the  way  of  Comprehensive  Health 
Planning. 

Following  Dr.  Nye’s  remarks,  the  House  approved 
the  report  of  Reference  Committee  #1  as  a whole 
as  amended. 

Respectfully  submitted, 

James  H.  Dunlap,  M.D.,  Chairman 
Carl  J.  Cornelius,  M.D. 

Richard  A.  Cotingham,  M.D. 

F.  H.  Hathaway,  M.D. 

Charles  M.  Bressman,  M.D. 

REPORT  OF  REFERENCE  COMMITTEE  #2 

Reference  Committee  #2  considered  six  reports 
and  one  resolution.  The  Reference  Committee  sub- 
mits the  following  report  and  recommendations: 

(1)  Report  of  the  Board  of  Directors 
RECOMMENDATION : 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends the  approval  of  the  Report  as  carried  in  the 
Handbook.  This  was  approved  by  the  House. 

(2)  Report  of  the  Editor 
RECOMMENDATION : 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends the  approval  of  the  Report  as  carried  in  the 
Handbook.  The  Reference  Committee  wishes  to 
commend  the  Editor.  This  was  approved  by  the 
House. 

(3)  Progress  Report,  Nebraska  Regional 
Medical  Program 

RECOMMENDATION : 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends the  approval  of  the  Report  as  carried  in  the 
Handbook.  We  would  remind  the  House  of  Dele- 
gates the  Nebraska  Medical  Association  is  the 
grantee  for  this  program,  and  we  have  a respon- 
sibility and  an  obligation  to  be  informed  about  its 
work  and  to  participate  by  making  our  opinions, 
criticisms,  and  comments  available  to  the  Advisory 
Board.  This  was  approved  by  the  House. 

(4)  Report  of  the  Maternal  and  Child 

Health  Committee 
RECOMMENDATION : 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends the  approval  of  the  Report  as  carried  in 
the  Handbook.  This  was  approved  by  the  House. 

(5)  Resolution  #17  — Fees  for  Nebraska 

Compensation  Court 

Resolution  #17,  introduced  by  Douglas-Sarpy 
County  Medical  Society,  read  as  follows: 


WHEREAS,  the  Nebraska  Compensation 
Court  allows  only  a fee  based  on  the  conver- 
sion factor  of  five  (5),  and 

WHEREAS,  this  has  been  in  effect  since 
1965,  and 

WHEREAS,  inflation  and  cost  of  physician’s 
overhead  have  increased  markedly  since  1965; 
therefore 

BE  IT  RESOLVED,  that  the  Nebraska  Medi- 
cal Association  take  the  necessary  action  to 
change  this  conversion  factor  to  seven  (7). 

RECOMMENDATION : 

The  Reference  Committee  recommends  that  the 
RESOLVED  be  altered  to  read: 

“RESOLVED,  that  the  Nebraska  Medical  As- 
sociation take  necessary  action  to  increase 
this  conversion  factor  and  that  the  factor  be 
increased  for  other  State  and  Welfare  Programs 
as  well.” 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends approval  of  this  resolution  with  the  change 
indicated.  This  was  approved  by  the  House. 

(6)  List  of  50-Year  Practitioners 

The  Reference  Committee  considered  the  list  of 
50-year  practitioners  who  are:  Walter  P.  Ulmer, 

M.D.,  Dawson,  (Southeast  Nebraska);  Walter  R. 
Taylor,  M.D.,  Dodge  (Dodge  County) ; Willard  M. 
Gentry,  M.D.,  Gering  (Scotts  Bluff  County);  0.  A. 
Kostal,  M.D.,  Hastings  (Adams  County) ; Malcolm 
B.  Wilcox,  M.D.,  Kearney  (Buffalo  County);  Earl 
F.  Leininger,  M.D.,  McCook  (Southwest  Nebraska); 
Albert  J.  Schwedhelm,  M.D.,  Norfolk  (Madison 
County).;  Aaron  M.  McMillan,  M.D.,  Omaha  (Doug- 
las-Sarpy County) ; and  Frank  J.  Mnuk,  M.D.,  Oma- 
ha (Douglas-Sarpy  County). 

RECOMMENDATION: 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends approval  of  this  lisV,  of  50-year  practitioners 
to  be  honored  at  the  next  Annual  meeting  of  the 
Nebraska  Medical  Association.  This  was  approved 
by  the  House. 

(7)  Report  of  the  Board  of  Councilors 

RECOMMENDATION : 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends the  adoption  of  this  report.  This  was  ap- 
proved by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE #2  AS  A WHOLE.  This  was  approved  by  the 
House. 

Respectfully  submitted, 

Warren  G.  Bosley,  M.D.,  Chairman 
Russell  L.  Gorthey,  M.D. 

P.  C.  Gillespie,  M.D. 

REPORT  OF  REFERENCE  COMMITTEE  #3 

Reference  Committee  #3  considered  two  reports 
and  four  resolutions.  The  Reference  Committee  sub- 
mits the  following  report  and  recommendations: 

(1)  Report  of  the  Insurance  and  Prepayment 
Medical  Care  Committee 

The  first  item  considered  was  the  report  of  the 
Insurance  and  Prepayment  Medical  Care  Committee 
as  outlined  in  the  Handbook. 
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RECOMMENDATION  : 

#1  . Mr.  Speaker,  your  Reference  Committee  rec- 
ommends approval  of  the  Report  as  carried  in  the 
Handbook  with  exception  of  the  last  paragraph  of 
the  Report,  pending  a decision  from  the  entire  mem- 
bership concerning  the  relationship  between  third 
party  carriers  and  the  Nebraska  Medical  Association. 

#2.  It  is  recommended  by  your  Reference  Com- 
mittee at  this  time  that  the  last  paragraph  be  de- 
leted, which  reads  as  follows:  “Your  Insurance  and 
Prepayment  Medical  Care  Committee  feels  that  once 
again  your  House  of  Delegates  should  reaffirm  its 
approval  of  our  relationship  with  Nebraska  Blue 
Cross-Blue  Shield  together  with  the  need  for  con- 
tinued close  cooperation.” 

This  was  seconded,  and  Dr.  Sievers  was  granted 
permission  of  the  floor  for  the  following  comments: 

“For  several  years,  I have  been  attending  these 
meetings.  Likewise,  for  several  years,  I have  served 
on  the  Board  of  Directors  of  Blue  Shield,  the  last 
two  as  President  and  Chairman  of  the  Board. 

“What  strikes  me  as  unusual,  is  the  tendency  to 
assume  that  major  problems  exist,  when  in  fact 
what  often  exists  is  a breakdown  in  communica- 
tions with  resulting  misunderstanding. 

“I  have  noted  a new  trend  of  late,  and  that  is 
the  growing  mistrust  of  Blue  Shield  by  some  physi- 
cians. As  Blue  Shield  gets  larger,  that  mistrust 
will  surely  grow  until  you  as  leaders  of  the  profes- 
sion become  more  acquainted  with  the  pressures 
Blue  Shield  faces  as  a corporation.  I am  assuming, 
of  course,  that  most  of  you  do  not  wish  to  see  Blue 
Shield  stub  its  toe  and  falter;  because  if  it  should 
not  succeed  in  its  primary  role,  I fear  for  the 
future  of  the  private  practice  of  medicine.  And 
that  is  the  sole  reason  I agreed  to  function  as  a 
Director  on  the  Board. 

“There  are  those  in  and  out  of  government  who 
would  like  nothing  better  than  to  see  Blue  Shield 
go  under.  As  witness,  the  Congressional  hearings 
held  by  Waldie  of  California  at  the  present  time, 
and  witnessed  by  Senator  Kennedy  in  meetings  of 
his  group.  They  would  then  have  the  field  to  them- 
selves without  the  restraining  forces  which  Blue 
Shield  exerts  through  a predominantly  physician 
Board  of  Directors. 

“My  purpose  is  not  to  engage  in  personalities. 
Each  of  us  individually  faces  ever  increasing  pres- 
sures from  various  critical  publics,  and  I see  little 
merit  in  prolonging  tensions  or  fighting  among  our- 
selves to  the  detriment  of  the  voluntary  private  sec- 
tor. Blue  Shield  has  a marvelous  record  of  service 
to  physicians.  We  admit  we  are  far  from  perfect 
and  do  make  mistakes.  Neither  are  we  all  things 
to  all  people.  We  see  our  mission  as  attempting 
to  maintain  the  delicate  balance  between  the  inter- 
ests of  the  physicians  and  the  consumers.  If  we 
seem  more  consumer  oriented  than  we  once  were, 
this  does  not  mean  or  imply  we  are  less  physician 
oriented.  We  know7  that  without  a strong  medical 
profession,  Blue  Shield  will  not  survive.  If  we 
seem  more  consumer  oriented  than  we  once  were, 
it’s  only  because  the  primary  historical  purposes  of 
balancing  the  interests  of  both  the  physicians  and 
the  consumers  have  only  recently  come  to  public 
attention. 

“I  am  unaware  of  any  problem  past,  present  or 
future,  wirich  has  not  or  can  not  be  resolved  be- 


tween Blue  Shield  and  this  body.  They  will  never 
be  resolved,  however,  without  an  adequate  under- 
standing and  dialogue.  Blue  Shield  can  no  longer 
accept  the  defensive  role  thrust  upon  it  at  the 
last  moment  by  this  body  twice  a year.  It  is  pat- 
ently unfair  and  raises  more  emotions  than  it  does 
answers.  The  Prepayment  Medical  Care  Committee 
should  be  the  proper  forum  where  these  problems 
can  be  referred,  discussed  quietly,  and  proposed 
solutions  submitted  for  your  consideration.  At 
many  of  these  recent  meetings,  highly  technical 
questions  have  arisen  which  have  not  and  should 
not  be  answered  by  practicing  physicians  serving 
as  Directors  and  responsible  primarily  as  policy 
makers.  We  find  no  defense  in  meetings  of  this 
type  to  allegations  directed  at  technicalities.  If 
we  are  made  aware  beforehand  discussions  may 
occur,  we  will  have  people  available  to  answer  the 
questions  raised. 

“Once  again,  however,  there  is  always,  at  a pre- 
mium, a question  of  time  at  these  meetings.  And 
we  again  suggest  the  mechanism  of  the  Prepayment 
Medical  Care  Committee.  To  perpetuate  this  now 
running  battle,  can  serve  no  purpose  except  to 
fragment  us  to  the  delight  of  our  detractors.  In 
my  opinion,  it  is  not  possible  to  eliminate  all  fric- 
tion and  we  will  always  have  issues  which  can  and 
should  be  worked  out  jointly.  I only  hope  that  you 
recognize  that  this  is  true  and  will  be  willing 
to  listen  to  both  sides  of  the  question  in  an  at- 
mosphere conducive  to  understanding  each  other’s 
problems  before  you,  as  a body,  jump  to  hasty 
conclusions. 

“We  have  a fine  and  active  physicians  relation 
of  our  Board  which  will  give  full  attention  to  any 
and  all  problems  you  present,  whether  individually 
or  collectively.  On  the  other  hand,  your  grievances, 
comments,  problems  and  observations  for  improve- 
ment may  be  given  to  any  of  the  sixteen  members 
of  the  Board,  and  they  will  see  that  they  are  acted 
upon  and  handled  professionally  and  quickly.  With 
sixteen  practicing  physicians  out  of  twenty-one 
persons  on  our  Board,  we  believe  we  know  your 
problems.  I make  a plea  for  you  to  understand  our 
problem.  Should  we  abandon  each  other,  govern- 
ment is  in  the  wings  ready  to  take  us  over. 

“In  view  of  this,  I would  like  to  recommend  that 
the  entire  report  of  the  Insurance  and  Prepayment 
Medical  Care  Committee  be  adopted  without  dele- 
tion of  the  last  paragraph.” 

This  motion  was  seconded,  and  Dr.  Tanner  was 
granted  permission  of  the  floor.  Dr.  Tanner  said 
that  endless  hours  had  been  spent  on  this  subject 
by  the  House.  He  felt  that  many  things  had  been 
accomplished  which  would  not  have  been  possible 
without  our  affiliation  with  Blue  Shield.  He  said 
there  was  a trend  to  replace  the  MDs  on  the  Board 
of  Directors  which  he  thought  was  related  to  gov- 
ernment’s insistance  that  the  public  have  a major- 
ity of  the  representation  on  Blue  Shield  Boards. 
He  said  he  would  like  to  see  the  Association  have 
formal  affiliation  with  all  third  party  carriers. 

Dr.  Dunlap,  Chairman  of  the  Insurance  and  Pre- 
payment Medical  Care  Committee,  read  to  the 
House  the  By-Laws  relating  to  the  duties  of  this 
committee,  and  he  indicated  it  was  the  duty  of  this 
Committee  to  monitor  the  meetings  of  the  Blue 
Shield  Board  of  Directors.  He  further  informed  the 
House  that  his  Committee  stands  willing  to  hear 
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the  criticisms  that  any  members  may  have  about 
the  Blue  Shield  program.  He  felt  that  such  prob- 
lems, regardless  of  size,  could  best  be  discussed 
through  channels  that  are  already  established  with 
the  Association. 

Following  this  discussion,  the  Chair  called  for 
action  of  the  House  on  the  amendment  recom- 
mended by  Dr.  Sievers,  that  the  report  be  accepted 
in  full  without  deletion  of  the  last  paragraph,  and 
this  amendment  was  approved  by  the  House. 

This  section  of  the  report  of  Reference  Commit- 
tee #3,  was  appi'oved  as  amended. 

(2)  Report  of  the  Policy  Committee  — Re: 
Endorsement  of  Usual  and  Customary  Fees 

The  next  item  considered  by  your  Reference  Com- 
mittee was  the  endorsement  of  the  usual  and  cus- 
tomary fee  concept  as  outlined  in  the  Handbook. 

RECOMMENDATION : 

Mr.  Speaker,  your  Reference  Committee  wishes 
to  accept  the  Report  as  outlined  and  further  wishes 
to  emphasize  the  importance  of  the  last  RESOLVED 
in  the  A.M.A.  resolution: 

“That  the  A.M.A.  remind  physicians  that  they 
have  the  right  to  enter  into  prior  agreement 
with  patients  regarding  the  fee  for  services  to 
be  rendered.” 

This  was  approved  by  the  House. 

(3)  Resolutions  #13,  #15,  and  #21 

These  three  resolutions  were  introduced  by  Doug- 
las-Sarpy  County  Medical  Society,  and  read  as  fol- 
lows : 

Resolution  #13 

RESOLVED,  that  the  Nebraska  Medical  As- 
sociation register  their  opposition  to  the  utili- 
zation review  program  as  proposed  by  Nebraska 
Blue  Cross-Blue  Shield  as  was  discussed  by  the 
Board  of  Councilors  and  brought  to  the  floor  of 
the  House  of  Delegates  at  the  1972  annual  meet- 
ing. 

Resolution  #15 

RESOLVED,  that  the  Nebraska  Medical  As- 
sociation have  no  formal  or  official  affiliation 
with  any  fiscal  intermediary  (third  party  car- 
rier). 

Resolution  #21 

WHEREAS,  there  exists  a potential  conflict 
of  interest  of  officers  of  the  Nebraska  Medi- 
cal Association,  members  of  the  Policy  Com- 
mittee, and  Chairmen  of  Committees  dealing 
with  insurance  problems,  who  are  also  Board 
Members  of  Blue  Cross-Blue  Shield,  or  any  other 
third  party  carrier,  and 

WHEREAS,  it  is  impossible  for  such  members 
to  represent  in  an  unbiased  manner  either 
group;  therefore 

BE  IT  RESOLVED,  that  the  Nebraska  Medi- 
cal Association  considers  this  to  be  a conflict 
of  interest. 

Your  Reference  Committee  considered  these 
resolutions  together,  inasmuch  as  they  all  pertained 
to  the  relationship  of  members  of  the  Nebraska 
Medical  Association  to  a single  third  party  carrier. 
The  Reference  Committee  heard  from  the  Dele- 


gates of  the  Douglas- Sarpy  County  Medical  Society 
on  behalf  and  in  support  of  these  three  resolutions. 
They  indicated  that  the  basic  problem  concerning 
these  resolutions  was  that  of  endorsement  and/or 
affiliation  by  members  of  the  Nebraska  Medical 
Association  with  a single  third  party  carrier.  Con- 
troversial discussion  was  heard  by  your  Reference 
Committee  concerning  the  principle  above.  Testi- 
mony was  heard  from  Dr.  Dunlap  to  the  point  that 
Association  discourse  and  friendly  relationships  with 
any  third  party  carrier  were  desirable  and  advan- 
tageous. 

RECOMMENDATION : 

Mr.  Speaker,  your  Reference  Committee  feels 
because  of  the  magnitude  of  the  problem  concern- 
ing this  matter;  because  of  the  number  of  contro- 
versial discussions  concerning  this  matter;  because 
of  the  time,  effort  and  deliberation  concerning  many 
of  these  matters;  and  also  because  your  Reference 
Committee  felt  that  only  a small  segment  of  the 
general  membership  of  this  group  was  represented, 
it  is  therefore  recommended  that  these  resolutions 
be  deferred  at  the  present  time  pending  the  poll- 
ing of  the  general  membership  as  to  their  desires, 
concerning  the  relationship  of  members  of  the  Ne- 
braska Medical  Association  and  individual  third 
party  carriers.  It  is  recommended  that  the  method 
of  this  referendum  be  left  to  the  discretion  of  the 
Policy  Committee  with  their  report  forthcoming 
at  our  next  Annual  scheduled  meeting. 

This  was  seconded,  and  the  Chair  pointed  out  that 
in  view  of  the  amendment  made  to  Item  (1)  of 
the  report  of  this  Reference  Committee,  these  three 
resolutions  should  be  rejected  rather  than  deferred. 

Following  discussion,  the  House  approved  the 
rejection  of  these  resolutions  but  that  the  referen- 
dum be  carried  out  as  indicated  in  the  Reference 
Committee  report. 

(4)  Resolution  #20  — Blue  Shield  Participating 
Physicians  Agreement 

Resolution  #20,  introduced  by  Douglas-Sarpy 
County  Medical  Society,  read  as  follows: 

WHEREAS,  in  the  summer  of  1972  several 
members  of  the  Douglas-Sarpy  County  Medical 
Society  reported  receiving  a “Participating 
Physicians  Agreement  with  Nebraska  Medical 
Service,”  and 

WHEREAS,  this  agreement  was  presented 
for  their  signature  and  to  be  returned  to  Ne- 
braska Medical  Services,  and 

WHEREAS,  this  agreement  does  not  specify 
any  particular  type  of  Blue  Shield  contract, 
and 

WHEREAS,  this  agreement  could  be  inter- 
preted to  commit  the  physicians  to  a participat- 
ing physicians  agreement  with  Nebraska  Blue 
Shield,  and 

WHEREAS,  the  Nebraska  Medical  Associa- 
tion was  promised  by  Nebraska  Blue  Shield  that 
no  further  such  terminology  or  agreement  would 
be  employed;  therefore 

BE  IT  RESOLVED,  that  the  Nebraska  Medi- 
cal Association  conduct  an  investigation  into 
this  apparent  violation  of  this  agreement  be- 
tween the  Nebraska  Medical  Association  and 
the  Nebraska  Medical  Service  and  report  the 
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findings  to  each  member  of  the  Nebraska  Medi- 

ical  Association  by  special  letter. 

Discussion  from  representatives  of  the  Board  of 
Blue  Shield  and  Blue  Cross  was  presented  and  with 
their  assurance  to  reword  the  participating  physi- 
cian’s agreement  to  the  effect  that  the  agreement 
will  specifically  spell  out  which  contracts  are  in- 
volved, it  was  felt  this  resolution  to  be  unnecessary. 

RECOMMENDATION: 

The  Reference  Committee,  therefore,  recommends 
to  delete  this  resolution.  This  was  approved  by 
the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE #3  AS  A WHOLE  AS  AMENDED.  This  was 
approved  by  the  House. 

Respectfully  submitted, 

Fred  J.  Rutt,  M.D.,  Chairman 

Robert  Sorensen,  M.D. 

Marvin  Holsclaw,  M.D. 

Report  of  Reference  Committee  #4 

Reference  Committee  #4  considered  six  reports. 
The  Reference  Committee  submits  the  following 
report  and  recommendations: 

(1)  Report  of  the  Executive  Secretary 

RECOMMENDATION : 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends the  approval  of  the  Report  as  carried  in 
the  Handbook  with  the  additional  comment  that 
if  any  questions  were  raised  about  the  proposed 
extension  of  meeting  dates,  Mr.  Neff  would  com- 
ment on  any  questions  that  the  members  might 
have. 

This  was  approved  by  the  House,  and  the  Chair 
directed  that  these  meeting  dates  and  sites  be  in- 
cluded in  the  minutes.  They  are  as  follows: 

ANNUAL  SESSION 

1973  — Kearney,  April  29  - May  2 

1974  — Omaha,  April  28  - May  1 

1975  — Lincoln,  April  27  - 30 

FALL  SESSION 

1973  — Kearney,  October  5-7 

1974  — Lincoln,  October  3-5 

1975  — (Open),  October  2-4 

(2)  Report  of  Delegate  to  North 

Central  Conference 

RECOMMENDATION: 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends the  approval  of  the  Report  as  carried  in 
the  Handbook. 

This  was  approved  by  the  House. 

(3)  Report  of  Geriatrics  Committee 

RECOMMENDATION : 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends the  approval  of  the  Report  as  carried  in  the 
Handbook. 

This  was  approved  by  the  House. 

(4)  Report  of  the  Scientific  Sessions 
Committee 

RECOMMENDATION : 

Mr.  Speaker,  your  Reference  Committee  recom- 


mends the  approval  of  the  Report  as  carried  in  the 
Handbook. 

This  was  approved  by  the  House. 

(5)  Report  of  the  Public  Relations 
Committee 

RECOMMENDATIONS : 

#1.  Mr.  Speaker,  your  Reference  Committee  rec- 
ommends the  approval  of  the  Report  as  carried  in 
the  Handbook.  This  was  approved  by  the  House. 

#2.  Mr.  Speaker,  your  Reference  Committee  also 
endorses  the  Public  Relations  Committee  intent  to 
widely  publicize  actions  taken  by  the  House  of 
Delegates  regarding  the  Nebraska  Health  Project. 
This  was  approved  by  the  House. 

(6)  Final  Portion  of  the  Report  of  the 
Policy  Committee 
RECOMMENDATION: 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends the  approval  of  the  final  portion  of  the 
Policy  Committee  Report  which  was  assigned  to 
this  committee. 

This  was  approved  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE #4  AS  A WHOLE.  This  was  approved  by 
the  House. 

Respectfully  submitted, 

R.  C.  Weldon,  M.D.,  Chairman 
Robert  L.  Bierbower,  M.D. 

Donald  Prince,  M.D. 

Report  of  Reference  Committee  #5 

Your  Reference  Comittee  #5  considered  four  re- 
ports. The  Reference  Committee  submits  the  fol- 
lowing report  and  recommendations: 

(1)  Report  of  the  Medicolegal  Advice 
Committee 

Mr.  Speaker,  your  Reference  Committee  approves 
the  report  of  the  Medicolegal  Advice  Committee 
as  submitted. 

RECOMMENDATIONS : 

#1.  The  committee  however  recommends  that 
the  Medicolegal  Advice  Committee  further  explore 
the  concept  of  binding  arbitration  as  a means  for 
handling  medical  malpractice  and  attempt  to  initiate 
some  type  of  legislation  to  get  binding  arbitration. 

This  was  approved  by  the  House. 

#2.  Furthermore,  that  recommendations  be 
brought  before  the  next  session  of  the  House  of 
Delegates  on  how  best  to  initiate  these  legislative 
proceedings. 

This  was  approved  by  the  House. 

(2)  Report  of  the  Committee  on  Medicine 
and  Religion 

Mr.  Speaker,  your  Reference  Committee  read  and 
discussed  the  report  of  the  Committee  on  Medicine 
and  Religion. 

RECOMMENDATION  : 

The  committee  recommends  approval  of  the  re- 
port as  submitted. 

This  was  approved  by  the  House. 


524 


Nebraska  M.  J. 


(3)  Report  of  the  Mental  Health  and  Mental 
Retardation  Committee 

Mr.  Speaker,  your  Reference  Committee  read  the 
abbreviated  report  submitted  in  the  Handbook  by  the 
Mental  Health  and  Mental  Retardation  Committee. 
The  Interim  Committee  on  Finances  of  the  State  Leg- 
islature requests  the  Medical  Association  to  formu- 
late a set  of  guidelines  regarding  mental  health 
care  in  Nebraska.  An  additional  report  was  made 
by  Dr.  J.  Whitney  Kelley  to  the  Reference  Com- 
mittee which  was  submitted  in  the  form  of  a letter 
sent  to  Senator  Marvel  by  Dr.  Kelley.  The  letter 
is  as  follows: 

Senators  Marvel  and  Whitney 
Finance  Interim  Study  Committee 
Lincoln,  Nebraska 

Dear  Sirs: 

As  you  requested  in  the  joint  meeting  of  the 
sub-committee  and  the  Nebraska  Medical  As- 
sociation Mental  Health  and  Retardation  Com- 
mittee, a meeting  was  held.  It  was  an  en- 
larged version  of  the  Mental  Health  Committee 
so  that  there  would  be  more  wide  and  repre- 
sentative coverage  of  all  of  the  sectors  of  psy- 
chiatry in  the  State  of  Nebraska.  A consensus 
was  reached  and  the  results  of  that  consensus 
are  passed  on  to  you  with  some  preliminary 
remarks  in  order  that  the  Legislature  may  be 
informed  as  to  what  the  situation  is  now  and 
what  the  proposed  changes  could  be. 

About  five  years  ago,  the  method  of  prac- 
tice was  in  somewhat  of  a dichotomy.  The 
bulk  of  the  psychiatric  problems  in  the  State 
of  Nebraska  were  first  assessed  by  local  physi- 
cians and  then  referred  to  a private  psychia- 
trist or  a State  Hospital.  In  the  past  years 
they  have  been  receiving  increased  psychiatric 
instruction  in  their  preparation  as  practicing 
physicians.  Indeed  their  knowledge  of  psychi- 
atric conditions  has  reached  a stage  where 
many  patients  are  treated  by  them  locally  with- 
out need  to  resort  to  the  more  specialized  care 
from  psychiatrists  and  ancillary  psychiatric  per- 
sonnel. This  steady  increase  of  course  has 
markedly  augmented  the  caliber  of  psychiatric 
care.  There  were  two  major  drawbacks,  how- 
ever, which  were  that  all  too  frequently  the 
local  physician  did  not  have  sufficient  time  to 
spend  on  his  psychiatric  problems  with  the 
local  patient,  and  there  were  long  distances  to 
travel  if  more  specialized  psychiatric  care  was 
necessary.  Most  of  the  practicing  psychiatrists 
are  in  the  metropolitan  areas  of  Omaha  and 
Lincoln  though  there  are  psychiatrists  in  Hast- 
ings, North  Platte  and  Scottsbluff. 

There  was  also  another  mechanism  whereby 
psychiatric  patients  of  an  acute  character  could 
be  taken  care  of,  and  this  was  by  commitment 
from  the  local  Mental  Health  Board  to  the 
state  institutions  where  they  were  attended  in 
the  institutions  and  then  returned  home. 

About  five  years  ago,  Dr.  Robert  Osborne, 
who  at  that  time  was  the  Director  of  Medical 
Services  of  the  Department  of  Institutions,  in- 
stituted a pilot  plan  in  which  certain  mental 
health  centers  were  set  up  in  various  parts  of 
the  state  to  be  manned  by  personnel  paid  by 
the  Department  of  Institutions.  These  places 


were  to  offer  psychiatric  care  closer  to  home 
making  it  possible  to  attend  patients  early,  and 
frequently  make  diagnoses  early  enough  to 
make  it  unnecessary  for  in-patient  hospital 
care  at  a later  date. 

At  the  present  time,  the  question  is  whether 
or  not  a continuance  of  this  pilot  plan  with 
its  advantages  and  disadvantages  is  superior 
to  the  original  plan  in  which  there  was  a 
strong  emphasis  on  individual  private  practice 
of  psychiatry  by  private  physicians.  A study 
of  the  opinion  of  the  number  of  physicians 
from  various  parts  of  the  state,  whose  patients 
have  come  in  contact  with  the  established  pilot 
units  revealed  that  most  of  the  private  physi- 
cians highly  aproved  of  the  local  Mental  Health 
Center,  providing  the  quality  was  good  and 
the  expert  personnel  were  supervised  by  the 
personal  guidance  of  a clinicial  psychiatrist. 

Whether  this  is  economically  worthwhile  is 
the  serious  problem.  Therefore,  the  subject  of 
the  meeting  which  was  held  on  August  31,  by 
the  enlarged  committee  was  to  determine  what 
the  attitudes  of  psychiatrists  throughout  the 
state  would  be;  and  what  their  feelings  and 
recommendations  would  be  to  the  Legislature 
so  that  it  could  be  informed  as  to  what  our 
opinion  was.  We  felt  that  the  first  and  most 
important  consideration  of  any  discussion 
should  be  the  welfare  and  needs  of  the  people 
of  the  State  of  Nebraska.  It  was  generally 
conceded  that  this  need  all  too  frequently  could 
be  better  met  by  having  psychiatric  help  closer 
to  the  patients’  homes  than  the  distances  they 
now  have  to  travel  in  order  to  receive  private 
care  in  the  metropolitan  areas.  That  the  needs 
of  the  patient  were  pre-eminent,  and  that  even 
though  there  was  a likelihood  that  this  would 
cut  into  the  financial  considerations  involving 
the  private  psychiatrists,  was  declared  of  less 
importance  than  the  needs  of  citizens  of  Ne- 
braska if  it  was  financially  practical.  There- 
fore the  following  recommendations  were  made. 
It  was  recommended  that  the  plan  of  the  De- 
partment of  Institutions  gradually  cut  down 
the  number  of  patients  to  be  treated  in  the 
three  Regional  Centers  now  in  existence,  and 
the  retention  only  of  acute  care  facilities  at 
Lincoln,  Norfolk  and  Hastings  be  retained, 
was  agreed  upon.  It  was  also  agreed  upon 
that  the  security  section  of  the  Lincoln  State 
Hospital,  which  was  required  by  statute,  be 
continued  and  that  the  bulk  of  the  long  term 
chronic  patients,  which  are  the  state’s  respon- 
sibility, should  be  attended  at  the  Regional 
Center  in  Hastings. 

It  was  believed  by  Dr.  Anderson  that  this 
relief  of  load  in  the  Regional  Centers  would 
make  some  psychiatrists  available  to  man  the 
eleven  proposed  county  mental  health  centers. 
These  eleven  mental  health  centers  were  to 
be  as  follows:  Four  in  Omaha,  one  in  North 

Platte,  one  in  Scottsbluff,  one  in  Hastings,  and 
one  each  in  Grand  Island,  Norfolk,  Lincoln, 
and  Beatrice.  All  of  these  proposed  facilities 
were  to  have  at  least  one  full  time  psychia- 
trist and  in  as  much  as  it  is  unlikely  that  there 
would  be  sufficient  business  to  support  a private 
psychiatrist  in  these  locations,  an  incentive 
from  the  Department  of  Institutions  subsidiz- 
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ing  a salary  of  $30,000  for  a 30-hour  week  was 
proposed.  It  was  also  proposed  that  the  psychi- 
atrist, who  had  time  which  was  in  excess  of  the 
30  hours,  could  devote  it  to  private  practice. 
If  the  doctor  did  engage  in  a private  practice, 
there  should  be  a pro-rated  expense  of  the  costs 
of  the  State  personnel  and  space  which  he  oc- 
cupied. This  is  to  be  surveyed  by  the  Director 
of  the  Department  of  Institutions.  The  psychi- 
atrist in  the  local  center  would  be  required 
to  report  at  regular  intervals  to  the  Director 
of  Medical  Services. 

It  was  then  suggested  by  Dr.  Anderson  that 
the  need  of  the  very  highly  specialized  type 
of  care  in  some  psychiatrict  problems  would 
not  likely  to  be  found  in  all  of  the  eleven 
lesser  centers  that  were  being  proposed.  It 
was  recognized  by  him  that  there  were  at  least 
several  private  institutions  which  were  already 
magnificently  equipped  as  to  structure  and  per- 
sonnel as  well  as  practicing  psychiatrists;  and 
that  they  could  perform  a very  valuable  service 
to  the  Department  of  Institutions  by  accepting 
at  least  some  of  the  patients  which  could  not 
be  taken  care  of  in  the  not  fully  equipped  eleven 
satellite  centers  which  were  proposed. 

In  order  to  accomplish  this,  of  course,  it 
would  be  necessary  that  the  local  Mental  Health 
Board  be  able  to  commit  patients  to  centers 
other  than  the  Regional  Centers  and  it  seemed 
logical  that  the  local  County  Board  should  be 
able  to  commit  patients  to  one  of  the  lesser 
Regional  Centers  or  a private  institution  whose 
qualification  standards  have  been  approved  by 
the  Director  of  Medical  Services  and  that  as 
State  patients,  they  would  then  be  reimbursed 
by  the  State  for  their  services. 

This  would  require  a law  changing  the  com- 
mitment procedure  so  that  the  County  Mental 
Health  Boards  could  make  such  a commitment 
and  this  could  be  accomplished  by  relatively 
minor  changes  in  the  existing  law,  #1345  which 
was  passed  last  year.  It  should  be  made  pos- 
sible for  commitment  to  the  care  of  a private 
psychiatrist  in  such  an  institution.  There  was 
considerable  discussion  as  to  the  care  of  the 
mentally  retarded.  This  Committee  recom- 
mended continued  operation  of  the  State  Home 
in  Beatrice  with  upgrading  of  the  facilities  and 
staff,  and  plan  programs  for  the  residents. 
It  also  recommends  that  the  community  proj- 
ects being  programmed  be  carefully  evaluated 
for  quality,  and  that  the  Beatrice  State  Home 
residents  be  moved  into  a community  based 
facility  only  when  it  was  certain  that  they 
would  receive  care  and  services  equal  to  or 
better  than  those  at  Beatrice.  It  was  particu- 
larly urged  that  there  be  sufficient  professional 
medical  input  into  the  community  program  to 
insure  that  the  residents  with  multiple  neuro- 
logical, psychiatric,  orthopedic  and  other  medi- 
cal disabilities  could  receive  high  quality  pro- 
fessional care. 

It  is  to  be  noted  that  the  rapid  expansion 
of  community  programs  tends  to  preclude  the 
development  of  control  mechanisms;  and  that 
slow  development  is  necessary  to  maintain  the 
standards  of  high  quality  care,  safety  and 
health  for  the  mentally  retarded  citizens.  These 


rules  were  equally  applicable  to  the  proposed 
new  psychiatric  centers  throughout  the  state. 

The  Committee  felt  that  it  was  necessary  for 
there  to  be  quality  control  of  the  residential  and 
community  programs  for  the  mentally  retarded 
in  the  State  and  that  this  control  should  be 
provided  by  a professional  staff  of  the  Medical 
Services  Division  of  the  Department  of  Institu- 
tions rather  than  by  civilian  advocate  groups. 
The  groups  all  too  often  lack  the  professional 
skills  necessary  for  such  a task,  and  are  fre- 
quently less  than  objective  in  their  approach. 

In  view  of  the  need  for  increased  number  of 
psychiatrists,  the  Committee  also  recommended 
that  the  number  of  psychiatric  students  being 
trained  in  the  post  graduate  field  of  psychi- 
atry in  the  several  medical  schools  in  the 
State  should  be  increased  to  a total  of  30.  It 
was  also  agreed  that  in  order  to  make  it  prac- 
tical from  a financial  standpoint,  the  stipend 
be  raised  from  $10,000  to  $12,000  with  some 
allowances  for  dependents  so  that  local  psy- 
ciatrists  could  be  retained  who  would  be  more 
likely  to  stay  in  the  State  of  Nebraska. 

Again  let  us  repeat  that  we  realized  that  the 
increased  state  mental  health  care  delivery  sys- 
tem will  continue  to  decrease  private  practice 
and  inevitably  our  income,  but  we  feel  that 
the  optimal  psychiatric  care  for  citizens  in  Ne- 
braska is  infinitely  more  important  than  our 
economic  considerations.  Thanks  very  much 
for  your  kindness  in  this  matter  and  if  the 
Committee  can  be  of  further  help  in  establish- 
ing guidelines  or  advise,  feel  free  to  call  upon 
us  at  any  time. 

Sincerely, 

J.  Whitney  Kelley,  M.D.,  Chairman 
James  Dunlap,  M.D., 

for  Chester  Farrell,  M.D. 
Harry  Henderson,  M.D. 

Robert  B.  Muffly,  M.D. 

Charles  Landgraf,  M.D.,  Hastings 
John  Baldwin,  M.D.,  Lincoln 
J.  R.  Anderson,  M.D., 

Dept,  of  Institutions 
Beverly  Mead,  M.D.,  Chm.,  Dept. 

of  Psychiatry,  Creighton  Univ. 
Merrill  Eaton,  M.D.,  Chm.,  Dept. 

of  Psychiatry,  Univ.  of  Nebr. 
Clayton  L.  Pettipiece,  M.D.,  Omaha 

RECOMMENDATION : 

Your  Reference  Committee  recommends  that  a 
copy  of  this  letter  be  placed  in  the  hands  of  each 
committee  member  for  approval,  and  also  that 
a copy  be  sent  to  members  of  the  House  of  Dele- 
gates and  that  further  action  be  deferred  until 
the  next  session  of  the  House  of  Delegates. 

This  was  seconded,  and  Dr.  Kelley  stated  that 
this  letter  had  been  written  and  aporoved  by  the 
committee.  Dr.  Kelley  also  stated  that  this  letter 
was  ready  to  be  mailed  on  Monday  morning.  In 
view  of  this  the  motion  was  made  to  amend  the 
recommendation  of  the  Reference  Committee  by 
deleting  the  deferred  action  on  this  until  the  next 
session  of  the  House  of  Delegates  and  deleting 
approval  of  the  committee.  This  was  approved. 
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(4)  Report  of  the  Committee  on  Health 
Education  in  Schools  and  Colleges 

RECOMMENDATION : 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends approval  of  the  report  submitted  by  the 
Committee  on  Health  Education  in  Schools  and 
Colleges.  It  should  be  noted  that  the  proposed 
pilot  project  referred  to  in  the  first  part  of  this 
report  has  been  completed  and  although  there  has 
been  some  valuable  input,  information  received 
will  be  further  refined. 

This  was  approved  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE #5  AS  A WHOLE  AS  AMENDED.  This  was 
approved  by  the  House. 

Respectfully  submitted, 

Wm.  J.  Chleborad,  M.D.,  Chairman 

James  Peck,  M.D. 

R.  R.  Andersen,  M.D. 

REPORT  OF  REFERENCE  COMMITTEE  #6 

Reference  Committee  #6  considered  four  reports 
and  two  resolutions.  The  Reference  Committee  sub- 
mits the  following  report  and  recommendations: 

(1)  Report  of  the  State  Peer  Review 
Committee 

Discussion  of  this  item  was  primarily  limited  to 
that  portion  of  this  report  relating  to  expenses  in- 
curred by  those  members  who  have  to  travel  long 
distances.  It  is  requested  that  some  additional 
funding  be  provided  to  help  out  when  excessive 
expense  is  incurred.  It  was  pointed  out  in  the  dis- 
cussion that  this  is  a voluntary  type  of  review 
and  that  reimbursement  to  certain  members  and  not 
to  other  members  would  probably  not  be  practical. 
It  was  recommended  that  this  section  of  the  report 
relating  to  expenses  incurred  and  the  request  for 
additional  funding  be  deleted. 

RECOMMENDATIONS : 

#1.  Mr.  Speaker,  your  Reference  Committee 
recommends  that  the  Report  be  accepted  with  the 
deletion  of  the  above  mentioned  section. 

This  was  approved  by  the  House. 

#2.  We  move  that  the  whole  concept  of  reim- 
bursement to  Association  members  for  travel  and 
time  spent  be  referred  to  an  appropriate  committee 
or  an  Ad-Hoc  Committee  for  restudy  and  report  at 
the  next  session  of  the  House  of  Delegates. 

This  was  approved  by  the  House. 

(2)  Report  of  the  Public  Health  Committee 
RECOMMENDATION : 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends that  a statement  be  incorporated  in  the  sug- 
gested food  handlers  exam  form  stating  that  this 
form  is  suggested  as  a simple  guide  only  and  ad- 
ditional work  should  be  done  at  the  discretion  of 
the  examining  physician.  With  this  recommenda- 
tion your  Reference  Committee  recommends  approval 
of  this  report  with  the  addition  of  the  above  rec- 
ommendation. 

This  was  approved  by  the  House. 


(3)  Report  of  the  Rural  Medical  Service 
Committee 

RECOMMENDATIONS : 

#1.  Mr.  Speaker,  your  Reference  Committee  rec- 
ommends approval  of  this  Report. 

This  was  approved  by  the  House. 

#2.  In  addition,  testimony  was  heard  from  a 
medical  student  who  informs  us  that  there  has 
been  a bill  passed  of  approximately  $10,000  by  the 
State  Legislature  for  use  of  students  to  visit  three 
rural  communities.  We  would  recommend  that 
this  committee  investigate  the  bill  and  the  feasi- 
bility of  acting  as  a coordinator  between  students 
and  out-state  physicians  in  the  use  of  this  money. 

This  was  approved  by  the  House. 

(4)  Report  of  the  Sub-Committee  on 
Athletic  Injuries 

Although  it  was  not  specifically  assigned  to  this 
committee,  your  Reference  Committee  did  consider 
the  Board  of  Councilors  Report,  the  portion  which 
reads  as  follows:  “In  considering  the  Report  of  the 
Sub-Committee  on  Athletic  Injuries,  Dr.  Claus- 
sen  indicated  his  disapproval  of  having  speakers 
from  equipment  companies  as  they  tended  to  use 
this  opportunity  to  promote  their  equipment,  and 
also  that  it  might  appear  to  those  coaches,  trainers, 
etc.  attending  this  meeting  that  the  Association 
was  endorsing  this  product.”  Testimony  was  heard 
in  this  regard  both  from  the  Board  of  Councilors 
and  from  a member  of  the  Sub-Committee  on  Ath- 
letic Injuries,  both  of  whom  were  in  agreement  with 
the  Councilors  Report. 

RECOMMENDATIONS : 

#1.  Mr.  Speaker,  your  Reference  Committee 
agreed  with  those  comments  and  would  recommend 
that  the  attention  of  the  Sub-Committee  on  Ath- 
letic Injuries  be  drawn  to  these  comments  in  plan- 
ning future  programs. 

This  was  approved  by  the  House. 

#2.  We  recommend  approval  of  this  Report  of 
the  Sub-Committee  on  Athletic  Injuries. 

This  was  approved  by  the  House. 

(5)  Resolution  #16  — Support  for  Keogh 
Plan 

Resolution  #16,  introduced  by  Douglas-Sarpy 
County  Medical  Society,  read  as  follows: 

WHEREAS,  the  Keogh  Plan  allows  physicians 
and  other  self-employed  persons  to  deduct  only 
$2,500  toward  a retirement  plan,  and 

WHEREAS,  this  Plan  became  law  in  1962, 
and 

WHEREAS,  at  this  time  inflation  has  mini- 
mized markedly  the  value  of  this  amount,  and 

WHEREAS,  there  is  presently  before  the 
Congress  a proposal  to  increase  this  amount  to 
$7,500;  therefore 

BE  IT  RESOLVED,  that  the  Nebraska  Medi- 
cal Asociation  request  the  support  of  all  Ne- 
braska Senators  and  Congressmen  to  vigorously 
support  the  passage  of  this  Bill  with  the  higher 
deductible  figure. 
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RECOMMENDATION: 

Mr.  Speaker,  your  committee  recommends  ap- 
proval of  this  resolution. 

This  was  approved  by  the  House. 

(6)  Resolution  #18  — NMA  Action  on 
Bennett  Amendment 

Resolution  #18,  introduced  by  Douglas-Sarpy 
County  Medical  Society,  read  as  follows: 

WHEREAS,  the  Bennett  Amendment  in  re- 
gard to  Peer  Review  has  passed  the  Senate  Fi- 
nance Committee,  and  will  be  up  for  passage  by 
Congress  in  the  near  future,  and 

WHEREAS,  the  Amendment  requires  ap- 
plication by  a group  from  each  state  for  desig- 
nation as  the  Peer  Review  Body,  and 

WHEREAS,  this  does  not  specify  the  Medical 
Association;  therefore 

BE  IT  RESOLVED,  that  the  Nebraska  Medi- 
cal Association  take  the  necessary  steps  to  be 
the  first  applicant  for  this  designation. 

Testimony  was  heard  from  Mr.  Ken  Neff,  who 
stated  the  Bennett  Amendment  as  written  requires 
that  any  contracting  organization  to  perform  Peer 
Review,  if  it  be  a Medical  Association,  have  no 
limitations  on  membership  and  no  dues.  In  essence, 
it  requires  that  the  Medical  Association,  to  perform 
this  task,  must  form  a Foundation. 


RECOMMENDATION : 

The  Reference  Committee  could  not  interpret  the 
Resolution  as  suggesting  that  a Foundation  be 
formed.  Your  Reference  Committee  recommends 
against  the  adoption  of  Resolution  #18.  We  would 
encourage  the  Medical  Association  to  keep  abreast 
of  the  contracting  organization  should  the  Bennett 
Amendment  pass  and  become  the  law.  The  mech- 
anism of  our  involvement  would  have  to  be  further 
defined. 

This  was  approved  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE #6  AS  A WHOLE.  This  was  approved  by 
the  House. 

Respectfully  submitted, 

C.  Lee  Retelsdorf,  M.D.,  Chairman 
E.  J.  Loeffel,  M.D. 

Thomas  H.  Wallace,  M.D. 

Dr.  McFadden  called  for  a resolution  thanking 
Dr.  Claussen  and  the  Lincoln  County  Medical  So- 
ciety for  inviting  the  House  of  Delegates  to  hold 
their  Fall  Session  in  North  Platte,  and  this  was 
approved  unanimously. 

Dr.  Gogela,  Chairman  of  the  Nebraska  MEDPAC, 
gave  a brief  oral  report  on  the  activities  of  this 
organization. 

There  being  no  further  business,  the  meeting  was 
adjourned. 
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